	WUTH RAPID ACCESS WET AMD / RVO FORM



	Date
	

	Patient Details

	Name
	
	GP
	

	DOB
	
	M/F
	
	Address
	

	Address
	
	
	

	
	
	Telephone
	

	Telephone
(For immediate contact)
	Landline:
	Optometrist
	

	
	Mobile:
	Address
	

	Hospital No. (If known)
	
	
	

	NHS No.

(If known)
	
	Telephone
	

	STATEMENT: The reason for this referral has been explained to the patient or guardian who agrees to it. The patient or guardian also consents to information being exchanged between the Hospital Eye Service, their General Medical Practitioner, and optometrist or ophthalmic medical practitioner (delete any not consented to).
If appropriate, Guardian’s name and address 

Signed (optometrist/OMP)                                                                                           GOC/GMC No. 

	Key Points – To be completed by referrer

	Reason for Referral
	( Wet AMD
	( RVO

	
	(Please record only one diagnosis, differentiate between cases of suspected Wet AMD or RVO)

*(Please refer all other retinal and non-retinal conditions using the acute referral form)

	Refraction

Dist VA
Near VA
Prev. Corrected VA (Date)
IOP mmHg
( applanation
R
( non - applanation
L
Time:



	Additional information (consider symptoms, onset, progression, relevant history, OCT findings)
	

	Wet AMD Referral
	RVO

	
	Right
	Left
	
	Right
	Left

	Complaining of distortion 
	(
	(
	Macular haemorrhage
	(
	(

	Complaining of scotoma
	(
	(
	Macular oedema
	(
	(

	Macular haemorrhage
	(
	(
	Cotton wool spots
	(
	(

	Subretinal fluid
	(
	(
	Extra-macular haemorrhage*
	(
	(

	Drusen
	(
	(
	*No. quadrants affected

	Exudate
	(
	(
	1 (
	2 (
	4 (

	Please email referral to wih-tr.Wirralemergencyeyecare@nhs.net
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