Wet AMD Rapid Access Referral Form

(this is an urgent referral)


After sending fax, telephone or email the Eye Clinic to request confirmation that fax has been received.

If using Practice standard email give time of referral but do not mention patient’s name
Patient Details
Date:
     
Name:
     
DoB:
     
Address: 
     
NHS No:
      
(if known)

GP:
     
Contact Tel Nos:
     


     
GP Surgery:
     
Optometrist Details  (please stamp clearly or print)

Practice:
     
Optometrist:
     
Address:
       (tab between lines)

      
Signature: . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .


     
Tel:
     
Affected Eye:
Right  
Left  
Previous History in either eye


Previous AMD: 
Right  
Left  

Myopic: 
Right  
Left  

Other: . . . . . . . . . . . . . . . . . . . . . . . . 
Right  
Left  
Referral Guidelines

Presenting symptoms in affected eye (one answer must be yes)
Less than 3-month history of:


1.
Visual Loss  
Right  
Left  

2.
Spontaneously reported distortion  
Right  
Left  

3.
Onset of missing patch/blurring in central vision  
Right  
Left  
Findings


1.
Macular Drusen (either eye) 
Right  
Left  
In the affected eye only:


1.
Macular Haemorrhage 
Yes  
No  

2.
Sub-retinal fluid 
Yes  
No  

3.
Exudate 
Yes  
No  
Spectacle Prescription and corrected VA (must be 6/96 or better in the affected eye)
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Patients who do not fit the referral guidelines for Wet AMD should be referred to the appropriate Eye Clinic

Comments:
     
