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 Ophthalmology Only - GP Referral Form
Please do not use this form for 2 week target cancer referrals 
Ophthalmology Bookings: 020 7566 2357

    email: Meh-tr.moorfieldscityroad@nhs.net
	Today’s date: 

	PATIENT PERSONAL DETAILS

	NHS NUMBER:
	Hospital No:

	Title
	Surname
	Forenames(s)

	D.O.B
	Male
	Female

	Address



	Postcode

	Telephone (Home)
	Telephone (Work)

	Telephone (Mobile)
	*Please give at least one contact number – mobile preferable

	Details of next of kin (*if referring a patient under 18 years)



	*Patient has been resident in the UK for the last 12 months?
	Yes
	No
	N/k

	*Interpreter required?
	Yes
	No
	If yes, which language?

	Special/Mobility needs



	Reason For Referral 
 FORMCHECKBOX 
Adnexal  FORMCHECKBOX 
Cataract   FORMCHECKBOX 
Cornea   FORMCHECKBOX 
External Eye Disease   FORMCHECKBOX 
Glaucoma    FORMCHECKBOX 
Low Vision  FORMCHECKBOX 
Strabismus  FORMCHECKBOX 
 Pediatrics
 FORMCHECKBOX 
Not Specific (general)  FORMCHECKBOX 
Oculoplastics / Lacrimal / Orbital  FORMCHECKBOX 
 Medical Retina     FORMCHECKBOX 
 Vito retinal  FORMCHECKBOX 
 Neuro ophthalmology
                                                                                                                

	*REFERRING GP
*REFERRING OPTOMETRIST
*Practice name
*Practice name
Address
*Address
*Postcode
*Postcode
*Telephone
*Telephone
*Email
*Email


	If your patient requires hospital transport, they should contact the Transport  Department at Moorfields either on 020 7566 2208 or email meh-tr.Transport@nhs.net as soon as their appointment has been arranged

	*ETHNIC BACKGROUND
 

 

Please tick one

 

White British

Mixed – White and Asian

Black Caribbean

White – Irish

Any Other Mixed Background

Black African

Any Other White Background

Indian

Any Other Black Background

Mixed – White and Black Caribbean

Pakistani

Chinese

Mixed – White and Black African

Bangladeshi

Any other Ethnic Group



	CLINICAL DETAILS

	*All past medical history and reasons for referral     FORMCHECKBOX 
  GOS18 From optometrist attached 



	Details of any tests requested/awaited/enclosed with the referral e.g. bloods etc.


	All Medications (Please List) /Allergies


	FOR OFFICE USE ONLY
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