
New Referral

Appointment date.............../.............../............... Appointment time………………………….………………….

Name:.............................................................................................. DOB:.............../.............../...............

Clinical history:…………………………………………………………....................................………………………………

…………………………………………………………....................................…………………………………………….....……

..……………………………………....................................…………………................………………………………..………

Best corrected vision and refraction

Right Left

Vision

Refraction

  
Relevant history

Cataract  R (   ) L (   )  Macular degeneration           R (   )      L (   )

Glaucoma  R (   )    L (  )  Diabetic retinopathy           R (   )      L (   )

Watery eyes  R (   )   L (   )

Other:………………………………………………………………………………………………….…………………………………..

General practitioner: …………………………………………………………………..………………………………..…………..

Optometrist:……………………………………………………………………..………………………………...……………………

Date of referral:.............../.............../...............
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