REFERRALS TO ACUTE OPHTHALMOLOGY SERVICE AT JAMES COOK UNIVERSITY HOSPITAL
Eye casualty opening hours: Monday to Friday - 08:00-16:00 Weekends/Bank holidays: 08:00-12:00  
Urgent/Non-Urgent Case:  Please EMAIL: stees.eyeopdfasttrack@nhs.net    Fax:  01642 282682 
PLEASE DISCUSS with oncall ophthalmology registrar via switchboard 01642 850850 if patient needs to be seen on the SAME DAY
***PLEASE COMPLETE ALL RELEVANT DETAILS (INCLUDING ITEMS MARKED WITH () –   FAILURE TO DO SO WILL RESULT IN DELAY OF PROCESSING OR RETURN OF REFERRAL*** 




*Patient contact Number





Second number:





   








*Full Patient Name………………………………………………………….


Address……………………………………………………………………………………………………………………………………………………………………..


DOB                  …………../…………/……………….


NHS/Hospital No……………………………………………………………..





*Referring Practitioner……………………………………………………


Address……………………………………………………………………………………………………………………………………………………………….


Tel…………………………………………………………………………..……


Fax………………………………………………………………………...…….





(VISUAL Acuity      R………...   L…………		Test used (if not Snellen)………………………..             (Date of onset/DURATION  < 2 weeks (           >2 weeks(





(  Visual disturbance    [Blurred / distorted / field loss / diplopia] 	REFRACTION RE ………………………………………….LE………………………………………………………………..


( Pain   (please give more details below on:  onset, character, duration, severity, associated headache, vomiting)


( IOP   RE……….    LE…………  (NCT / Applanation) 


( Proptosis


( Discharge  	 	[ watering  /  stickiness  /  clear  /  white  /  yellow  /  green  /  crusty /  all the time  /  in mornings only ]


( Redness        	[lid / whole conjunctiva / sectoral   / circumcorneal]  	 	


( SWELLING      	[lid / conjunctiva]


( CORNEAL CHANGE   	[cloudy / visible foreign body / white patch / staining with fluorescein] 


( FLUID LEVEL  	[hypopyon / hyphaema]


( ABNORMAL PUPIL   	[unequal / not reactive / irregular]   


( Floaters     		[If yes… - is the patient myopic?    Y / N      - Is there H/O or FH of retinal detachment?      Y / N]      


( Flashes 


( H/o trauma   [be specific – blunt / sharp / abrasion / glass / grinding / welding / hammer & chisel / chemical…………………]


( recent eye surgery……..……………………………..    ( contact lens wearer	   ( intercurrent illness………….….……………


( PATIENT ALREADY ATTENDING HOSPITAL EYE SERVICE   YES / NO  AT  ( JAMES COOK HOSPITAL   ( ELSEWHERE …………………………………








Symptom checklist – complete the squareS brackets








   (Details of event   RE(     LE  (    Both  (                                                                                                          (Past Ocular History                                                                                                        





                                                                                                                                                                                                 


                                                                                                                                                                                           (Relevant Past medical history   


                                                                                                                                                                                             [Diabetes / Hypertension / PMR / GCA / Sinus probs]











Any potential examination/transport difficulties











(Tentative  Diagnosis..……………………………………………………………………………………………………………………………………………………………………..


(Treatment Given ……………………………………………..……………    Signed……………………………    *Date and time of referral ……./……./……….   ……..:….














