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AMD Urgent Referral
	Referral to:

	
Click or tap here to enter text.
	Patient Details
	Practice Details

	Title:
	
	

	Surname:
	
	

	Forename(s):
	
	

	Address:
	
	

	Postcode:
	
	
	
	

	DOB:
	
	Examination Date:
	

	NHS Number (if known):
	
	Referral Date:
	

	Interpreter required?
	☐  Yes
	Language / accessible format required:
	

	Working Diagnosis

	Wet AMD Suspect
	Affected Eye(s):
	☐ Right
	☐ Left

	Presenting Symptoms in affected eye(s): (one answer must be ‘yes’)

	
	Yes
	No
	Duration of symptoms (days)

	1. Visual loss
	☐	☐	Click or tap here to enter text.
	2. Spontaneously reported distortion
	☐	☐	Click or tap here to enter text.
	3. Onset missing patch / blurring in central vision
	☐	☐	Click or tap here to enter text.
	Clinical Findings (please note that best corrected VA must usually be 6/96 or better in the affected eye)

	Refraction findings
	Right eye
	Left eye

	Distance Visual Acuity 
	
	

	Pinhole acuity:
	
	

	Near visual acuity
	
	

	Previous VA / vision
	Date:
	     
	
	

	Ophthalmoscopy / OCT findings
	Yes
	No
	Yes
	No

	1. Macular drusen
	☐	☐	☐	☐
	2. Macular haemorrhage (preretinal, retinal, subretinal)
	☐	☐	☐	☐
	3. Subretinal fluid
	☐	☐	☐	☐
	4. Exudate
	☐	☐	☐	☐
	IOP:
	[bookmark: Text1]     
	mmHg
	[bookmark: Text2]     
	mmHg @ 
	     

	Anterior Segment assessment:
	
	

	Anterior Chamber depth (van Herick):
	
	

	RAPD detected:
	☐ Yes
	☐ No
	RAPD Comments:
	Click or tap here to enter text.
	I have attached
	☐ Retinal images
	☐ OCT images
	

	Patient General Health information (Including co-morbidity, known allergies and intolerances)

	Conditions:
	
	Previous History in either eye

	Medications:
	
	
	Right
	Left

	The patient:
	☐ is a driver
	☐ is a carer
	☐ is working
	☐ lives alone
	Previous AMD
	☐
	☐

	Additional comments & previous treatment & management
	Myopia
	☐
	☐

	
	Diabetic retinopathy
	☐
	☐

	
	
	
	

	
	
	
	



	Optometrist/OMP’s Signature:
	
	GOC/GMC number:
	

	Optometrist/OMP’s Name:
	

	☐	Referral to WGOS 4 Medical Retina Filtering / Ophthalmology as per pathway 
	☐	Referring WGOS 2 practitioner copy
	☐	Patient’s copy
	☐	GP copy (for information only)
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