General Practitioner Referralto Optometric Services

(OPTOMETRY PRACTICE DETAILS/STAMP)
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NEW ZEALAND ASSOCIATION
OF OPTOMETRISTS INC

PATIENT DETAILS
SURNAME

REFERRAL DATE

FIRST NAME

DATE OF BIRTH

[ ] MALE [J FEMALE (pPLEASE TICK)

ADDRESS

POSTCODE

PHONE

REFERRAL DETAILS
CONCERNED ABOUT (PLEASE TICK)
[] VISUAL FIELDS

L] VISUAL ACUITY

OTHER

[J] GLAUCOMA [J MACULAR DEGENERATION
[J DIABETIC RETINOPATHY [J CATARACT

CLINICAL REASON FOR REFERRAL (symptoms, duration, severity etc)

RELEVANT HISTORY (including family history, medications etc)

REFERRING GP DETAILS

NAME

OR STAMP

PRACTICE NAME

ADDRESS

PHONE FAX

EMAIL






