Sight Concern Bedfordshire Low Vision Service Referral/Assessment Form

	Patient:
	
	
	Referred by:
	

	Address:
	
	
	
	

	
	
	
	GP 
	

	
	
	
	Name:
	

	
	
	
	Address:
	

	Postcode:
	
	
	 Tel No:
	

	Tel No:
	
	
	Consultant’s

 Name:
	

	D.o.B:
	
	
	
	

	NHS No: 
	
	
	
	

	Date of Ref:
	
	
	 Optician’s   

 Name:
	


	Diagnosis/Relevant History/Reason for Referral:




	Prognosis:
	Stable
	
	Registered:
                 
	Blind
	
	Hearing Status:
	Profoundly Deaf
	

	
	Progressive
	
	
	Partially Sighted
	
	
	Hard of Hearing
	

	
	Unknown
	
	
	Not Registered
	
	
	No Problems
	


Current spectacle prescription                  Date of last eye examination……………………………..              
	Distance:
	
	
	VA
	
	Near:
	
	
	VA

	Right   
	
	
	
	
	Right
	
	
	

	Left
	
	
	
	
	Left
	
	
	


_________________________________________________________________________________________________________________________

(For SCB Office use only)                     LVS Examination Worksheet

	Date of LVS Assessment:
	

	

	LVA Prescribed:


	Magnification level: X
	From Stock: Y / N
	To Order: Y / N


	Action
	Return in
	
	months
	Appointment with consultant required?
	

	Return as needed
	
	RAN form given
	Signature
	

	      Discharge
	
	
	
	


Return to: Sight Concern Bedfordshire, Kings House, 245 Ampthill Road, Bedford MK42 9AZ.  Please copy as required.

Further Appointments

	Date of LVS Assessment:
	Date of last Optician’s appointment:

	

	LVA Prescribed:


	Magnification level: X
	From Stock: 

Y / N
	To Order: 

Y / N


	Action
	Return in:
	
	months
	Appointment with consultant required?
	

	Return as needed:
	
	RAN form given
	
	

	Discharge:
	
	
	

	
	
	
	Signature:
	


	Date of LVS Assessment:
	Date of last Optician’s appointment:

	

	LVA Prescribed:


	Magnification level: X
	From Stock: 

Y / N
	To Order: 

Y / N


	Action
	Return in:
	
	months
	Appointment with consultant required?
	

	Return as needed:
	
	RAN form given
	
	

	Discharge:
	
	
	

	
	
	
	Signature:
	


