DIABETIC RETINAL SCREENING 

	GP’s  name and practice stamp

DR. P.S.R. O’DONNELL

BINSCOMBE MEDICAL CENTRE

106 BINSCOMBE

GODALMING 

SURREY  GU7 3PR

01483 415115
	Optometrist’s name and practice stamp


	Patient’s name and address

~[Title/Initial/Surname]~

~[Patient Address Block]


	Date of examination


Pupil Dilation with Mydriatic?

YES/NO

If NO please give reason……………………………………………………………

Best Visual Acuity  R

L  
   Visual Acuity with Pinhole
  R
      L


RETINAL INSPECTION – SIGNIFICANT FINDINGS:

□  no retinopathy     
□  background retinopathy  
□  maculopathy
□ Pre –proliferative retinopathy 
□  Proliferative  retinopathy
	RIGHT EYE


	LEFT EYE


SUGGESTED REFERRAL FOR SPECIALIST OPINION :  YES/NO    ( NB: If yes, patient will still need formal referral letter )

REASON…………………………………………………………………………………………………………………………………………………………………………

PLANNED FOLLOW UP……………………………………………………………..

	Optometrist’s signature


	Please print name


PLEASE RETURN THIS FORM TO THE PATIENT’S OWN GP  

