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	Patient Name: 
	[image: image86.jpg]NHS
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ACUTE COMMUNITY EYECARE SERVICE (ACES)
Optometric Patient Record Card

Patient Name: Patient Address (including postcode)

Patient DOB:

NHS Number:

Tel:

GP Name: GP Practice Name & Address (The GP practice must be

) situated in the geographical area of the PCT)

Tel:

Fax:
| —)

NHS SIGHT TEST: A SIGHT TEST IS NOT INCLUDED IN THE SERVICE

Patient advised to book a sight test, if required, with usual optometrist O

TO BE COMPLETED BY THE PATIENT
| certify that | have been examined by this optometrist on (date):

If treated for Flashes and Floaters please confirm that you have been given a leaflet YES OJ

Patient Name (print): Patient Signature:
If you are under 16 or incapable of signing, your parent, carer or other person responsible for you should sign and give their
name and address

Parent/Guardian/Carer Signature:

Parent/Guardian/Carer Name & Address:

REMEMBER YOU MAY NOT BE ABLE TO DRIVE IMMEDIATELY AFTER THE EXAMINATION
TO BE COMPLETED BY THE CONTRACTOR OR AUTHORISED SIGNATORY

| hereby claim the current fee for providing the following Acute Community Eyecare Service appointment (ACES):
(Please tick as appropriate) First Appointment [J Follow-up Appointment (]

| have forwarded a copy of the Patient Optometric Record Card to the patient's GP O

I understand and accept that if | withhold information or provide false or misleading information, disciplinary action may be
taken against me and | may be liable to prosecution and or civil proceedings. | consent to the disclosure of relevant
information for the purpose of verification of this claim and in relation to the prevention and detection of fraud.

Signature (Approved Signatory) : Name (print):

Contractors List Number:

Send completed Optometric Patient Record Cards to: Patient and Practitioner Services (PPS) NHS Somerset, Level 2,

OPRC Version 2 Sep 2009 East Reach House, East Reach, Taunton Somerset TA1 3EN

RF Use only — Patient’s details added to invoice list [





	Patient Address (including postcode)
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	Patient DOB: 
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	NHS Number:
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	Tel: 
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	GP Name: 
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	GP Practice Name & Address (The GP practice must be situated in the geographical area of Somerset CCG)
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	Tel: 
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	Fax: 
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	NHS Sight Test: A sight test is not included in the service
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Patient advised to book a sight test, if required, with usual optometrist


	TO BE COMPLETED BY THE PATIENT, their parent, guardian or carer
I certify that I have been examined by this optometrist on (date): _____________

Patient Name (print):



         Patient Signature: ______________________

If you are under 16 or incapable of signing, your parent, carer or other person responsible for you should sign and give their name and address
                                          

                                                                         Parent/Guardian/Carer Signature: ___________________________

Parent/Guardian/Carer Name & Address: ______________________________________________________
REMEMBER YOU MAY NOT BE ABLE TO DRIVE IMMEDIATELY AFTER THE EXAMINATION

	TO BE COMPLETED BY THE CONTRACTOR OR AUTHORISED SIGNATORY

I hereby claim the current fee for providing the following Acute Community Eyecare Service appointment (ACES):  
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	Follow-up Appointment    




(Please tick as appropriate)  
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I have forwarded a copy of the Patient Optometric Record Card to the patient’s GP          

I understand and accept that if I withhold information or provide false or misleading information, disciplinary action may be taken against me and I may be liable to prosecution and or civil proceedings.  I consent to the disclosure of relevant information for the purpose of verification of this claim and in relation to the prevention and detection of fraud.  
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Signature (Approved Signatory) :   _______________________   Name (print): 
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	[image: image48.wmf]Send completed Optometric Patient Record Cards to: 
	Administrator, Referral Management Centre, Mallard Court, Express Park, Bristol Road, Bridgwater, Somerset, TA6 4RN
Or scwcsu.optometry@nhs.net 
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	NHS number:
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	Patient DOB:
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	Patient Consent 

Obtained?
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	Optometrist Name:
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	Optometrist Practice
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	Performer Number:
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	Only required for referrals to HES
	GP Name:
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	GP Practice:
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	Patient Tel No:
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	Tel
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	Email:  
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	Date of GP/Self-referral
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	Referral

Pathway:
	GP – after appt
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	Self-referral
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	Date of appointment
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	GP – no appt
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	If follow up, date of first appt
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	Appt type:
	First visit
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	Follow up
	

	History & Symptoms 
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	Reason for Presentation
Circle main reason for presentation & tick all other boxes that apply

	
	Sudden/recent reduced vision
	[image: image59.wmf]

	
	Red eye(s)
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	Pain and/or discomfort
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	Flashes and/or floaters
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	Mild trauma
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	Suspected foreign body
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	Recent onset double vision
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	Significant recent discharge
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	Ocular Examination
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	Additional Examinations
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	Distance Vision
	Right
	Left
	Pupils:
	Drugs Used & Concentration
[image: image26.wmf]



	Aided / Unaided
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	IOP:  Method:  NCT   GAT  Perk
	

	Pinhole
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	DIAGNOSIS 
   (BLOCK CAPITALS)
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	Fee band:
	Details of action taken & Advice to Patient 
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	Upper
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	Middle
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	Lower
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	Follow up
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	OUTCOME
	

	Managed by Optometrist without follow up
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	Managed by Optometrist with follow up
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	Referred to usual optometric practice for sight test
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	Referred to ophthalmologist directly (Urgent)
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	[image: image77.wmf]Flashes & Floaters leaflet given     
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Hospital
	
	

	Referred to ophthalmologist via GP (Routine)
	[image: image79.wmf]

[image: image80.wmf]


	GP Action Required:
	Yes
	[image: image81.wmf][image: image82.wmf]
	FAX OPRC to GP IMMEDIATELY

	Referred back to GP 
	
	
	No
	
	Post or fax OPRC to GP within 24 hr  

	I confirm that the information given on this form is correct and complete.  
	Accredited Optometrist Signature:
	
	Dated:[image: image35.wmf]
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