Diabetic retinopathy screening form                                    [image: image1.png]Brighton and Sussex INHS

University Hospitals
HS Truet




To be completed by referring doctor:

Date of request: ~[Today...]
Type of diabetes: ~[Free Text:Type of diabetes (type 1/type 2/type 2 insulin dependent)]
Duration of diabetes: ~[Free Text:How many yrs has the pt had diabetes?] years

Has the patient been seen by an ophthalmic consultant?  ~[Free Text:Has the pt been seen by an ophthalmic consultant?]
NHS Number (essential): ~[NHS Number]
Hosp. No:…………………………………
Name: ~[Forename] ~[Surname]

Address: ~[Patient Address Line 1] ~[Patient Address Line 2] ~[Patient Address Line 3] ~[Post Code]

d.o.b: ~[Date Of Birth]

Dr/GP: ~[Registered Doctor]

Date of last visit: ~[Free Text:Date of last visit?]
______________________________________________________________________
We will be taking photographs of the back of your eyes.  This s a simple procedure.  In order to achieve good quality photographs it is necessary to dilate the pupils of your eyes with eye drops.  These are quite safe, but may take several hours for your pupils to return to their normal size.  During this time you may experience blurred vision.

We advise strongly that it would be unwise to drive in these circumstances and suggest that:

· You do not drive yourself but take public transport or ask a friend or relative for a lift;

· You bring a pair of dark glasses to reduce the glare of the sun or bright lights.

If you wear glasses for distance, please bring them with you.

We do not have access to patients’ medical records.
Please advise any significant medical or mental health conditions which could affect the screening.
Send to RSCH

Diabetic Retinopathy Screening Department, 

Sussex House, 1 Abbey Road, Brighton, BN2 1ES

