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Diabetic Retinopathy Screening Programme
CHANGES TO PATIENT DETAILS
GP Details

	GP:

	

	GP Practice:

	


Current Patient Demographics

	Patient Name:


	

	Patient Address:

(inc Post Code)


	

	Patients NHS Number:
	

	Diabetes Diagnosed:


	Date:


Changes to Patient Demographics / Referral Information
	Patient Name:


	

	Patient Address:

(inc Post Code)


	

	Patient Pregnant: 
	Please telephone the Retinal Screening Programme to discuss in more detail

	Previously excluded to recommence screening:
	

	DNA wishing to recommence screening


	(Please include reason for DNA)

	Patient Deceased (including RIP date)
	

	Name / Designation / Contact Details of person making changes:
	


Patient Needs
	Can patient access the Screening van:


	Yes:
	No:
	Comments:

	Does the patient require use of tail lift into van (ie wheelchair)
	Yes:
	No:
	

	Does patient have poor mobility:
	Yes:
	No:
	

	Does patient require large print letters and leaflets:


	Yes:
	No:
	

	Does patient have hearing difficulties:


	Yes:
	No:
	

	Does patient need interpreter or communication in another language
	Yes:
	No:
	Please give details:

	Other Special Needs
	Please give details:




Please send this form electronically to retinalscreening1@nhs.net

----------------------------------------------------------------------------------------------------------------------------------

For Screening Office Use

	Date Received:


	

	Details entered onto Orion


	

	Date entered


	

	GP Notified: 


	

	Signature


	


