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		Humber Diabetic Eye Screening Programme
Hull Royal Infirmary
Anlaby Road
HULL
HU3 2JZ
Tel:01482 674474
Email: hyp-tr.retinal.screening@nhs.net





	

	
		

	



	
	
	

	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
		
	



	

	
	
	
	
	
	
	

		Dear Doctor

Patient Name: 
NHS Number: 
Date of birth: 



	




	
	
	
	
	
	
	
	
	

		The above patient / patient's carer has contacted us to express their wish to be excluded from the Humber Diabetic Eye Screening Programme due to medical reasons. The National Screening Programme recommends exclusion from screening for the following medical reasons only. Please confim if your patient meets the criteria in the following categories. (Choose one or more options, as applicable)



	
	

	
	
	
	
	
	
	
	
	

	
	
		O Patient has capacity to make decision and has a terminal Illness/is receiving palliative care
(with expected life-expectancy of <6 months and/ or a DS1500 has been issued)

O Patient has capacity to make a decision and patient would not be able to be treated if referable diabetic eye disease was detected due to a pre-existing condition.
Pre-existing condition:.....................................................................................................................
(If doubt regarding this the least restrictive option is for the patient to attend for attempted screening)

O Patient has capacity to make a decision and can never been screened with digital photography / 
slit lamp biomicroscopy due to a pre-existing condition.
(Please circle if both apply and delete digital photography if slit lamp screening* may be possible)
Pre-existing condition:.....................................................................................................................

(*If doubt regarding this, the least restrictive option is for the patient to attend for attempted screening. Slit lamp screening may be possible in patients who cannot tolerate photographic screening and this option should be considered)



	

	
	
	
	
	
	
	
	
	

	
	
		O Patient lacks capacity (as per the Mental Capacity Act 2005) to make a decision regarding participation in the Diabetic Eye Screening Programme themselves.
Please sign below and complete page 2 of this form.



	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
		If your patient does not meet any of the above criteria we are unable to exclude the patient for Medical Reasons. Your patient can opt out of screening and should contact us directly if they wish to pursue this option. The will be required to complete and return an opt out form to us.



	
	
	

	
	
	
	
	
	
	
	
	

	
	
		
GP Name:…………………………………………………………..

Signed:.....................................................................   Date:………………………………….



	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
		Please complete the section below for patients lacking in capacity to make their own decision (as per Mental Capacity Act 2005) regarding their participation in the diabetic eye screening programme.



	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
		
I, (name) ……………………………………………………………………… GMC number ……………………
confirm that I have made an assessment of my patient’s capacity to make a decision regarding participation in the diabetic eye screening programme and that ………………………………………….. NHS number ………………………… lacks capacity as per the Mental Capacity Act (2005) to make their own decision.

Reason for lack of capacity: ………………………………………………………………………………



	
	
	

	
	
	
	
	
	
	
	
	

	
	
		O I confirm this lack of capacity is permanent.

O I confirm this lack of capacity is temporary and should be reviewed in …….… weeks/ months.

O I confirm that reasonable adjustments to standard screening would still not allow successful screening. If unsure regarding , please contact the Diabetic Eye Screening programme to discuss.

In my clinical opinion it would be in the patient’s Best Interests to exclude this patient from participation in the diabetic eye screening programme for medical reasons. I confirm that I have considered if any reasonable adjustments to participation in diabetic screening should be attempted before exclusion on medical grounds. I confirm I have read the attached information for health professionals leaflet on diabetic eye screening and understand the implications for this patient of excluding them from diabetic eye screening.



	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
		
GP Name: …………………………………………………………………

Signed:...................................................................................          Date: …………………



	
	
	

	
	
	
	
	
	
	
	
	

	
		Please return this form within 6 weeks. Should this form be returned incomplete and not signed, the form will be returned to you, and we may recall the patient back into the screening programme.

Thank You.
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