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The National
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Request for Prosthetic Treatment & Permission to Administer Prescription Medications
All areas must be completed


Patient Details:                                              Treatment Details:


Consultant/General Practitioner Details:                     Prescription:                                                             Referrer’s Details:


Please return form to: National Artificial Eye Service, 221 Bristol Ave, Blackpool, Lancs. FY2 0BF Fax: 01253 951149

Telephone: 01253 951131  email:  naes.naesinfo@nhs.net
Title ____Surname ________________       Forename(s) ___________________  Date of Birth   ___________________


Address _______________________


______________________________


____________Postcode ____________


Tel:   __________________________


Hospital Number   ________________


NHS Number  ___________________








Underlying reason for Referral  (eg Trauma, Retinoblastoma, Glaucoma, Phthisical Eye)


_____________________________________________________________________________


Date of Surgery (if appropriate)___________Type of Surgery – enucleation/evisceration/other*        Left/Right/Bilateral*    __________________  Implant Yes/No* Type_______________________


Treatment Required – Artificial Eye Prosthesis/Cosmetic Shell Prosthesis*        					                    				(to cover a blind living eye)


Relevant Medical History / Allergies________________________________________________


_______________________________________________________________________________


PLEASE INCLUDE FURTHER INFORMATION ON A SEPARATE SHEET, IF DESIRED


Does the patient need an interpreter?  Yes/No* Language required______________________


*Delete as appropriate








Proxymetacaine Eye Drops wv 0.5%,(max 5 to 7 drops) / Oxybuprocaine 0.4% (maximum of 3 drops) per treatment episode. 


Minims Fluorescein Sodium BP 1mg as required to a maximum of 3 applications per treatment episode.


Lubricating eye drops & Artificial Tears as required.


May be administered to the above named patient in the course of procedures related to the supply and fit of artificial eye or cosmetic shell prostheses. 





Name_____________


Capital Letters please





Designation_________________





Signature_________________





Date______________________





Due to the prescription incorporated in this form, it must be signed by a Doctor.





Consultant’s Name______________________


Hospital______________________________


Postcode_ _________Tel: ___________________





GP’s Name___________________________


Address___________________________________


_________________________________________


Postcode____________Tel: _________________
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