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	Client details
Name     ____________________________

Address ____________________________

Postcode  ___________________________
​​Telephone___________________________
CHI number__________________________

	D.O.B: __________________________


Male            Female  
Place of Origin:  __________________
e.g. local authority area

Ethnic Origin: ____________________

	Carer details

Name  ______________________

Address

____________________________

Postcode____________________

Telephone___________________

Relationship _________________
	G.P.

Doctor ___________________________

Surgery Address _________________________________

_________________________________

_________________________________

Post Code ________________________

Telephone ________________________

	Name and contact details of Care Manager


	Reason for Vision Assessment Referral: 



	Does the person require any support with communication?



	Risk Assessment  Is there any history of behaviours that challenge, or any other health risks?


	Please answer Yes or No to the following
Has this person been to an opticians in the past 2 years ?


            __________              

Have there been any visible changes to this persons eyes over the past 1 year?________
Does this person have difficulty with kerbs or stairs?




  __________
Does this person bang into objects or fall frequently?



  __________
Does the person have a hearing impairment?




           __________
If yes please detail
Capacity to provide consent

Does the client have capacity to give informed consent to the involvement of the RNIB Project Assessment Worker?    Yes    No

If the client does not have capacity to consent have the requirements of the Adults with Incapacity (Scotland) Act 2000 been met?             Yes            No

	Referred by  (Must be completed)

Name      __________________________________________________

Address  __________________________________________________

Designation    ​​​​​​​​​______________________________________________
E-mail Address_____________________________________________
Tel   _________________________      Date Completed   ___________




Office use only


Date Received: ……………………………… 


To be actioned  	(    					Urgent   	(


Have actioned  	(					Routine   	( 


Optometrist referred to ……………………………………… Date:………………..





Vision Assessment Referral Form - Bridge to Vision (Borders)








Please send completed referrals to:


Gillie Macdonald


RNIB Sensory Impairment Project Assessment Worker


46 High Street 


Galashiels    TD1 1SE


Tel: 07788 179670


Email: gillian.macdonald@rnib.org.uk
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