Waterloo Wellington Cataract Central Intake Referral Form
Regional Coordination Centre Local Fax Number: 519-621-0059
Coordination Toll-Free Fax Number: 1-833-583-2484

w¥ Centre Telephone Number: 519-947-1000

r w Regional

** This form is for non-urgent cataract referrals only. For urgent referrals, follow standard procedures or contact ‘on call’ ophthalmologist **

Last Name: First Name: Gender:OMale OFemale 0OX
DOB (DD/MM/YY): Phone (Primary): Phone (Other):
Address: City: Postal Code:
Health Card #: O Social Barriers: Language Barrier: 0 YES 0O NO
Height: Weight: O Aboriginal Status Language Spoken:
Allergies: O NKA
MANDATORY?* Information Section:

Patient Preference: 0O Shortest Wait O Closest to Home O Specific Surgeon:
Please Check One 0O Other Preference:

O Patient willing to travel to neighbouring cities (Guelph, Cambridge, Kitchener)
Reason for Referral: [0 Routine Cataract O Both Eyes (OU) O Left Eye (OS) O Right Eye (OD)
Select or Indicate

0O Specialty IOL Implant O Toric O Multifocal O Unsure

O Previous Corneal Refractive Surgery

OPTIONAL Information Section - Please attach optometry report OR complete information below:

O Optometrist Report Attached

O Other Clinical Documentation Attached (Ocular History, Systemic
History, Referral Notes, Consultation Reports, Images, Visual Fields)

Current Spectacles:
ORight Eye: OVA:20/
O Left Eye: OvA:20/

[ Patient wears prism(s) in current spectacles
If so: O Right prism:
O Left prism:

Current Eye Drops:

Current or Last IOP:
O Right Eye (mmHg):
O Left Eye (mmHg):

Current Contact Lenses:
O Patient wears contact lenses:

OSoft [ORigid Gas Permeable [0 Other:

Corneal Refractive Surgical History: [ No previous eye surgery
Type:OLASIK OPRK ORK [OUnsure [Other:
If LASIK or PRK: 00 Myopia [ Hyperopia

General Eye Surgical History:
[ Patient has had previous eye surgery or laser treatment

O Right Eye Surgery Type:
Name of Surgeon: Approx Date (Year):
Name of Surgeon: Approx Date (Year):
List Pre-Op Refraction and Ks (if known): Other Notes:
ORight Eye:
VA:20/ Ks: Refraction: O Left Eye Surgery Type:
O Left Eye: cN)fhme,i)‘ffurgeon: Approx Date (Year):
VA:20/ Ks: Refraction: erNotes:
Referring Provider Information*: FOR INTERNAL USE ONLY
Name: Ophthalmologist:
Address: FOR MEDICAL SPECIALIST OFFICE STAFF USE ONLY
Phone: Fax: Ophthalmologist Consultation Date:
OHIP Billing Number:
Signature: Date:

Save Form Clear Form Print Form Close Form

Version Date: May 27 2021




	LastName: 
	Female: Off
	GenderX: Off
	GenderXText: 
	Phone1: 
	Phone2: 
	Address: 
	City: 
	PostalCode: 
	FirstName: 
	SocialBarriers: 
	SocialBarriersCheck: Off
	LangBarrierYES: Off
	LangBarrierNO: Off
	Male: Off
	AboriginalStatus: Off
	DOB-DD/MM/YY: 
	Weight: 
	Height: 
	Allergies: 
	ShortestWait: Off
	ClosestToHome: Off
	SpecificSurgeon: Off
	OtherPreference: Off
	PatientWillingtoTravel: Off
	RoutineCataract: Off
	BothEyes: Off
	LeftEye: Off
	RightEye: Off
	SpecialtyIOLImplant: Off
	Toric: Off
	Multifocal: Off
	UnsureImplant: Off
	NKA: Off
	OtherPreferenceSpecified: 
	HealthCardNum: 
	SpecificSurgeonSpecified: 
	PrevCornealRefractiveSx: Off
	OtherClinicalDocsAttached: Off
	OptometristReportAttached: Off
	CurrentSpecsRIGHTVA: Off
	CurrentSpecsRIGHT: Off
	CurrentSpecsLEFTVA: Off
	PrismInSpectacle: Off
	PrismRIGHT: Off
	PrismLEFT: Off
	IOPRIGHT: Off
	IOPLEFT: Off
	ContactLenses: Off
	ContacsSOFT: Off
	ContactsRIGID: Off
	ContactsOTHER: Off
	LASIKSx: Off
	PRKSx: Off
	RKSx: Off
	UnsureSxHistory: Off
	OtherSx: Off
	Myopia: Off
	Hyperopia: Off
	PreOpRefractRIGHT: Off
	PreOpRefractLEFT: Off
	NoPrevCornealSx: Off
	NoPrevEyeSx: Off
	EyeSxRIGHT: Off
	CurrentSpecsLEFT: Off
	EyeSxLEFT: Off
	LanguageSpoken: 
	CurrentSpecsLEFTSpecified: 
	CurrentSpecsRIGHTVASpecified: 
	CurrentSpecsLEFTVASpecified: 
	CurrentSpecsRIGHTSpecified: 
	PrismLEFTSpecified: 
	CurrentEyeDrops: 
	PrismRIGHTSpecified: 
	IOPRIGHTSpecified: 
	ContactLensesSpecified: 
	IOPLEFTSpecified: 
	ContactsOTHERSpecified: 
	OtherSxSpecified: 
	EyeSxNameofSurgeonLEFT: 
	CornealSxNameofSurgeon: 
	EyeSxDateRIGHT: 
	EyeSxDateLEFT: 
	CornealSxDate: 
	PreOpCornealVARIGHT: 
	PreOpCornealVALEFT: 
	PreOpCornealKsRIGHT: 
	PreOpCornealKsLEFT: 
	PreOpCornealRefractionRIGHT: 
	PreOpCornealRefractionLEFT: 
	EyeSxTypeRIGHT: 
	EyeSxTypeLEFT: 
	EyeSxNameofSurgeonRIGHT: 
	EyeSxOtherNotesRIGHT: 
	EyeSxOtherNotesLEFT: 
	ReferrerName: 
	ReferrerAddress: 
	ReferrerFax: 
	ReferrerOHIPBillingNum: 
	ReferrerPhone: 
	ReferralDate: 
	Close Form: 
	Print Form: 
	Clear Form: 
	Save Form: 


