
Western Isles Diabetes Retinal Screening Service

DOMICILIARY REQUEST

SURNAME   __________________     FORENAME(S) _________________________

ADDRESS _____________________    DOB ____________    CHI ________________

_____________________________     GP PRACTICE __________________________

_____________________________      TELEPHONE NO ________________________

REASON FOR REQUEST

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

MEDICAL HISTORY

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

CURRENT MEDICATION

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

Please Circle

URGENT     SOON            ROUTINE

Signed   ___________________ Date   ________

Designation ________________



ADVICE NOTES

Patients will only be considered for a domiciliary visit if their mobility and or medical 
condition (s) prevent them from attending the GP surgery.

Please complete and return to – The Diabetes Centre
                                                        Western Isles Hospital
                                                        Macaulay Road
                                                        Isle of Lewis
                                                        HS1 2AF
                                                        Tel 01851 708327

FOR OFFICE USE

DATE REFERRAL RECEIVED  ____________        

DOES REFERRAL MEET CRITERIA     Yes/No


