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DISTRICT HEALTH BOARD
Te Toka Tumai

NICU Ophthalmology Referral

SURNAME: NHI:
FIRST NAMES:
DATE OF BIRTH: / / SEX:

Please attach patient label here

Date of referral:

Date of eye review:

Date for eye laser:

Date of last ophthalmology review:

Medical Summary/ Problems

(Note respiratory status, 0, dependency etc. Note drugs, allergies)

Parent’s name/contact details:

Referring Neonatologist name/contact details:

Referring Hospital Charge Nurse name:

Please ensure clinical notes (or copy of recent clinical notes) are transferred with the infant.

Thank you.
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