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King Khaled Eye Specialist Hospital
Eligibility & Outreach Department

Referring Hospital:

Referring Ophthalmologist(s):

Family Name:

First Name:

Father’'s Name:

Patient’s Address:

Patient’s Email:

Referring Hospital Record no.:

NB: The name and SCFHS Registration number should be included in the Patient Referral Form;
otherwise, it will not be accepted.

The referral should be typed, not handwritten to avoid confusion.
The official stamp of the referring hospital should be included.

KKESH Patient Referral Form
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King Khaled Eye
Specialist Hospital

Patient Referral Form

Telephone No.:

Fax No.:

E-mail Address:

Contact No.:

E-mail Address:

Referral Date:

Referral Type:

Ol Urgent

O Semi-urgent

SCFHS Registration No.:

Patient’'s Deftails:

L1 Routine
Age: Work no:
Gender: [0 Male O Female
Status: Home no:
Nationality:

Mobile no:

KKESH Record no. (If any):
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King Khaled Eye Specialist Hospital ging khaled eye
Eligibility & Outreach Department Specialist Hospital

Ophthalmic Evaluation
Chief Complaint:

History Date and Place

Ophthalmic
Surgery

Ophthalmic
Diseases

Ophthalmic
Trauma

Ophthalmic
Medication

Please fill page #4 or page #5

Systemic
Diseases

Systemic
Medication

Significant
Family History

Allergies

Weight
If patient under
one year old
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Eligibility & Outreach Department Specialist Hospital

Visual Acuity Right Eye Left Eye

O Without correction
Senellen Model 20/ 20/

0 With pinhole

[J With correction

O Present glasses
Refraction

[0 Cycloplegic

0 Subjective
Motility
Intraocular Pressure

[0 Applanation

LI Pneumo

[ Schiotz

Lids/lacrimal System
Cornea/Conjunctiva/Sclera
Anterior Chamber/Gonioscopy
Iris/Pupil

Lens

Vitreous/Retina

Optic Nerve

Diagnosis/Impression

Reason for referral

Note: Patient must only be referred to KKESH if tertiary care is required.

11 hereby certify that the above clinical data are accurate.

O The referring hospital assures to accept the patient after completing the tfreatment period in KKESH, which is
determined by the attending physician.

Signature and stamp of referring Ophthalmologist(s): Date:

Signature and stamp of the Hospital Medical Director: Date:
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Eligibility & Outreach Department Specialist Hospital

(ORI (idd yolh) Dajlgand| (ol pa ¥ A (0 Aol
Checklist For Systemic Diseases (Adult)

List Yes @ No AeiLat

Diabetic O O & Sed
Hypertension O O Al dasis gl
Heart Disease a O Y (VN oY
Liver Disease O O ATl ol pal
Kidney Disease O O SASI ol e
Does the patient receive hemodialysis? O O SIS Jueasdly 20! ok ] S
Chest Diseases (Asthma) Allergy O O dpuleus (33)) Houall (ol yal
Blood Diseases a O adl ol el
Rheumatism a O abilag I
Tuberculosis a O Jedl o e
Stroke a O Ld Land) 25l
Glands Diseases O O Soadl ol pal
Mental Disorders a O Llse ol o)
Neurological Disorders a O Lvne abl )|
Epilepsy O O g !
Acquired Immunity Deficiency Virus (AIDS) a O _M..si‘ de Lut! uu.. (522¥1)

Traumatic Brain Injury O O glodl 2. clilis|
Injuries due to the Road Traffic Accident (RTA) a O W yg e Gl Ao cubilis|
Fractures a O guS
Is the patient on a home oxygen cylinder? O O Sad yie (romnST dilglaia] e oyl Jo
Is the patient on anticoagulant medication? O O Saall Araas Aygl Gl Jolin Ja
Female: Is the patient pregnant? O O S P - VSR (I V SR DO

Ao hade (o i yd Lidighd (oo p ¢ oe 8ysS I G plaia W1 g (o oW1 LIS (pa (5T (0 ko s 41 OIS 13) sALE Do
Lol Wl (e

Note: If the patient suffers from any of the above-mentioned diseases or disorders, please provide
us with a new detailed medical report on the patient's condition.
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Checklist For Systemic Diseases (Pediatric)

List Yes ™ No TaSLat

The child's age is less than 28 days
The child weighs less than 3 kg
Patient on gastric tube feeding
Diabetic

Hypertension

Heart diseases

Liver diseases

Kidney Diseases
Does the patient receive hemodialysis?

Chest diseases (Asthma) Allergy

Blood diseases

Rheumatism

Tuberculosis

Glands Diseases

Mental Disorders

Neurological Disorders

Epilepsy

Traumatic Brain Injury

Injuries due to the Road Traffic Accidents (RTA)
Fractures

Is the patient on a home oxygen cylinder?

Chronic congenital diseases (e.g.:
* Metabolism
« Syndromes
 Distortions
* Immune Deficiency

O (]
O ]
O (]
O O
O (]
O O
O ]
O O
O O
O (]
O O
[l (]
O O
O ]
O ]
O (]
O O
O (]
O (]
O ]
O ]
(] ]
O ]
O O
O (]

Less YA oy J27 Jalall yae

=S T e JBT Jaball 039

Baall 2 3065 sl Lo Loyl
é)&d\

adl dazis pLas|

2SI ool e

SISO ol el

SIS Sty el Al (o y11 S
Ll (325) 504l (o ol

o ila g1l

Jeall (5 e

Aaadl uab.ai

dulie il e

dpac bl)lhs)

fleadl 2. bl

Ayygpe Ealg A wiblo)

OseS

§3500 CppomcST dlslac] Sle asdl Ja
s i) daapdl Aalsdl ()Yl

oadl .
aladdia o
< ‘9_&3 .

Lelll joiy

i Jinde s oy B Liiaghd (o 5 ¢ 03e 8)9SI81 Sl plas W1 gi (al a1 LI (pe (ST (e ko a1 OIS 13) s tas Do

oA 2 Jalal) (g 4S5 e Dl (o
Note: If the patient suffers from any of the above-mentioned diseases or disorders, please provide us with
a new detailed medical report on the patient’s condition with the child’s weight mentioned in the report.
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