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REQUEST FOR PATIENT CARE COORDINATION

Please send this referral to our Patient Care Coordinator who
will contact the patient to schedule an appointment.

POST:_Save Sight Institute, South Block, 8 Macquarie St Sydney NSW
2000

ONLINE FORM: http://www.sydney.edu.au/save-sight-institute/extra-
support-services

PATIENT DETAILS

Surname: Given name:

EMAIL: ssi.pcc@sydney.edu.au

Parent or guardian name:
D.O.B: Phone:

Email:
Address:

Primary diagnosis:

Secondary diagnosis:

Is this condition genetic?

Present treatment:

Support concerns:

Visual acuity:

Visual fields (in degrees):

Other significant health issues:

REFERRER DETAILS

Would you like to receive a report from the Patient Care Coordination service once your patient’s needs have

been identified and they have accessed support services? oYes oNo
Referrer type: o Ophthalmologist o Ophthalmology Registrar

o Orthoptist o Optometrist o Other:
Referrer name: Organisation:
Email: Phone:
Address:

www.sydney.edu.au/save-sight-institute
Tel: (02) 9382 7300
ABN: 15211 513 464
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