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Patient name and DOB to be on every page please ______________________________________________________
Orthoptic Visual Processing Difficulties (VPD)                                                        Clinic Referral Tool       
Referrer and parent information
To ensure that we have a full picture of the patient’s difficulties, we ask that parents and teachers / health care professionals complete this questionnaire together. We have updated our referral process to encompass information from both parents and referrers. You are welcome to ask parents to complete their section in private and return to you in a sealed envelope before forwarding it on to us at the address below. Please do not email referrals.
We will arrange a full face to face Orthoptic VPD assessment once the referral is complete with all sections populated. 
Incomplete referrals and those for children below the age of 8 will be returned. 
Patient name     	_______________________________________________________
Patient address	_______________________________________________________
_______________________________________________________
Date of birth     	_______________________________________________________
Parent mobile 		_______________________________________________________
School name	_______________________________________________________ 
School address	_______________________________________________________
_______________________________________________________
Referral date     	_______________________________________________________
Office use only	_______________________________________________________

Referrer: Please do not leave blank: Brief description about who is referring and reason for referral. 
[bookmark: _Hlk109296044]______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please tick if the individual does this frequently. If there is any disagreement between referrer and parents, please comment next to the relevant section or at the end of the form.
· [bookmark: _Hlk219369038]Redness / watering / rubbing of the eyes or lids following reading/writing. 
· Closing/covering one or both eyes during reading / writing
· Complains of print jumbling / blurring / running together 
· Complains of unusual or excessive visual fatigue following reading
· Complains of headache following reading
· Tilts head or book when reading
· Holds books too close or too far away.
· Moves head excessively when reading across the page.
· Has difficulty staying on the line when reading or writing?
· Poorly spaced words
· Loses place frequently when reading.
· [bookmark: _Hlk109295830]Skips or re-reads words or letters. 
· Difficulty matching or sorting. 
· Difficulty copying from the board. 
· Fails to recognise the same word in the next sentence. 
· Reverses letters or numbers e.g., was / saw on / no, p / q, b / d. 
· Repeatedly confuses right / left. 
· Has difficulty remembering anything in sequential order e.g., times tables. 
· Finds holding a list of instructions that have been read in memory difficult. 
· Struggles to pick out relevant information if there is too much writing or information. 
· Struggles with punctuation or spotting punctuation mistakes. 
· Mistakes or confuses words with the same or similar beginnings or endings. 
· Leaves out words or parts of words when reading. 

Is the student reaching the expected level of learning for their year / age? 
Yes / No (Please comment):
[bookmark: _Hlk109295107]_____________________________________________________________________________________
Has the student had any assessments from other agencies? e.g., education support team, educational psychologist, pyramid / chrysalis / specialist teacher. If so, please state what and when. If done privately by the parents?
Yes / No (Please comment):
_____________________________________________________________________________________
Does the student have an EHCP, or they receive any one-to-one help/ small group work for reading or writing?  
Yes / No (Please comment):
_____________________________________________________________________________________
Has the student been given an overlay / reading ruler? 
Yes / No (Please comment):

_____________________________________________________________________________________

Parental section: 
Please note that this section is to be filled in by parents and then returned to the referrer for them to post to the VPD team. If you are concerned about confidentiality, please leave any sections blank and we will discuss these at your appointment.
Ophthalmic history 
Has your son/daughter been seen by an Orthoptist or Optometrist before? Y / N If yes, what treatment have they had?
_____________________________________________________________________________________
Does your son/daughter have glasses? Y / N If yes, when was their last glasses test? 
_____________________________________________________________________________________
(GLASSES MUST BE BROUGHT TO THE APPOINTMENT OR WE WILL NOT BE ABLE TO DO THE ASSESSMENT, EVEN IF THEY ARE NOT WORN FULL TIME)
Medical history
Does your son / daughter have good general health? Y/N (if no, please state)
_____________________________________________________________________________________
Do they require any medications for anything? Y / N (If yes please state)
_____________________________________________________________________________________
Do they have any allergies?   Y / N (If yes please state)
____________________________________________________________________________________
Does your child have any diagnoses of ASD, ADHD etc.?
_____________________________________________________________________________________
Have they ever been seen by, or have they been referred to any other health care professional? E.g., Pediatrician, Occupational therapist, Speech and language, Audiologist, Physiotherapist etc. (please state who and when and if still under their care)
_____________________________________________________________________________________

Does your son/daughter have a healthy balanced diet including food rich in Omega 3 (e.g., green leafy vegetables, nuts and seeds, oily fish)?  Y / N
Does your son/daughter have a good sleep pattern? Y/N
Was your child born full term? Was it a normal delivery? Did they have a healthy birth weight Y/N If not please state? 
_____________________________________________________________________________________


Family history
Is there anyone in the family with eye problems in childhood such as lazy eyes, glasses, or squints? Y / N (If yes please state)
_____________________________________________________________________________________
Is there anyone in the family with any Learning Difficulties e.g., dyslexia? Or any attention or hyperactivity disorders (ADD, ADHD) Y / N (If so please state) 
_____________________________________________________________________________________
Social history
Did your son / daughter reach their early childhood milestones as expected for crawling and walking and speech? Y /N
_____________________________________________________________________________________
Did they crawl on their hands and knees / bum shuffle / other?
Does your son / daughter have good fine motor skills? e.g. can / did they manage buttons, zips and laces, dress / undress, able to use knife and fork and scissors and did this develop appropriate to age? Y / N If not, please state
[bookmark: _Hlk221605567]_____________________________________________________________________________________
Comments:
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Once this referral is complete, please post it to us at Warrington Hospital. We will send an appointment for the Orthoptic Visual Processing Difficulties clinic to parents directly to the relevant clinic area (Warrington, Halton, or Widnes).  Following the assessment, a full report will be done for school / referrer and a copy for parents (unless parents request for this not to happen). Parents, please let us know at the appointment if you are not happy for us to share information with the referrer and/or school.  

PLEASE DO NOT SEND REFERRALS VIA EMAIL. INCOMPLETE REFERRALS WILL BE RETURNED.

[bookmark: _Hlk221605687]IF GLASSES HAVE BEEN PRESCRIBED, PLEASE MAKE SURE THEY ARE BROUGHT TO THE APPOINTMENT AS IF THEY ARE NOT BROUGHT, WE MAY NOT BE ABLE TO SEE THE PATIENT.

Contact:
Kathryn Whitfield Highly Specialist Orthoptist
Lead of the Orthoptic Visual Processing Difficulties Clinic
Warrington Hospital Lovely Lane
Daresbury Wing. WA5 1QG
www.whh.nhs.uk
Kathryn.whitfield1@nhs.net
01925 662772
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