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Referral Form (Please return this form via email to info@iC2.com.sg) PREPHOUSE

Name per BC/NRIC/FIN/Passport No. BC/NRIC/FIN/Passport No.

Z

8 Date of Birth (dd/mmiyyyy) Gender Nationality:

<§t / / 0 Male O Female

?5 Address Postal Code

Z

57> Name of Caregiver Contact Info (mobile or email)

=

5 Relationship to child: Name of Current School / Institution
Name Phone No.

Email

Organisation and Address

REFERRING
PERSON

Relationship to child: O Doctor 0 Low Vision Clinician 0 Teacher’
Teachers: Please attach the child’s low vision and/or medical report.

Name of Eye Specialist (O Please tick this box and skip this section if the referrer is also the eye specialist )

|_
2
w = -
> g Name and Address of Practice Phone No.
g
»n |Email
Date (dd/mm/yyyy) Diagnosis Age at Onset
/ /
Z e :
o % Right Eye Left Eye
E 2 |Refraction
zZ &
Ow . Distance
O 2 | Visual
g_J 2 | Acuity Near
w s : :
6 g |Visual Field O Untested O Normal O Abnormal |0 Untested O Normal O Abnormal
9 %‘ Specifics (if abnormal):
b Colour Vision 0 Untested O Normal 0O Abnormal |0 Untested O Normal O Abnormal
— .
LéJ g Specifics (if abnormal):
Prognosis O Likely to improve 0 Remain stable O Deteriorate O Other
Specifics:

Low Vision Report (if available)

Other medical concerns (including medications)

Other Agencies / Specialists working with the child

OTHER INFO

iC2 PrepHouse Limited Jurong Point Shopping Centre (JP1), 1 Jurong West Central 2, #04-02, Singapore 648386.
T:(65) 6790 1802 | F: (65) 6790 1806 | E: info@iC2.com.sg | W: www.iC2.com.sg | FB: facebook.com/iC2PrepHouse
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