GOS1W: To be used when a WGOS 1 Eye Examination takes place at an NWSSP listed practice

GOSIW  Application for an NHS funded sight test

Please complete this form using black ink and in block capitals.

PATIENT'S DETAILS

* dekete a5 * Mritdrsittissinds Surname: Date of birth: ! !

approprate

Previous surname {if changed within the past 12 menths)!

First names:

Address:

Postcade:

it ki Date of last sight test: 0 ! MNHS no*

Mational Insurance (NI) no: | | | |

1 am &0 or aver H_I | am under 16" Care Leaver 9

1arn a full tirme student aged 16, 17, or 18" and attend

schoolCollegeniversity™; Under Care DT LA

Address Nawme Of Local AI/LtVIDYitH

Fostonde;

vy partner receive(sh 6
. . -
\/’. Income Suppart’ universal Credit Income based lobseekers Allowance’
‘/. Income related Employment and Support Allowance”
\/. Tax Credit and | amdee are named on a valid MHS Tax Credit Exemption Certificate

Pension Credit guaraniee credit’

Person getting the benefit/credit® if not the patient: | M1 Mo | | | | |

Mame: | Date of birth: ! i

1 am named on a valid HC2W certificate. Humber: | |

| amn reqgistered sevarely sight impaireddsight impained* with the Local Authority below

| suffer from diabetesglaucoma® - my GPs details are below

1am considered 1o be at risk of glaucoma by an ophthalmologist at the hospital below

|am 40 or over and am the parentbrothenfsister’child* of a person wha has or had glaucoma
| hawe been prescribed complex lenses under the NHS optical voucher scheme

1 am under 60 with a diagnosis of dementin

GP/Lecal AuthorityHospital

Address:

Postcode:
PATIENT'S DECLARATION
This is my application for an NHS funded sight test. | declare that the informatian given on this form is corect and
compéete. | understand and accept that if 1 withhald information o provide false ar misleading information, | may
be liable to prosscutian and or avil praceedings. | confirm | am entitled o an WHS funded sight test and | consent
o the disdasure of relevant information for the purpose of checking this and in relation to the prevention and
detection of fraud.
| agree to repay the cost of the sight test if | am later found not to be entitled to it.

| arn the Patient Patient's parent, carer or guardian

Signature®*: Date: ! i

Mame: dn block capitals)

Address: §if different from aboe)

Postcode:

(1) If patient is unable to recall exact date, please indicate a timescale of
when the last eye examination (NHS / Private) took place. If this is the first
Sight Test, you should enter “first”

If the patient is under 18 and a Care Leaver, then the form should be
annotated with the words “Care Leaver”

If the patient is in the care of a Local Authority, please annotate the form
with “Under care of LA” and write the name of the Local Authority here

If the patient is a Prisoner on Leave, please annotate the form with “PolL”

® 0 o ©

If the patient is receiving Universal Credit and meet the criteria (Help with
health costs for people getting Universal Credit - NHS (www.nhs.uk)),
please annotate the form to indicate this

@

If the patient is eligible as they are under 60 with a diagnosis of dementia,

please:

1. annotate the GOS 1 claim form with “under 60 with a diagnosis of
dementia” and

2. Document the GP surgery or Hospital address of where the diagnosis
took place on the form in the GP / Local Authority/Hospital box

A Please note, if the patient has a HC3 form, a GOS5W form should be completed


https://www.nhs.uk/nhs-services/help-with-health-costs/help-with-health-costs-for-people-getting-universal-credit/
https://www.nhs.uk/nhs-services/help-with-health-costs/help-with-health-costs-for-people-getting-universal-credit/
https://www.nhs.uk/nhs-services/help-with-health-costs/help-with-health-costs-for-people-getting-universal-credit/
https://www.nhs.uk/nhs-services/help-with-health-costs/help-with-health-costs-for-people-getting-universal-credit/

GOS1W:

Part 1
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Please complete this form using black ink and in block capitals.
PATIENT'S DETAILS

* Mritdrsittissinds Surname: Date of birth: ! !

Previous surname {if changed within the past 12 menths)!

First names:
Address:
Postcode:
Date of last sight test: i ! MNHS no*
Mational Insurance (NI) no: | | | |
| am &0 or aver H_I | am under 16"

E 1 arn a full tirme student aged 16, 17, or 18" and attend

SchoolCollegeniversity™;

Address

Fostonde;

V™ partrer receive(sh

Tax Credit and | amdee are named on a valid MHS Tax Credit Exemption Certificate

\/’. Inc Suppart’ Income basad lobseekers Allowance’
v/. Income related Employment and Support Allowance” Pension Credit guaraniee credit

Person getting the benefit/credit® if not the patient: | M1 Mo | | | | |

Mame: | Date of birth: ! i

1 am named on a valid HC2W cerificate. Mumber: | |

E | amn reqgistered sevarely sight impaireddsight impained* with the Local Authority below

| suffer from diabetesglaucoma® - my GPs details are below

1 am considered to be at risk of glaucoma by an ophthalmelogist at the hospital belowe

\(‘. |am 40 or over and am the parentbrothenfsister’child* of a person wha has or had glaucoma
9 /. | hawe been prescribed complex lenses under the NHS optical voucher sc hgrn,t-!
at visk of olevelopin e%e disease due to my ethnleit,
unlocular / at visk of glavcoma by 4 G optom _
nea Y,LM;@ ’LVWPHLYCDI GP/Lecal AuthorityHospital \ State eth VLLOLtH
P) U

7 have P Aridress Insert GH's practice address 9

Postcode:

PATIENT'S DECLARATION

This is my application for an NHS funded sight test. | declare that the informatian given on this form is corect and
compéete. | understand and accept that if 1 withhald information o provide false ar misleading information, | may
be liable to prosscutian and or avil praceedings. | confirm | am entitled o an WHS funded sight test and | consent
o the disdasure of relevant information for the purpose of checking this and in relation to the prevention and
detection of fraud.

| agree to repay the cost of the sight test if | am later found not to be entitled to it.

| arn the Patient Patient's parent, carer or guardian

Signature®*: Date: !

Mame: dn block capitals)

Address: §if different from aboe)

Postcode:

To be used when a WGOS 1 Eye Examination takes place at an NWSSP listed practice

GOSIW  Application for an NHS funded sight test

@ If the patient is eligible as they would find losing their sight particularly
difficult due to a pre-existing condition i.e. they are uniocular, they have a
hearing impairment or have been diagnosed with Retinitis Pigmentosa,
please note the pre-existing condition on the form

(8) If the patient is eligible solely due to their ethnicity, please:
1. annotate the form with “at risk of developing eye disease due to my
ethnicity” and
2. document the patient’s ethnicity on the form in the GP/Local
Authority/ Hospital box

(9] If the patient is eligible solely due to being diagnosed as Ocular
Hypertensive or preliminary diagnosed with COAG by an Optometrist with
a glaucoma qualification, please:
1. annotate the GOS 1 claim form with “at risk of glaucoma by a GH
Optom” and
2. Document the practice address of where the diagnosis took place on
the form in the GP / Local Authority/Hospital box

A Please note, if the patient has a HC3 form, a GOS5W form should be completed



GOS1W: To be used when a WGOS 1 Eye Examination takes place at an NWSSP listed practice

GOSIW Application for an NHS funded sight test

Please complete this form using black ink and in block capitals.
IENT T

* MrtrsitdissiMs Surname: Date of birth: ! !

Previous surname {if changed within the past 12 menths)!

First names:
Address:
Postcode:
it ki Date of last sight test: i ! MNHS no*
Mational Insurance (NI) no: | | | |
Tick af baees | am &0 or aver | am under 16"
o you 1 arn a full tirme student aged 16, 17, or 18" and attend
SchoolCollegeUniversity™®;
Address
Fostonde;
bl PERITN TG, (1) The date at which the eye examination commenced needs to be visible
'/. Income Suppart’ Income basad lobseekers Allowance’ here
: ‘/. Income related Employment and Support Allowance” Pension Credit guaraniee credit’
i “/. Tax Credit and | amdee are named on a valid MHS Tax Credit Exemption Certificate 9 Patient Signature iS required
sk the
“::”" Person getting the benefit/credit® if not the patient: | M1 Mo | | | | |

our sight : .
e |NamP: | Date of birth: ! f

1 am named on a valid HC2W cerificate. Mumber: | |

| am registerad severely sight impaired/sight impaired* with the Local Autharity below

| suffer from diabetesglaucoma® - my GPs details are below

| ar considened to be at risk of glavcoma by an ophthalmolagist at the hospital below

| am 40 or aver and am the parentorothersisterchild® of a person whao has or had glaucoma

| hawe been prescribed complex lenses under the NHS optical voucher scheme

GP/Lecal AuthorityHospital

Postcode:
PATIENT'S DECLARATION

This is my application for an NHS funded sight test. | declare that the informatian given on this form is corect and
compéete. | understand and accept that if 1 withhald information o provide false ar misleading information, | may
be liable to prosscutian and or avil praceedings. | confirm | am entitled o an WHS funded sight test and | consent
o the disdasure of relevant information for the purpose of checking this and in relation to the prevention and
detection of fraud.

| agree to repay the cost of the sight test if | am later found not to be entitled to it. 0
|.am the Patient Patient's parent, carer or guardian

Signature®*: Date: ! i
m. TN TAVTERT

Address: (if i

Postcode:

Please note, if the patient has a HC3 form, a GOS5W form should be completed
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DECLARATION

1'tested the sight of the persen named on this farm on | Date

The patient was referred to their GP or Ophthalmic hospital
A statement was issued shawing no prescription was requined

An unchanged prescription was issued

& neww or changed prescription was issued
A voucher was issued: 9

First woucher type

[:I Supplements Complex Prism Tint
Second wvoucher type l:l Supplements Complex Frism V’. Tint

To be completed by the Practitioner who has conducted the sight test

Practitionar's signature:

Practitionars narme:
(i Bkock CAptad)

Date: f !

Ophthalmic / Supplementary list nurmber:

| claim the current NHS sight test fee
In the case of a re-test at less than the standard interval, please specify the appropriate code. il

Address (if different) where payment should be sent
it CArEEEIAm]

Practice address where sight test tock place:
{7 CAD A TAT )

| claim the payment shown above under the NHS General Ophthalmic Services Reguiations. | confirm that the

infarmation given on this form is correct and complete and that this is the original form as signed by the patient.

lunderstand and accept that if | withhold information or provide false or misleading information, disciplinary action

may be taken against me and | may be liable to prosecution and ar civil proceedings. | consent to the disdosure

g :Iwant information for the purpose of verification or this daim and in relation 1o the prevention and detection
aud.

To be completed by the contractor or authorised signatory

Signature: Cantractors name and address: in capitalsstamg)

Mame;
i bk capatad) 6

Date: ! !

Ophthalmic st number:

Frodusced iy Welsh Assemibily Government

& Crowm Copyright 2013
Fedanuary 2013

CMKIZ.03-273
Daxoeny

@ 7504 e

‘Wergion DE2015_002 Product Code: GOSTW

@ e & ©

This date should correspond to the date at which the eye examination was

completed
NOTE: This may differ to the date in part 2 of the form e.g. when a patient has to return as the test had to
stop due to a fire alarm or patient became unwell during the eye examination.

The Optom / OMP should tick all boxes that are relevant to the outcome of
the eye examination

The voucher type(s) need to be complete by the Optom / OMP at the end of
the eye examination and at time of issuing the voucher

Please note change to early recall codes (see below)

This section must only be completed by the Contractor or an individual who
is known by NWSSP to be authorised to do so. Authorised Signatory Form
July 2020.docx (live.com)

WGOS 1 Eye Examination Health Examination Early Test Codes

Early Test
Codes

1 Patient was identified at the last WGOS 1 Eye Examination / Private Sight Test
as being at risk of changes to optical prescription

2 Patient has an ocular pathology likely to worsen, e.g., cataracts and vision is
borderline for driving; binocular vision anomalies, etc.

3 Patient that has presented with visual symptoms who following triage by the
practice is not eligible for a WGOS 2: Band 1 but requires further examination

4 Patient has been identified in WGOS protocols as needing to be seen more
frequently because of ocular / health / behavioural risk factors

5 Patient has been referred by a medical practitioner for a WGOS 1 eye
examination

6 A second WGOS 1 Eye Examination is necessary as the patient is unable to
tolerate their new spectacles

7 Other circumstances requiring clinical investigation which are not outlined
above

NOTE Whilst there is complete freedom to exercise clinical judgement in individual cases, it

s not appropriate to

apply a blanket recall interval to all patients within a category e.g. all patients over the age of 70 or patients with
diabetes are automatically placed on 12 months recalls. Over-frequent WGOS 1 Eye Examinations could cause the

Health Board to question whether a Performer / Contractor should remain on the Wales Ophthalmic List.


https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fnwssp.nhs.wales%2Fourservices%2Fprimary-care-services%2Fprimary-care-services-documents%2Fophthalmic-services-docs%2Fophthalmic-authorised-signatory-form%2F&wdOrigin=BROWSELINK
https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fnwssp.nhs.wales%2Fourservices%2Fprimary-care-services%2Fprimary-care-services-documents%2Fophthalmic-services-docs%2Fophthalmic-authorised-signatory-form%2F&wdOrigin=BROWSELINK

GOS6W:

Please complete this form using black ink and in block capitals.

Part 1 PATIENT'S DETAILS

- deereas | CMAMrsihissivgs  Surpame: Date of birth: ! i
FUEEE pravious surname: {if changed within the past 12 manths)
First names:
Address:
Postcode:
finown | Date of last sight test: 10 ! NHS no
Mational Insurance (NI} no’ | | | |

| cannot attend a practice unaccompanied for a sight test because:

H’_ |am 60 or aver

egefUnnersity*

H |.am under 16 I.am & full time student

or 18" and attend
@ under care of LA
Nawe of Local Authority

Tax Credit and | amfwe are named an a valid MHS Tax Credit Exernpticn Certificate

{16, 17,
care Leaver

Postoode

Income based lobseekers Allowance

unlversal Credit

Income related Employment and Support Allowance Pension Credit guarantes credit

Person getting the benefit/credit® if not the patient: | M1 No®

Marmie: Date of birth

| am named on a valid HC2W certficate. Number:

| am registered severely sight imgairedfsight impaired* with the Local Autharity Delow
| suffer fram diabetesfglaucama* - my GP%s details are below

| am considerad to he at risk of glaucoma by an ophthalmologist at the hospital bebowe

7]

t am under 60
with a diagnosis
of dewmentia

1 am 40 or gver and am the parent/brotherfsister/child* of a perscn wha has or had glascema
| hawe been prescribed complex lenses under the NHS aptical voudher scheme

Pflocal Authorityoggtals . Insert GH's practice addvess

Address

Pastcode

Part 2 PATIENT'S DECLARATION

Thiz is iy application for a mabae MHS funded sight test, | declare that the information given on this form @ carrect
and complete. | understand and accept that if | withhold information or provide fakse or miskeading information,
| may be liable to prosecuton and of ovil proceedings. | confirm | am entitled 10 a maobile NHS fundad Sghit test and

| consent to the disclosure of relevant information for the purpose of checking this and in relation 1o the preven tan
and detection of frawd. | agree o repay the cost of the sight test if | am later found net 1o be entitled to it.
| am the m Patiant Patient's parent, carer or guardian
Signature®*: Date:
Mame: {n binck capitais)
Address: fif aifferant from abowes)
Postoode:

o

@ © 6 o ©

@

To be used when a WGOS 1 Eye Examination takes place outside of a NWSSP listed practice

GOSeW Application for a mobile NHS funded sight test

If patient is unable to recall exact date, please indicate a timescale of when the last
eye examination (NHS / Private) took place. If this is the first Sight Test, you should
enter “first”

The Contractor must ensure that the specific illness or disability and how it prevents
the patient from attending a static premises is documented on the record and
GOS6W claim form

If the patient is under 18 and a Care Leaver, then the form should be annotated with
the words “Care Leaver”

If the patient is in the care of a Local Authority, please annotate the form with
“Under care of LA” and write the name of the Local Authority here

If the patient is a Prisoner on Leave, please annotate the form with “Pol”
If the patient is receiving Universal Credit and meet the criteria (Help with health

costs for people getting Universal Credit - NHS (www.nhs.uk)), please annotate the
form to indicate this

If the patient is eligible as they are under 60 with a diagnosis of dementia,

please:

1. annotate the GOS 1 claim form with “under 60 with a diagnosis of dementia
”and

2. Document the GP surgery or Hospital address of where the diagnosis took
place on the form in the GP / Local Authority/Hospital box

A Please note, if the patient has a HC3 form, a GOS5W form should be completed


https://www.nhs.uk/nhs-services/help-with-health-costs/help-with-health-costs-for-people-getting-universal-credit/
https://www.nhs.uk/nhs-services/help-with-health-costs/help-with-health-costs-for-people-getting-universal-credit/
https://www.nhs.uk/nhs-services/help-with-health-costs/help-with-health-costs-for-people-getting-universal-credit/
https://www.nhs.uk/nhs-services/help-with-health-costs/help-with-health-costs-for-people-getting-universal-credit/

GOS6W: To be used when a WGOS 1 Eye Examination takes place outside of a NWSSP listed practice

GOSeW Application for a mobile NHS funded sight test

Please complete this form using black ink and in block capitals.

Part 1 PATIENT'S DETAILS

- deereas | CMAMrsihissivgs  Surpame: Date of birth: ! i

e

Previous surname: (if changed within the past 12 manths)

First names:
Address:
Postcode:
tinwn Date of last sight test: ! ! MHS no
Mational Insurance (NI} no’ | | | |

| cannot attend a practice unaccompanied for a sight test because:

@ Ifthe patient is eligible as they would find losing their sight particularly difficult due
P4 | 'em6oorover g ]! am under 16 Ir:rp;;:Zt;-;;':(tlulnni aged 16,17, to a pre-existing condition i.e. they are uniocular, they have a hearing impairment or
— have been diagnosed with Retinitis Pigmentosa, please note the pre-existing
condition on the form

egefUnnersity*

fe (@ Ifthe patient s eligible solely due to their ethnicity, please:
1 Income based Jobseekers Allowance 1. annotate the form with “at risk of developing eye disease due to my ethnicity”
Income related Employment and Support Allowance 1 Pension Credit guarantes credit a nd
Tan Cradit and | amAwve are named on a valid MHS Tax Credit Exemption Certificate 2. documentthe patient’s ethn|c|ty onh the form in the GP/LOCa| Autho”ty/ Hospita|
Person getting the benefit/credit® if not the patient: | M.I. No® | | | | bOX

Marmie: Date of birth

@ Ifthe patient is eligible solely due to being diagnosed as Ocular Hypertensive or
preliminary diagnosed with COAG by an Optometrist with a glaucoma qualification,

| am named on a valid HC2W certficate. Number:

| am registered severely sight imgairedfsight impaired* with the Local Autharity Delow

| suffer fram diabetesfglaucama* - my GP%s details are below p|ease:
| lam considered to he at risk of glawcoma by an ophthalmologist at the hospital bebow 1 annotate the GOS 1 Claim form Wlth llat risk Of glaucoma by a GH Optom" and
1.am 40 or over and am the parent/rotherfsister/child* of a person whao has or had glawcema . . . .
@ e ———— e e 2. Document the practice address of where the diagnosis took place on the form in
1awe EEer Prescr rnpbex lenses under the NHS aptical voucher scheme ] ]
Unbocular / hearinopoc Aoy @trksk of developing eye disease due to my) ethnlelity the GP / Local Authority/Hospital box
bmpaived ) Bvsk of olavcoma by a GH optow State ethnlelty
/ have RP Insert GH's practice addvess rosicons

Part 2 PATIENT'S DECLARATION

Thiz is iy application for a mabae MHS funded sight test, | declare that the information given on this form @ carrect
and complete. | understand and accept that if | withhold information or provide fakse or miskeading information,

| may be liable to prosecuton and of ovil proceedings. | confirm | am entitled 10 a maobile NHS fundad Sghit test and
| consent to the disclosure of relevant information for the purpose of checking this and in relation 1o the preven tan
and detection of frawd. | agree o repay the cost of the sight test if | am later found net 1o be entitled to it.

| am the m Patiant Patient's parent, carer or guardian

Signature®*: Date:

Mame: i biack capitais)

Address: (i aifferant fram abowes)

Postoode:

A Please note, if the patient has a HC3 form, a GOS5W form should be completed



GOS6W:

GOSeW Application for a mobile NHS funded sight test
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Please complete this form using black ink and in block capitals.

TIENT'S DETAI

MMrsiMissiMs Surname: Date of hirth: ! /
Previous surname: (if changed within the past 12 manths)
First names:
Address:
Postcode:
Date of |ast sight test: ! ! NHS no®
Mational Insurance (NI} no’ | | | |

| cannot attend a practice unaccompanied far a sight test because:

[ | am 60 or aver H_] | am under 16' - I amn 2 full time student aged 16, 17,

or 18" and attend:

SchoolCollegeUnmversity*

Address

Postcade

Vmy partner receiveds):

Income Suppart Income based Jobseekers Allowance’
Income related Employment and Support Allowance Pension Credit guarantes credit’

Tax Credit and | armfwe are named on a valid NHS Tax Credit Exernption Certificate’

Person getting the benefit/credit* if not the patient: | M.I. No® | | | | |

Marmie: Date of birth ’

| am named on a valid HC2W certficate. Number: |

| am registered severely sight imgairedfsight impaired* with the Local Autharity Delow

| suffer fram diabetesfglaucama* - my GP%s details are below

| am considerad to he at risk of glaucoma by an ophthalmologist at the hospital bebowe

I am 40 or gver and am the parent/brotherfsisterchild* of a persen who has or had glavcoma
| hawe been prescribed complex lenses under the NHS aptical voudher scheme

GP/Local AuthorityHospital*

Address

Pastcode

This is iy applicaton for a mabale MHS funded sight test. | declare that the infermation given on this feem i cormeact
and complete. | understand and accept that if | withhold information or provide fakse or miskeading information,

I ay be liable to prosecuton and o cvil proceedings. | confirm | am entitled 1o a mabile NH3 funded Sght test and
| consent to the disclosure of relevant information for the purpose of checking this and in relation 1o the preven tan
and detaction of frawd. | agree to repay the cost of the sight test if | am later found not 1o be entitled to it.

‘.m'“o'oam the Patient Patients parent, carer or guardian
B

incapadie
S, T
avent, caver o
ather parson
respositie
for pou should
sgn and gl
thew mama and

adcress

Marme:

W bk capitaig)

Address: §f diffevant from abows)

Postoode:

To be used when a WGOS 1 Eye Examination takes place outside of a NWSSP listed practice

@) Patient Signature is required

@ The date at which the eye examination commenced needs to be visible here

Please note, if the patient has a HC3 form, a GOS5W form should be completed



| have made a domiciliary visit to conduct this sight test to one patient at the address in Part 1
| have made a domuciliary visit to several patients at the address in Part 1
This patient was the

1st patient at the address
2nd patient at the address
3rd or subsequent patient at the address g
The patient was referred to their GP or Ophthalmic hospital Test End Time
A statement was issued and no prescription was required

An unchanged prescription was issued

A new or changed prescription was issued
Supplements Vg . Complex [V . Prsm \/- Tint
Supplements [V . Complex [V . rrsm g Tint

Practitioner’s name: (in biock capitak ID..H'

First voucher type

Second voucher type

To be completed by t

Practitoner's Signature

Ophthalmic / Supplementary list number

1 daim @
the current NHS sight test fee £

the domiciliary fee for

15t patient at the address

2nd patient at the address

3rd or subsequent patient at the address

Total claim for sight test £

In the case of a re-test at less than the standard interval, please specify the appropnate code [i]

Address

who provided | Address (if

here sight test took place o3
v should be sent: ¢r

@

I claim the payment shown above under the NHS General Ophthalmic Services Regulations. | declare that the information
given on this form is correct and complete and that this is the onginal form as signed by the patient. | understand and
accept that if | withhold information or provide false or misleading information, disaplinary action may be taken against
me and | may be liable to prosecution and or civil proceedings. | consent to the disclosure of relevant information for the
purpose of verification of this claim and in relation to the prevention and detection of fraud

To be completed by the contractor or authorised signatory.

Contractor’s name and address: (n capitals/stamg

Signature

Name: (in block capitak @

Date

Ophthalmic list number

© Crown Cogyright 2013 Produced by Wekh Government 2013
CNIK22-02-273
04310807 Version 022017_003 Product Code: GOSEW

This date should correspond to the date at which the eye examination

was completed
NOTE: This may differ to the date in part 2 of the form e.g. when a patient has to return as the
test had to stop due to a fire alarm or patient became unwell during the eye examination.

@ Tobe paid the correct fee, please complete this section

The Optom / OMP should tick all boxes that are relevant to the
outcome of the eye examination

The voucher type(s) need to be complete by the Optom / OMP at the
end of the eye examination and at time of issuing the voucher

accurately completed

©
(4
(5
(6) In order to be paid the correct fee, please ensure that this section is
@ Please note change to early recall codes (see below)

(9]

This section must only be completed by the Contractor or an
individual who is known by NWSSP to be authorised to do so.
Authorised Signatory Form July 2020.docx (live.com)

WGOS 1 Eye Examination Health Examination Early Test Codes

Patient was identified at the last WGOS 1 Eye Examination / Private Sight Test
as being at risk of changes to optical prescription

2 Patient has an ocular pathology likely to worsen, e.g., cataracts and vision is
borderline for driving; binocular vision anomalies, etc.

3 Patient that has presented with visual symptoms who following triage by the
practice is not eligible for a WGOS 2: Band 1 but requires further examination

4 Patient has been identified in WGOS protocols as needing to be seen more
frequently because of ocular / health / behavioural risk factors

5 Patient has been referred by a medical practitioner for a WGOS 1 eye
examination

6 A second WGOS 1 Eye Examination is necessary as the patient is unable to
tolerate their new spectacles

7 Other circumstances requiring clinical investigation which are not outlined
above

NOTE Whilst there is complete freedom to exercise clinical judgement in individual cases, it is not appropriate to
apply a blanket recall interval to all patients within a category e.g. all patients over the age of 70 or patients with
diabetes are automatically placed on 12 months recalls. Over-frequent WGQOS 1 Eye Examinations could cause the
Health Board to question whether a Performer / Contractor should remain on the Wales Ophthalmic List.


https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fnwssp.nhs.wales%2Fourservices%2Fprimary-care-services%2Fprimary-care-services-documents%2Fophthalmic-services-docs%2Fophthalmic-authorised-signatory-form%2F&wdOrigin=BROWSELINK

GOS5W: To be used when a patient has a HC3 certificate irrespective of where the sight test took place

GOS5W Help with the cost of a private sight test

If you (or your partner) are named on a valid HC3W certificate for partial help with health costs
you may be able to get help with the cost of a private sight test. For more information see leaflet
HC11W - "Help with Health Costs”, which can be obtained by calling 0845 603 1108. If you
think you might be entitled to help with the cost of your glasses, ask when you have your

sight test

Please complete this form using black ink and in block capitals.

Part 1 PATIENT'S DETAILS

*MriMrsiMissiMs  Surname: Date of birth: / /

* celete as

ARPOEATe

Previous surname: (if changed within the past 12 months)

First names:

Address:
' Postcode: @ If patientis unable to recall exact date, please indicate a timescale of
ficows  Date of last sight test: / o/ — ’::f) no T T when the last eye examination (NHS / Private) took place. If this is the
ational Insurance no' . . e ”
first Sight Test, you should enter “first

Reason for patient’s entitlement to vouchers

Vmy partner are named on a valid HC3W certificate, number

- showang (at box A) that | have topay up 10 | £

] @  Enter the details directly from the HC3 certificate

for a private sight test.

1 will pay up to the amount above (plus any difference between the NHS sight test fee and the cost e If the eye examination takes place outside of a NWSSP approved
of my sight test) provided my sight test costs more than the NHS sight test, . . . . . .
: practice, the reason for requiring the mobile service (i.e specific illness /
Note: 2rson who tests your sight can tell you the NHS sight test fee. This & also in leaflet HC12W i . .
ges and optical voucher values” . This is available from the following website disability) must be recorded on the GOS5W form and the clinical
wwaw.wales.gov.uk/healthforms or by telephoning 0845 603 1108. i . . .
records. Terms like ‘housebound’, ‘immobile’, ‘wheelchair-bound’ or
| cannot attend a practice unaccompanied for a sight test because . . , . .
resident of a home’ are insufficient
E @ The date at which the eye examination commenced needs to be visible
Part 2 PATIENT’S DECLARATION here

This is my application for help with the cost of a private sight test. | declare that the information given on this

form is correct and complete. | understand and accept that if | withhold information or provide false or misleading . .

information, | may be liable to prosecution and or cwil proceedings. | confirm proper entitlement to help with the 6 Patlent Slgnatu re
cost of a private sight test and | consent to the disclosure of relevant information for the purpose of checking this

and in relation to the prevention and detection of fraud.

1 agree to repay the amount granted if | am later found not to be entitled to it.

| am the \/. patient \/. patient’s parent, carer or guardian.

Signature** 6

Name: (n block capitals)




PRACTITIONER'S DEC

1 tested the sight of the person named on this form on [ Date / / ]0

The patient was referred to their GP or Ophthalmic hospital

A statement was issued showing no prescription was required
9 An unchanged prescnption was issued
A new of changed prescription was issued

A voucher wasssd (1) The date at which the sight test was completed should be visible
First voucher type Supplements % Complex Prism Tint here. This may differ to the date in part 2 of the form e.g. when the test
Secord voudhec SUPPIeTEnts complex g | prism [ | in could not be completed as the patient became unwell during the eye

This patient was the:

15t patient at the address exam
@ 2nd patient at the address 9

3rd or subsequent patient at that address The Optom / OMP should tick all boxes that are relevant to the outcome

To be completed by the Practitioner who has conducted the sight test of the eye examination
Practitoner’s signature:
T — (3] The voucher type(s) need to be complete by the Optom / OMP at the
pRad e end of the eye examination and at time of issuing the voucher
Date: / /
Ophthalmic / Supplementary (4] If the eye examination took place outside of a NWSSP approved
practice, in order to be paid the correct fee, please complete this section
I claim for a sight test: g a
Lower of private charge or NHS sight test fee . . . .
Lower of private charge or NHS domiciliary vist fee (where appropriate) | £ @ @ @ Tobe paid the correct fee, please ensure that this section is accurately
Maximum claimable in respect of sight test ésum of 1+2) £ 6 (3 com pleted
Patient’s contribution as shown by box A of HC3W £ (4)
Total claim in respect of sight test (3 minus 4) £
Address wheve sight test took place: | Address of contractor who provided | Addvress (i different) wheve payment (7] This section must only be completed by the Contractor or an individual
N capalstamy sight tes should be sent . . . .
i e who is known by NWSSP to be authorised to do so. Authorised Signatory
@ Form July 2020.docx (live.com)

| claim the payment shown above under the NHS General Ophthalmic Senaces Regulations. | declare that the
information given on this form is correct and complete and that this is the original form as signed by the patient.

| understand and accept that if | withhold information or provide false or misleading information, disciplinary action may
be taken against me and | may be liable to prosecution and or civil proceedings. | consent to the disclosure or relevant
information for the purpose of verification or this claim and in relation to the prevention and detection of fraud.

To be pleted by the tor or authorised si

9! b

Signature Contractor’s name and address: (n capitalstany

Name
N block Capitak

Date

Ophthalmic list number

© Crown Copyright 2008 Produced by Wekh Assembly Government
OMK22-02-273 October 2008

04310809
e it Whilst there is no place to record an early recall code on the GOS5W form, the Optom / OMP must ensure that an
eye examination is clinically necessary


https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fnwssp.nhs.wales%2Fourservices%2Fprimary-care-services%2Fprimary-care-services-documents%2Fophthalmic-services-docs%2Fophthalmic-authorised-signatory-form%2F&wdOrigin=BROWSELINK
https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fnwssp.nhs.wales%2Fourservices%2Fprimary-care-services%2Fprimary-care-services-documents%2Fophthalmic-services-docs%2Fophthalmic-authorised-signatory-form%2F&wdOrigin=BROWSELINK

GOS3W: To be issued when the patient is eligible for an NHS funded optical appliance

NHS optical voucher and patient’s statement @ If aGOS3W form is presented for dispensing and the prescription is not
written in the form which gives the highest spherical power, the

To get your glassesicontact lenses, fill In, sign and date Part 2 when you order them from the

optician of your cheice, Sign and date Part 4 overleaf to confirm that you have received them, prescription should be tra nSposed. If the tra nSposed prescription then
Please complete this form using black ink and in block capitals. i . ) .
PATIENT'S DETAILS provides a higher-value voucher and benefits the patient, the voucher type
* MriMrsiMissitds SuTmame: Date of birth:  / / should be amended on the form and annotated with “FPN 713"
Prvvious surname i changad within the past 12 monthe)l
Fi:; names: @  Prisms and tints can only be prescribed by the OO / OMP who have
A . . oL
— Fr—— performed the sight test and only when they are prescribing a powered
Date of this preseription; / ! HHS no' | lens. They cannot be added to the voucher at the time of dispensing
Mational Insurance {NI) no
ety First vmucher :ypeo | Supplements Complex € If the spectacle prescription needs to be altered as the frame being
"y | SecONdvoucher type | upplements Qg | Comelex dispensed sits at different back vertex distance to that recorded at the time
Rl o | Aol ) Prism | Base 5 e of the sight test, the GOS3W or HES 3 form should be annotated with the
lance
9 ; — ; words ‘BVD change’ in the margin. If the change requires a higher voucher
S band, the GOS3W or HES voucher form should be annotated accordingly
pe e @ llxllnll o @ If the patient was not issued a prescription at the time of the sight test
Sigriature Date: 4 because they were not eligible, but are now eligible for a voucher (see

manual), the practitioner should copy the prescription to the prescription
box and write ‘transcribed by’ and enter their name and list number and

Ity narme and address are as shown above. | wish to order glassesioontact lanses*
and | am entithed to use the abowe voucher today because

am unde am & ful ime stucent aged 16, 17, or 18 and attend sign and date the form indicating the date of the prescription on which the
schoouTallegalniversiy® wndercareof LA (5] GOS3W will be based
Agicdress Name D'F LDOHLAMthDVLtH

Paitccde | @ Ifthe patientis under 18 and a Care Leaver, then the form should be

Ircome sumport Unbversal Credit @ ncome hased Jobseakers Allowance annotated with the words “Care Leaver”
Bl

Incorre redated Employrment and Support Allowance Pension Credil guaranies credit

T Credht and | améwe are named on  valid NHS Tax Credit Exemption Certificate (® Ifthe patientis in the care of a Local Authority, please annotate the form
Person getting the beneficredit* i not the patient: [ 111 1o | [ | [ | with “Under care of LA” and write the name of the Local Authority here
I Mamea Date of birth
. . . H " ”n
T s e e @  If the patientis a Prisoner on Leave, please annotate the form with “PoL
The HC3W (ban Bl shows that the voucher value will be reduced by: f
T T Ty S T T e T T S @ Ifthe patient is receiving Universal Credit and meet the criteria, please
| daclara that the information givan on this form is cormect and complete. | understand and accept that if | withhold . . .
infarmation or provade false or msleading information, | may be liase to prosecution and or civil proceedings. annotate the fOI’m tO |nd |Cate thIS
| cenfirm | arm entitled 10 an NHS eptical voucher and | consent 1o the disclosune of relesant inferrnation for the
purpose of chacking this and in relation 10 the presantion and detection of fraud. | agres to repay tha vouchsar .
v | am ater found ot to be ented tot. Y © The date at which the spectacles were ordered
patient patient’s parent, carer or guandian.
Date ()  PatientSignature is required from the 20.10.2023
Marms; fin bk capitals
Address: {7 differanr from abowe,
‘ Please note, to be eligible the patient must fall into one of the categories listed in Part B of the GOS3W form and
Posteode the Optom / OMP considers that a new pair is required as there has either been a significant clinical change in

spectacle prescription or the current spectacles are no longer fitted or serviceable through fair wear and tear



(AW | claim under the NHS optical voucher scheme as follows

Part 4

5)

{

£

f

Small Small glasses £
Total of voucher(s) and supplement(s) sum of 234,56 e lg

Tz
2nd pair

for the It par

The cost of the glasses or contact lenses exceeds (7
£

Maomum claimable for g

Patient’s contribution a

am by box B of HC3W 6 appicatis £

Total claim for glassesicontact benses (8 mous 9 £

| daim the payment shown above under the NHS (Optical Charges and Payments) Regulations 1997. | declare that

the information given on this form s correct and comgplete, | understand and accept that if | knowingly withhold

information or provide false or misleading information, dscipiinary action may be taken against me and | may be
i bl

liable to prosecution and or civil proceedings. | consent to the disclosure of
of verification of this claim and in relation 10 the prevention and detection of fraud.

P

Suppliers signature Suppler’s name and address: (» capeatustany

Date of firstonly par supphed

3 pair supplied

PATIENT'S DECLARATION

1 confirm that | have received @k 3¢ appropnase), ONE Par Of two pars of gasses

or* D pairs of contact lenses on the date shown above and used an NHS optical voucher. | declare that the
information overleaf which entitles me to an NHS optical voucher s correct and complete. | consent to the disclosure
f relevant information for the purpose of checking this and in relation to the prevention and detection of fraud.,

10 prosecution and or oMl proceedings.

d and accept that if | withhold information or prowde false or misleading information, | may be liable

| am the patient patient’s parent, carer or quardian,

e ° Date

© Crown Copyright 2008
CMK22-02.273
DAoas

Produced by Weish Asserntly Government
Octoer X8

Version 092015_002

Product Code GOSIW

®@ ©

Please indicate the reason why the patient is receiving an NHS funded pair
of spectacles. This must reflect what is written on the patient’s clinical
record

If a ‘Child Non-Stock Lens Supplement’ is being claimed, please cross out the

word ‘Complex’ and replace with ‘CNSL’

NOTE: The supplement can only be claimed if there is evidence to demonstrate that the patient has
received a lens that improves the cosmetic appearance e.g., surfaced lenses, smaller blank sizes, higher
index lenses etc.)

If a Special Facial Characteristics Supplement is being claimed, please cross

out the words ‘Small glasses’ and replace with ‘SFC’
NOTE: The records must evident why this supplement is being claimed as well as demonstrating that a
special spectacle frame has been manufactured specifically for the patient.

This is the date at which the spectacles are collected
This section must only be completed by the Contractor or an individual who

is known by NWSSP to be authorised to do so. Authorised Signatory Form
July 2020.docx (live.com)

Patient Signature is required from the 20.10.2023


https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fnwssp.nhs.wales%2Fourservices%2Fprimary-care-services%2Fprimary-care-services-documents%2Fophthalmic-services-docs%2Fophthalmic-authorised-signatory-form%2F&wdOrigin=BROWSELINK
https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fnwssp.nhs.wales%2Fourservices%2Fprimary-care-services%2Fprimary-care-services-documents%2Fophthalmic-services-docs%2Fophthalmic-authorised-signatory-form%2F&wdOrigin=BROWSELINK

GOS4W: To be used when claiming for repairing / replacing an NHS funded pair of spectacles

GOS4W NHS optical repair/replacement voucher application form

(1) The date of the last WGOS 1 eye examination should be documented
here

f yOU Can pay 3im a refund. You can only have a refund if your Local Health Boa

3 wmple"‘; gl bl v (2) If the patient is under 18 and a Care Leaver, then the form should be

annotated to demonstrate this

e Surname Oateofbith, /1 / (3) If the patient is in the care of a Local Authority, please annotate the
revious surname (if changed within the past 12 months) . .
S form with “Under care of LA” and write the name of the Local
Address Authority here
Postcode
Date of last sight test / / NHS no’ (4) If the patient is a Prisoner on Leave, please annotate the form with
National Insurance (N1) no' l l l l ”PoL”
% il Syttt R 90‘"’3 e (5) If the patient is receiving Universal Credit and meet the criteria, please
am a full bme student aged 1€ , Or 18 and attend
o+ annotate the form to indicate this
SchoolCollege/University* E’ under care of LA
O - T 008l Aukority [6) The reason for repair / replacement must be explained here. The
e e explanation must also be visible in the clinical record
u wome Support i 6 u Income based Jobseekers Allowance . . . .
o |(;MWMYS?L cmﬂt e | Pension Credit quarantce cedi @ The date at which the patient requests funding to repair / replace
E: Tax Credit and | ame are named on a valid NHS Tax Credit Exemption Certificate their NHS funded spectacles
P he benefit/credit* if h : | M. No . . . .
| erion gettng the benefivaredt Hrotthepstent[uine: | | | [ | (8 Patient Signature is required from the 20.10.2023
The HC3W x hows that the vor « slu be reduced by
[] | have expla below* how loss ¢ je happer
Part 2 PATIENT'S DECLARATION
pose of checking this and in tection of fraud.
value if | am later found not 1o be entitied 10 1.
patient’s parent, carer or guardian, ia
E_J Children under the age of 16, full time students aged 16, 17 or 18, care leavers under the age of 18 and
Signature* @ those who are under 18 and are in the care of a Local Authority are entitled to repairs / replacements
- : on their most recent NHS funded spectacles in consequence of loss or damage, without having to obtain
bl abbstaaton e prior consent from NWSSP.
Sophorye Address: (if different from abox All other patients are only eligible for repairs or replacements on their most recent NHS funded
s spectacles if they are still eligible for NHS funded spectacles and with prior approval from
ponnoe NWSSP. Approval can be sought by emailing nwssp-primarycareservices@wales.nhs.uk with the

patient details, exemption reason and medical reason for loss/damage.


mailto:nwssp-primarycareservices@wales.nhs.uk
mailto:nwssp-primarycareservices@wales.nhs.uk
mailto:nwssp-primarycareservices@wales.nhs.uk

GOS4awW

Part 3 BE COMPLETED BY THE LOCAL HEALTH BOARD
The applicant's claim has been considered and is LHB name and address: (stamp or write in capital
approved not approved
| Full name
Signature

PATIENT'S DECLARATION
| confirm that my glasses/sestessienses have been repaired

| am the patient

replaced
patent’s parent, carer or gUJILﬁI-.'m

_g o @ Thisis the date at which the patient has collected the spectacles that have
Dot ; ; been repaired / replaced

Patient Signature is required from the 20.10.2023

In accordance with the prescription and details below | have

B repaired replaced the glasses/contact lenses® for the person named at Part 1 of this form.
. sph | o | Axis | Prism | Base Sph | Cyl | Axis | Prism | Base

Distance

@ If a‘Child Non-Stock Lens Supplement’ is being claimed, please cross out the

word ‘Complex’ and replace with ‘CNSL’
NOTE: The supplement can only be claimed if there is evidence to demonstrate that the patient has
received a lens that improves the cosmetic appearance e.g., surfaced lenses, smaller blank sizes, higher

-Th=2

—mmr

ar

Ne.
Vioucher type: ‘:] Supplements Complex Prism Tin
f

Voucher value appropnate to the above prescnption index lenses etc.)
Parts:  LensC L~ Vel | Righ e | Pl | eon £ 2 . . - . . .
o m ol 95'3:' e |z 3 @ If aSpecial Facial Characteristics Supplement is being claimed, please cross
Supplements W3 | comper CNSL q 4 out the words ‘Small glasses’ and replace with ‘SFC’
v . Prism £ NOTE: The records must evident why this supplement is being claimed as well as demonstrating that a
v’ . Tint f 6 special spectacle frame has been manufactured specifically for the patient.
\(’. Small glasses < 9 £ 8 7 .
© The Optom / OMP should tick all boxes that are relevant to the outcome of
| claim under the NHS optical voucher scheme -
Voucher value plus any supplementis) (sum of 1+(4+5+6+7)) = 0 the eye exa mlnatlon
or part(s) at current prices plus any supplement(s) (sum of (24.3)+(8+5s6+7)) ¢ 9
or acual retail cost, if less - (@ This section must only be completed by the Contractor or an individual who
Patient’s contribution as shown by box B of certificate HC3W (if appiicabie) | £ (i . . . .
e o e : J is known by NWSSP to be authorised to do so. Authorised Signatory Form
I claim the payment shown above under the NHS (Optical Charges and Payments) Requlations 1997. I declare that JUlV 2020.docx (Iive.Com)

the information given on this form s comrect and complete and that this is the onginal form as signed by the patient.

| understand and accept that if | withhold information or provide false or misleading information, disciplinary action
may be taken against me and | may be liable to prosecution and or civil proceedings. | consent to the disclosure of
relevant information for the purpose of verification of this daim and in relation to the prevention and detection of fraud.

'S name Supplier’s name and address: fin capitadsistamy

Dat

@ Crown Copyright 2006 Produced by Welsh Assermibly Government

CMK22 02273 October 2008

Caymos 71811 Version 032017_002 Product Code: GOSAW

A A GOS4W cannot be used to repair / replace contact lenses


https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fnwssp.nhs.wales%2Fourservices%2Fprimary-care-services%2Fprimary-care-services-documents%2Fophthalmic-services-docs%2Fophthalmic-authorised-signatory-form%2F&wdOrigin=BROWSELINK
https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fnwssp.nhs.wales%2Fourservices%2Fprimary-care-services%2Fprimary-care-services-documents%2Fophthalmic-services-docs%2Fophthalmic-authorised-signatory-form%2F&wdOrigin=BROWSELINK

WECS 1:

To be used when undertaking any WGOS 2 services

WECS 1 WALES EYE CARE SERVICE (WECS)

g
bR

EYE HEALTH EXAMINATION WALES APPLICATION FORM
Complete this form using black ink and in block capitals

37
r——rr—
Wekh Gowemiment

Part 1. - Patient's Details and Declaration

Mr / Mrs / Miss / Ms / Dr f Other Male f Female D.0.B:
Surname: First Names:
Address:

Postcode: Tel Number:
Doctor's name: Surgery Address:

Stating your ethnicity helps to determine your risk of eye disease. Please choose one section
and tick the box that best describes your ethnic background:

White Welsh / English / Scottish / N Irish / British ] Irish OO Other O

Eligibde for Band 1 ati sk
aof eye diseace due to
ethinic background

t elaim the
Mobile fee

for

patient at
the address

Asian / Asian British  Indian [0 Pakistani [J Chinese [0 Bangladeshi [0 Other Asian O

Black / African / Caribbean / Black British African O Caribbean [0 Other Black O

Mixed / multiple White and Black Caribbean [J White and Black African [J

White and Asian [J Other mixed / multiple O

Other ethnic group Arab O Other O State

| urmaerslana ang LR Lkl 1T 1 WILNEIOID INTOrmauon of provide Taise OF Disieduing inmormauorn | may ue
liable to prosecution and or civil proceedings. | confirm that | am entitled to this EHEW and | consent to
the disclosure of relevant information for the purpose of dhecking this; planning and administering the
service; and in relation to the prevention and detection of fraud. | agree to pay the cost of the service if |
am later found not to be entitled to it

REMOTE

Patient's / Guardian's signature: Date:

Guardian's name and address:

- Optometrist / OMP Declaration: | certify that | carried out a:

BAND 1: EYE HEALTH EXAMINATION WALES (EHEW) The patient:

Has an acute eye problem and | have offered them an appointment within 24hrs of request [

(I = O S ST e S =
Was referred by other healthcare professional, please indicate: Optom [ GP [ Pharmacist [
Ophthalmalegist [ Other J

S S

Meeds investigations to comply with WG agreed protocols / guidelines

DRSSW [0  OHT/ glaucoma suspect monitoring OJ Dry AMD [0  Other O

BAND 2: FURTHER INVESTIGATION / EXAMINATIONS

Cataract pre-op refinement O cataract Post-op conversion O oHTy glaucoma refinement O
Cycloplegia on a child O other O

BAND 3: EHEW FOLLOW-UP EXAMINATION

Follow-up from previous band 1 [J Post-op cataract [ Other [

If the patient refuses to state their ethnicity, a claim can be made. In
this circumstance, the contractor should write ‘prefer not to say’ next
to the ethnicity categories

The date at which the examination commenced needs to be visible
here

Where there is more than one possible reason for completing an
EHEW examination, the Optometrist / OMP / CLO should use their
clinical judgement to decide the most appropriate box to tick i.e. only
ONE box should be ticked

If the WGOS 2 took place outside of a NWSSP-approved practice, to be
paid the correct fee, please annotate the form with the words “I claim
the Mobile fee for

patient at the address”

Patient Signature is required
Where WGOS 2 is delivered remotely, the patient cannot give a
signature. In this case, please annotate as "REMOTE"

Please note:

a WECS 1 should NOT be submitted for any WGOS 1 activities
Where a WGOS 1 and WGOS 2: Band 2 are performed on the same day in a mobile setting, you may
only claim one mobile fee — this should be claimed on the GOS6W claim form



1 will take the following action: Please tick all that apply.

To be by the who has d thi 1 that if | give that
Is incorrect or incomplete, action may be taken against me. | consent 1o the disclosure of relevant information for the
purpose of verification of this claim and for the prevention and detection of fraud.

To be d by or authori 1 claim the current fee for this patient under the Wales Eye
Care Service. | declare that the information given on this form is correct and complete and that this is the original form
wbynpwmummmmmmmmm«munumm
disciplinary action may be taken against me and | may be liable to and or civil 1 consent
mmdmmmumdu&mdummmmmmmu
detection of fraud.

To facilitate clinical audit, the Optom / OMP / CLO must ensure that have
ticked at least one box in each of the sections. Multiple boxes can be ticked
to capture all presenting symptoms and clinical findings / outcomes

This section must only be completed by the Contractor or an individual who
is known by NWSSP to be authorised to do so. Authorised Signatory Form
July 2020.docx (live.com)

A The GP should be notified when a WGOS 2: Band 1,2 or 3 have been completed
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