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Singapore Association of the Visually Handicapped



    

                                      Please fax & send Referral Form to:
                                              SAVH-Low Vision Clinic

                                    47 Toa Payoh Rise, Singapore 298104

Fax: 62537191   Tel: (65) 62514331  

WEBSITE: www.savh.org.sg
	NAME:



	NRIC NO:


	DATE OF BIRTH:

	ADDRESS:



	TEL NO (H):


	TEL NO (O):
	H/P NO:


	DIAGNOSIS:



	CAUSES:

( ( Please tick)


	CONGENITAL (
	ACQUIRED (
	OTHERS (
Please specify:

…………………….

	BLINDNESS
	LOW VISION

	<3/60 or corresponding visual field loss in the better eye with best possible correction
	<6/18, but equal or better than 3/60 in the better eye with best possible correction

	                           RIGHT
	LEFT



	VISUAL ACUITY


	

	VISUAL FIELD


	


REFER FOR:( ( Please Tick)

( Low Vision Clinic                                                        ( Social Work Service/Counseling   

( Job Placement                                                           ( Skills Training

( Vision Rehabilitation Programme                               ( Others:………………………….

	Name of Doctor
	Official Stamp
	Signature & date

	
	
	


· Walk In Clients

We also welcome walk-in-clients to browse and try our wide range of assistive devices for the low vision or visit our website as given above.
