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NHS England and NHS Improvement launched new style paper GOS forms on the 1st February
2021. You can order the paper GOS forms (GOS1, 3, 4, 5 and 6) from PCSE Online and the
forms are delivered to the practice.

This guide has been created to give you an insight into how these paper forms need to be
completed to avoid unnecessary rejections.

Before continuing, please remember the following:

e The appropriate form must be completed by the
optician during the patient’s visit for their sight
test, optical repair or a claim for new glasses.

Forms must be completed correctly to ensure
they are not rejected. Use this guide to avoid
any necessary rejections. You will find our Top 10
Rejection Reasons on the next page.

Once forms are completed, they need to be
posted, with the batch header, to Primary Care
Support England, PO Box 350,

Darlington, DL1 9QN
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TOP 10 THINGS TO REMEMBER TO
AVOID UNECESSARY REJECTIONS

The second voucher type is optional and should only be
provided if a first voucher type has been provided. Either provide
a second voucher code or select the complex lens option. Valid
second voucher type codes are: A, B, C, D.

(GOS 1,5 &6)

P Please ensure the signatory’s address is provided.

@ (All GOS claims)

If a near add has not been prescribed only a distance pair can
be supplied.
(GOS 3 & 4)

)

There is an error in the left distance sphere field. Please ensure
the following:1) A numerical value between 0 to 99.75 in 0.25
increments is provided.2) If a distance SPH has a value greater
than 0.00, then a +/- sign is provided 3) the left distance sphere
field is completed.

(GOS 3 & 4)

An NHS eligibility option is selected that requires the NHS
eligibility benefit recipient of either ‘I’ or ‘My Partner’ to be
selected.

(All GOS claims)
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TOP 10 THINGS TO REMEMBER TO
AVOID UNECESSARY REJECTIONS

Please complete the evidence of eligibility box and select either
seen or not seen.

(All GOS claims)

01-2345 Please ensure the performers list number is provided.
(GOS 1,3,5,6)

JANE SMITH Please ensure the signatory name under the patient’s declaration
is provided.
(All GOS claims)

Please ensure the patient and supplier’s declaration for glasses/

contact lens supplied are consistent with regard to whether it is a
O distance, near or bifocal/varifocal pair.

(GOS 3 & 4)

If contact lenses, or a distance, bifocal or near pair of glasses is
supplied, please ensure the voucher supplements value for the first
pair is provided.

You will find this in the suppliers declaration — Part 3, sub section 2.
(GOS 3)
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Tips for Completing

X Complete using black ink.

X In BLOCK capital letters. m

X Ensure that all the characters you write England

Pa pe r G O S 1 fo rms are centred within the boxes. brimary Care Support England

In part 1 of the patients details, you
need to enter the patients:

Title

First Name

Surname

Previous surname (if applicable)
Full address and postcode

All dates must be entered in the same
format of (DDMMYYYY) as an example:
31032021

If you don't know the exact date of the
last sight test, you can enter the year in
the last 4 boxes.

X Make sure you complete all of the
mandatory information.

. GOS1 APPLICATION FOR AN NHS FUNDED SIGHT TEST 06/20 n

Please complete this form using black ink and in BLOCK CAPITALS

Part 1 PATIENT'S DETAILS

L ) MR . F\rslnames:.F. I.RHS T IN A ME

Sumame: S UR N AM

e oo [E]SITIRIEEMINAMIE]

You must declare if you have seen
'Evidence of the patients eligibility’
or not. Simply cross ‘Seen’ or ‘Not
seen’. One option MUST be crossed.

You need to place a cross (X) in all of the
eligibility boxes that apply to the patient.

If applicable to the eligibility category,
you need to complete the name and
town of the establishment.

For eligibility due to benefits, you must
cross the correct box to indicate if the
patient or their partner/someone they
are a dependant of if they are under 20
is the recipient of the benefit.

If the benefit recipient is not the patient,
you must enter the name, NI Number (if
known) and DOB of the person receiving
the benefit.

For HC2 put a cross in this box and
enter certificate number. Do not cross
I/my partner above.

If the person signing is someone other
than the patient, then a cross (X) must
be placed against ‘patients parent’ or
‘patients carer or guardian’ box’ and the
name of the signatory entered.

A cross (X) should be place in the
‘same address as patient’ box where
appropriate.

Part 2 PATIENT'S DECLARATION

past 12 e T T e s | | | | | B | | (B | | |
morths  Address: T|OJW N
C|I||T]VY Postcode: | LI|S|1(1(/O||P||A
2 31]/0 3/19]/8/8] mnHsn: NN |
Date of last T M bTAEIAl e .
sight test o l2][0)2]0 Eakieat: Lot Ko
ELIGIBILITY
| 1am 80 or over || lamunder16™ (Optician use only)
Evidence of eligibility
| am 40 or gyer s R e
Tick afl boxes | | |seen |X|Not seen
X a8 as 7 1t
Vetictapply I am a full time student aged 16, 17 or 18 "" at the school / college / university belo\_w -
foyou. | | |am a prisoner on leave from the prison detailed below ™" | suffer from | |diabetes /| |glaucoma — my GP's details are below
e = » - a - | | 1 am registered biind / partially sighted with the
be entitled ophthalmologist at the hospital below Local Authority below
fo an optical . . -
voucher Details of establishment (school / college / university / prison / GP / local authority / hospital)
¥ you are | | | | | P | | | P P | P | | (R | O PR | P | | | | | | | | | | | | | |
inone of Name: E||S|TA/BIL|I|SIHMENT NAME
these groups. PR PR VRS s R S - ST WA A S| T S S P S, e O O e O S T 1 A
Askthe Toen: | TIOWN INAME
person who e b N e A e R B S SR A S e e T b S e A R R e A0 2
+ 'P“SJ"’;’ (X1 r[_lmy partner. X!Income Support __|Universal Credit and meets || Pension Credit Guarantee Credit "’ +
¥ or person | am dependent the criteria. Find out more st
on if | am under 20, www.nhsbsa nhs.uk/UC

receive(s) or is included

in an award of __lIncome-based Jobseeker's || PMcome-related Employment [ Tax Credit and | am /we are named on a

Allowance * and Support Allowance * valid NHS Tax Credit Exemption Certificate ™

Person getting the benefit / credit if not the patient

Mame
N.LN"% Date of birth:
| am named on a valid HC2 certificate ™ Certificate number: Hc2- | 1)/211 3/4/5(6(7/8/[9

| have been prescribed complex lenses under the NHS optical voucher scheme ™"

** If you are Xcleclare that the information | have given on this form is comrect and complete. | understand that if it is not, appropriate action may be taken against
under 16 or Me including repayment of the NHS sight test fee and payment of a penalty charge. To enable the NHS to check my entitlement, and on the basis
incapable of NHS England performing tasks in the public interest, my personal data may be disclosed to NHS Business Services Authority, Department
of signing, for Work and Pensions, HM Revenue & Customs, NHS Digital, NHS Counter Fraud Authority, education providers, HM Prison Service, local
your parert, aythorities, and bodies performing functions on their behalf. | may also be contacted about this form or the test. My claim will be processed by
carerof  pCSE (Capita) and the relevant controller is NHS England. | can find out more about my rights at: hitps:/Awww.england.nhs.uk/contact-us/privacy-

oy ’”:b: notice/ or by contacting 0300 311 22 33. Where | have provided personel data on behalf of ancther person, they agree to me doing so, and | will
responsible  sraw this notice to their attention
for you s = - M
= ‘ B | amthe | X|patient | patient's parent | |patient's carer or guardian | |same address as patient
and gne
their name
and address g
Signature™ pate: |3/ 1/0|(31(2(/0/2/1
Name: F I/RIST|NAME S UR/INAIME
Address A|D DR ES S



Tips for Completing

Paper GOS 1 forms

A cross should be placed against the
patient’s ethnic group if they wish to
complete this section.

You must enter the date the sight test
took place in the format DDMMYYY.

Record an early retest code if applicable.
For example: Use code 1, 2 and 6.
NOT 1.0, 2.0 and 6.0.

If the patient is issued a voucher you
should insert the appropriate voucher
category in these boxes.

The performer who has conducted

the sight must enter their name and
Performer List number which is the GOC
number and must be entered in the
format 01-99999. There is no longer

a prefix or suffix on a PL number. They
will also need to sign and date the form
here, unless they are a contractor.

If the performer is also the contractor,
then a cross should be entered here to
indicate this and the form should be
signed in the contractor declaration
section.

This final declaration must be completed
by the ‘contractor’ or ‘authorised
signatory’.

They must include:

Their signature

The date completed

Their name

The contractor’s name (i.e. the
practice name)

Organisation number (ODS code)

Claims cannot be processed without the
correct 5 character ODS code. The link
below can help you find the right ODS
code for your practice:

https://odsportal.digital.nhs.uk/
Organisation/Search

X Complete using black ink.
X In BLOCK capital letters.

are centred within the boxes.

mandatory information.

X Ensure that all the characters you write

INHS|

England

Primary Care Support England

X Make sure you complete all of the

. Please choose ONE selection from the list to indicate your ethnic group (optional) .
White Mixed Asian or Asian British Black or Black British Other ethnic groups
‘ | British ] \Whlte and Black | ‘Asmn or Asian British ‘ \Black or Black British Chinese
Caribbean Indian Caribbean
‘ | Irish \ iWhlte and Black | ‘Asmn or Asian British ‘ ‘Black or Black British \ Any other
African Pakistani African ethnic group
‘ fAny other White } ]Whl!e and Asian [ ‘Asmn or Asian British ‘ ‘Any other Black [ Not stated
background Bangladeshi background
‘ ‘Any other mixed 1 ‘Any other Asian
background background
Part PERFORMER'S DECLARATION
| have tested the sight of the prson‘ [ ‘ ‘ | ‘ ‘ ’ In the case of a re-test at less than the standard [
Bmeq o ot o 3 ‘ 1]10[3/2]0/2] 1 interval, please specify the appropriate code: [ !
\ The patient was referred ‘ \ Anew or changed prescription was issued
‘ A statement was issued showing no prescription was required ‘ ‘ An unchanged prescription was issued
[ Avoucher was issued
Distance/ Bifocal voucher type: ‘A ‘ or/| |Complex Supplements: | | Prism ‘Tlnl [ |1f the sight test has been conducted by the
) ) ontractor only one signature is required at
Reading voucher type: ‘ ‘or/ |_IComplex Supplements: [ ‘ Prism | \Tlnt L bottom of this form. Please put a cross in
e box and complete the performers name
* Ind performer list number only.
To be completed by the Performer who has conducted the sight test
Performer’s ( T
neme: ~ [F ][R s][7][N[ [ mle]_]ls][vi[RIN[afm]e] LI LPLOOHHOEOONHN
Performers
>(0][1]-[[9][9][9]ls][9
+ Performer’s i‘a r +
signature oate: [3][1][0][3][2][0][2][1 ]
DECLARATION
| claim the current NHS sight test fee under the NHS (Optical Charges and Payments) Regulations 3013, | declare that the information given
on this form is correct and complete and that this is the original form as signed by the respective patignt, or other person as appropriate
| understand that if | withhold information or provide false or misleading information, disciplinary actigh may be taken against me and | may
be liable to prosecution and or civil proceedings. | understand that my personal data will be processgd by PCSE (Capita) to verify this Claim
and the relevant controller is NHS England. | can find out more about my rights at: https:/Avww.engldghd.nhs.uk/contact-us/privacy-notice/, or
by contacting 0300 311 22 33
To be completed by the contractor or authorised signatory
Signature 8 Date 34—1—9%—#2—*—94—2—#1
neme: | FI[Z][RlIS][T][N[4M[e][_]is|u]RIN]alm[e]l ]I COODOCC
, 1 [ 1 1 —
e [ PY[RIA]l |7 c]le]_N[lmtel IO OO OO OOOOOHO
name | 1 ] J
Organisation ‘ ‘ ‘ H ” ‘
number A‘ 1jAl1]jA
@
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Tips for Completing

Paper GOS 3 forms

In part 1 of the patient’s details, you
need to enter the patient’s:

Title

First Name

Surname

Previous surname (if applicable)
Full address and postcode

AN N NN

X Complete using black ink.

INHS|

England

X In BLOCK capital letters.

X Ensure that all the characters you write

are centred within the boxes.
Primary Care Support England
X Make sure you complete all of the

mandatory information.

All dates must be entered in the same
format of (DDMMYYYY) as an example:

31032021

You must declare if you have seen
'Evidence of the patients eligibility’
or not. Simply cross ‘Seen’ or ‘Not
seen’. One option MUST be crossed.

You need to place a cross (X) in all of the
eligibility boxes that apply to the patient.

If applicable to the eligibility category,
you need to complete the name and
town of the establishment.

For eligibility due to benefits, you must
cross the correct box to indicate if the
patient or their partner/someone they
are a dependant of if they are under 20
is the recipient of the benefit.

If the benefit recipient is not the patient,
you must enter the name, NI Number (if
known) and DOB of the person receiving
the benefit.

For HC2 put a cross in this box and
enter certificate number. Do not cross
I/my partner above.

GOS 3 NHS OPTICAL VOUCHER AND PATIENTS STATEMENT 06/20
Toget your glasses/contact lenses, fill in, sign and date Part 2 when you order them from the optician of your choice. Sign and date Part 4 overleaf
to confirm that you have received them. Please complete this form using black ink and in BLOCK CAPITALS
Part 1 PATIENT'S DETAILS
=i > M| R Flrstnames:‘FI R‘S|T‘ ‘N|AME ‘ | ‘ ‘ | ‘ | ‘ ‘ | ‘
sumame: S|V RIN AME[ | | | [[[]] [[[]] L[]}
“If changed Previous
within the - sumame™ 1123 S TIRIEE|T N A ME
past 12
months  Address: T O/W/N
CIT T|Y Postcode: L S|1(1 O|P A
siifetere - Dt of birth: 3|1 ‘0 31988 NHS N°*: ‘ | ‘ | NIN°? ‘ | ‘ |
ELIGIBILITY
My name and address are as shown above. | wish to order glasses / contact lenses and | am entitled
{o use the above voucher today because:
= (Optician use only)

Tick all boxes |:| I am under 16

which apply I am a full time student aged 16, 17 or 18 at the school / college / university below

Evidence of eligibility

Seen D Not seen

to you. These ) . i
D | am a prisoner on leave from the prison detailed below
must apply on
the date you Detalls of establishment (school / college / university / prison):
arder your
gassesor  Name: E ST AB[L/T|SH MENT| NAME [ TTT11 [ 1]
contact lenses

D Universal Credit and meets
the criteria. Find out more at
www.nhsbsa.nhs.uk/UC

l:‘ Pension Credit Guarantee Credit

T T/OWN [NAME | |
ﬁ I f|:|rny partner,

or person | am dependent
on if | am under 20,
receive(s) or is included
in an award of:

I:‘ Income Support

Dlnmme—based Jobseeker's D Income-related Employment
Allowance and Support Allowance

[ L[]

Date of birth: |

DTax Credit and | am / we are named on a
valid NHS Tax Credit Exemption Certificate

N.LN° % ‘

ﬁ | am named on a valid: D HC2 or DHCB certificate Certificate number: HC - ‘ | ‘ |

Person getting the benefit / credit if not the patient:

Name: ‘

If the person signing is someone other
than the patient, then a cross (X) must
be placed against ‘patients parent’ or
‘patients carer or guardian’ box’ and the
name of the signatory entered.

A cross (X) should be place in the
‘same address as patient’ box where
appropriate.

The HC3 (box B) shows that the voucher value will be reduced by: £ DI . DD

D | have been prescribed complex lenses under the NHS optical voucher scheme

Part 2 PATIENT'S DECLARATION

**If you are | declare that the information | have given on this form is correct and complete. | understand that if it is not, appropriate action may be taken

under 16 or against me including repayment of the cost of the optical voucher and payment of a penalty charge. To enable the NHS to check my entitlement,
mcapa{)fe and on the basis of NHS England performing tasks in the public interest, my personal data may be disclosed to NHS Business Services Authority,
of signing, - Department for Work and Pensions, HM Revenue & Customs, NHS Digital, NHS Counter Fraud Authority, education providers, HM Prison Service,

your parent, oo authorities, and bodies performing functions on their behalf. | may also be contacted about this form or the test. My claim will be processed by

Ca'ﬁ}f,gﬁ PCSE (Capita) and the relevant controller is NHS England. | can find out more about my rights at: https-/Awww england nhs.uk/contact-us/privacy-
notice/, or by contacting 0300 311 22 33. Where | have provided personal data on behalf of another person, they agree to me doing so, and | will
draw this notice to their attention

person
responsible
for you
should sign
and give
their name
and address .

Iam the E] patient D patient’s parent patient's carer or guardian D same address as patient

>

Signature™:

Date:

3/1032/02]1

Name:

FIT [R[s|T NJA[M[E] suRNJA|ME]
AlbbRES|s| | || HEN

[ ] HINNEERREEEN
|

Voucher code: ‘ |

Address:

‘ | ‘ Postcode: L‘S‘lIIVOVPiA‘

Authorisation code:

@
[T- [P-




Tips for Completing

X Complete using black ink.

X In BLOCK capital letters. m

X Ensure that all the characters you write England

Pa pe r G O S 3 fo rms are centred within the boxes. brimary Care Support England

You will need to insert the value in the
prism cimal place and use in, ot, up,

dn for the direction, if there are 2
components then use the second row
for the other component. Please enter
the + or - in the boxes shown for the
distance prescription and do not enter a
+ sign in the Add.

If the Sph power is plano it should be
written as 0.00

Enter the relevant categories for the
voucher types being prescribed and
cross Prism or Tint if supplements being
applied.

X Make sure you complete all of the
mandatory information.

The performer who is completing the
GOS 3 must enter their name and
Performer List number which is the GOC
number and must be entered in the
format 01-99999. There is no longer a
prefix or suffix on a PL number. They will
also need to sign and date the form here.

Exception processing should be crossed
if the form does not meet the normal
GOS rules e.g. no patient signature due
to uncollected glasses.

Cross the type(s) of glasses being
supplied and whether it is a new
prescription or fair wear and tear.

Enter the number of prisms and tints
being claimed for each pair if applicable.

Enter box centre distance in mm if small
glasses supplement is being claimed and
enter a cross for special facial
characteristics or prism controlled bifocal
supplements where applicable.

e Enter retail cost in row 1 but only if it
is less than voucher value

e Enter voucher value(s) for 1st Pair, 2nd

o If eligibility is due to HC3, enter the
value of patient’s contribution shown
on their certificate in row 3

e Enter Total Claim value in row 4

atient's cg

Total claim

[ | PRESCRIPTION | |
+  Sph +- Cyl Auis Prism Base  +- Sph +- C Auis Prism _Base
R L
! 1 5[0l Bl (sfe)[ (1 (9 ov] Jol{o/dl - [Tl 28l a5l (I [
G ~ - b . n h I n - - - F
by the
practiener 1 200]_|1].7[3] LI EJC T ool 2] (78] HO-O0x
af your
sight test  Distance/ Bifocal voucher type: |E ‘or t[complex Supplements: [ |Prism [ | Tint
Reading voucher type: ﬂ or/|_|Complex Supplements: || Prism [ | Tint
To be completed by the Performer who has conducted the sight test
Performer’s = ] ] ]
e [F[2|R]s] TN A[m€]s][u]en]amife] I HOOEOHEHO
Performers r r r r
list number: ﬂil'_“z BI ﬂlﬂﬂ Date of this prescription ﬂll@g IEI QIEIL
Performer's [ ou
e Sign one. 31103202
Part 3 *SUFFLIER’S DECLARATION
"'::c':'r:;:: In accerdance with the prescription | have supplied: [ Jcontact lenses @glasses - [ Exception Processing”
approval or The glasses/contact lenses | have supplied are :‘ distance pair and / or || near pair or | X| bifocal / varifocal pair *
hen It o
ne::ss:n,;:; because the patient named on this optical woucher X] requires a new or changed prescription
annntau:::l: __|has an unchanged prescription but has glasses / contact lenses which are unsenviceable due to fair wear and tear
IM: Supplements provided:
“Please 1 Pair: D Prism’ I: Tint® [ Small Glasses’ |:| mm [ ] Special facial characteristics [ Prism conffolled bifocals
write the p—
””m::':: 2f° Pair: |_‘ Prism" r Tint' | | Small GlassesE, |:| mm | ‘ Special facial characteristics
st A nd i
% pioase | Blaim und@Mhe NHS optical voucher scheme as follows: 1" pair 27 pair Total
state boxed 1
centre tual retaiffcost of glasses / contact lenses £|_H7|_||_H7+ £ ’_”_I—‘ I_Iﬂ £ —H_||7’_| (1)
+ distance in Iffess than pr equal to voucher value(s) plus any supplement(s) ) ) ' T ) +
milimeters —/
al of vougher(s) and supplement(s) (specified above) Eﬂlzm m|6+ £ HHT HH £ ZIFIBW 2)

tribution as shown by box B of HC3 (if applicabie) A £ :|E| I:D (3)

or glasses / contact lenses (1 or 2 - whichever is the lowest, minus 3) £ ﬂm EM (4)

ON

| claim payment shown above under the NHS (Optical Charges and Payments) Rggulations 2013, | declare that the information given on this form
is correct and complete and that this is the original form as signed by the respectife patient, or other person as appropriate. | understand that if |

withhold information or provide false or misleading information, disciplinary actionfnay be taken against me and | may be liable to prosecution and
or civil proceedings. | understand that my personal data will be processed by PCHE (Capita) to verify this Claim and the relevant controller is NHS

England. | ci

MName
Supplier’s

an find out more about my rights at: hitps:/fwww england.nhs.uk/contget-us/privacy-notice/ or by contacting 0300 311 22 33,

ﬁ Date of first / only pair supplied E |§|§|E < .
Supplier's signat§re:

Date of second pair supplied

U |
Tl i X Y S ) [
P IR Ale|[z]c]e]l Infalmell ¥ L0 HH OO Oooooonn

Enter the date(s) glasses were supplied
The Supplier Signatory must be enter:

e Their full name

e The practice name (in ‘Supplier's name’)
¢ Organisation Number (ODS Code)

e Their signature

Claims cannot be processed without the
correct 5 character ODS code. The link
below can help you find the correct ODS
code for your practice:
https://odsportal.digital.nhs.uk/
Organisation/Search

" Please write
the number
of pairs of
contact lenses
you have
received

**if you are
under 16 or

e

Cross the type of glasses supplied.

of signing,
your parert,
carer or
other person
responsible
for you shouk!
sign and give
their name
and address

o

Organisation A‘ 1 |AH 1 ‘A|

number:

Part 4

PATIENT'S DECLARATION

| confirm that | have received |_| distance pair and / or |—|near pair mmfocal fvarifocal pair of glasses or JLU pairs of contact lenses,*"

on the date

| agree that

shown above, and used an NHS optical voucher,

the declaration signed on Part 2 of this form also applies Ahe collection of my glasses/contact lenses. | agree that none of the

information on this form has changed and | am still eligible. If | am not the same patient's parent or patients carer or guardian that signed Part 2

| confirm | have read the declaration as detailed in Part 2

| am the Dpatlem I:‘ patient's parent |: patient's carer or guardian same address as patient

Signature**:
Name:;

Address

g‘?“ oue: [3][1]0]3][20 21
NeHEASAWANAN AN (NNSNANBNRNESWANBANNE
DO00R00CCO0000RC0000C0000 e OOO0000

If the person signing is someone other
than the patient, then a cross (X) must
be placed against ‘patient’s parent’ or
‘patient’s carer or guardian’ box’ and the
name of the signatory entered.

A cross (X) should be place in the

‘same address as patient’ box where
appropriate.
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X Complete using black ink.

Ti ps for Com pleti ng X In BLOCK capital letters. m

X Ensure that all the characters you write England

Pa pe r G O S 4 fo rms are centred within the boxes. brimary Care Support England

X Make sure you complete all of the
mandatory information.

GOS 4 NHS OPTICAL REPAIR/REPLACEMENT VOUCHER APPLICATION FORM 06/20

You cannot get help if your glasses/contact lenses are covered by warranty, insurance or after care service. If they are not, and you are under 18, you will
get a voucher towards the cost of a repair or replacement. If you are aged 16 or over, and are in one of the categories shown in Part 1, you must satisfy
NHS England that your glasses or contact lenses were lost or damaged because you were ill. You can wait for NHS England to approve your claim before
you get the repair/replacement done or you can pay and claim a refund (see www.nhs.uk/healthcosts for more information). You can only have a refund if
NHS England agrees. Please complete this form using black ink and in BLOCK CAPITALS

Part 1 PATIENT’S DETAILS

me MR posrenes RIS ONEIE 0000000000000
e sl E 0000 O000C000000000000000
, e e, [00000000000000000000000000000000
adoes muspo oered nhesome W a1z [ eT] Il 00000000000
032021 clzlwly ol OO I e [Ef512]1[0]f
s s p|1Jola [u[slele] were (1 IIIOCI woe OO0

In part 1 of the patient’s details, you
need to enter the patient's:
Title

v/ First Name

v/ Surname

v/ Previous surname (if applicable)
v/ Full address and postcode

AN

You must declare if you have seen Date of last DDD DDDDD
g . ey ' i X
Evidence of the patients eligibility sight test: [rirsttest X]otknoun
or not. Simply cross ‘Seen’ or ‘Not
- ELIGIBILITY
seen’. One option MUST be crossed. — _ -
AN - e [ L = e T == g T T T e T T (Optician use only)
. ] Evidence of eligibility
You need to pIace a Cross (x) in all of the 7,0;7 al‘i’boxels |:| | am a full time student aged 18, 17 or 18 at the school / college / university below Seen D Nt seen
wiieh apply D | am a prisoner on leave from the prison detailed below

eligibility boxes that apply to the patient. o you. Thoee

If applicable to the eligibility category, ‘Zﬁ;ﬂ;‘;ﬁ?] Details of establishment (school / college / university / prison / local authority)

toun of the cstablishment v E][S][TI[AJ]L [ HIwE N Ina el I OOO0
comeremee oo [TJOIWINIL N eI ]

For elltghlblhty dutet;to bten-ef(ljt-s’ ){OufThUSt | /|:| my partner, |:| Income Support D Universal Credit and meets the criteria. D Pension Credit Guarantee Credit

CI’O$S € CO”‘?C OX 1o Indicate | € + or person | am dependent Find out more at www.nhsbsa.nhs.uk/UC +
patient or their partner/someone they on if | am under 20,

are a dependant of if they are under 20 receive(s) or is included [Tincome-based [ Jincome-related Employment [ ] Tax Credit and | am / we are named on a

is the reC|p|ent of the benefit. in an award of: Jobseeker's Allowance and Support Allowance valid NHS Tax Credit Exemption Certificate

If the benefit recipient is not the patient, Person getting the benefit / credit if not the patient:

fou st enter e e N Number (1 w: 00000000000000000000000000000
e berert we: JOO000000  seewsee CO0000

For HC2 put a cross in this box and I am named on a valid: [ |HC2 or[ | HC3 certificate Certificate number: HCD - DDDDDDDDD

enter certificate number. Do not cross The HC3 (box B) shows that the voucher value will be reduced by: £ DDD . DD
I/my partner above.

|:| | have been prescribed complex lenses under the NHS optical voucher scheme

Itis mandatory to cross the box and exp/anatroi DI have explained below how the loss or damage happened.

i relevant information foradult g weemers [ 1] IO OO OO0 0000 00000000000
e ] OOOOOOOOOOOOO OO OO0 0OOO OO O000000
If the person signing is someone other

than the patient, then a cross (X) must “If youare | confirm there is.no insu.rance warranty or after sales service covering my lost or damaged g\asses or contact \en;es. | de_clare _that the information |
. ' : , under 16 or - have given on this form is correct and complete. | understand that if it is not, appropriate action may be taken against me including repayment of the

be placed against 'patients parent’ or ncapatle  cost of the optical voucher and t of a penalty charge. To enable the NHS to check my entitiement, and on the basis of NHS England performi
‘patients carer or guardian’ box’ and the of oming, CoStof the optical voucher and payment o apenalty charge. To enable the o check my entitlement, and on the basis o ngland performing
pa . 9 our %rerg‘ tasks in the public interest, my personal data may be disclosed to NHS Business Services Authority, Department for Work and Pensions, HM Revenue
name of the S'Qnatory entered. v Dpam D; & Customs, NHS Digital, NHS Counter Fraud Authority, education providers, HM Prison Service, local authorities, and bodies performing functions
A Cross (X) should be place in the other person " their behalf. | may also be contacteq about this form or the test. My claim will be proc_essed by‘PCSE (Capita) alnd the relevant controller is NHS
England. | can find out more about my rights at: https://www.england.nhs.uk/contact-us/privacy-notice/ or by contacting 0300 311 22 33. Where | have

’ : ’ responsible
same address as patlent box where for you provided personal data on behalf of another person, they agree to me doing so, and | will draw this notice to their attention.

appropriate. should=in | am the [X]patient [ ] patient's parent || patient's carer or guardian [ Jsame address as patient
ana give

T st Sgr O REEEEEE
veme: FI[T[R]s] TN AW EI [[s][v][RIN[aTmE] I T O OO
saness: - [AIIDIRE]s SO OOO D OO OO OO
fs LI T poseone: i [t 12 o] a]




X Complete using black ink.

X In BLOCK capital letters. m

X Ensure that all the characters you write England

Pa pe r G O S 4 fo rms are centred within the boxes. brimary Care Support England

X Make sure you complete all of the
mandatory information.

Part 3 NHS ENGLAND APPROVAL u

For patients aged over 16 the contractor should consult NHS England to seek approval. NHS England may not pay a claim if prior approval has not
been granted.

Tips for Completing

You must enter the approval code
obtained from NHSBSA for adult claims
and cross to confirm approval

The applicant’s claim has been considered and is: approved by NHS England D not approved by NHS England

Cross the type of glasses being supplied Approval code:
and whether the claim is for a repair or
the glasses are being replaced in full

| confirm that my: distance pair [l near pair [l bifocal / varifocal pair of glasses / contact lenses have been |X | repaired D replaced

If the person Signing is someone other P |l am Dthe patient D patient’s parent patient's carer or guardian same address as patient
than the patient, then a cross (X) must under 16 or

be placed against ‘patients parent’ or incapable .

‘patients carer or guardian’ box" and the of signing,

name of the signatory entered. i 3 3

A cross (X) should be place in the other person  Signature”: Date: @ @

same address as patient’ box where s vame: - [FJE[R]ls|T] LsRNAmE OO OO0 0000
“E8 s J00000C0CO00CC00000000000000000 1
Cross the type of glasses being supplied DD DDDDDDDDDDDDDDDDDDDDDD%S‘C“’Q DDDDDDD

andad@
and whether the claim is for a repair or
the glasses are being replaced in full. SUPPLIER’S DECLARATION

To be .
completed In accordance with the prq

by e

. . ription and details below | have repaired D replaced: ‘ l:l Exception Processing”
Exception processing should be crossed

if the form does not meet the normal

distance pair D neal pair D bifocal / varifocal pairofglasses/ contact lenses for the person named at Part 1 of this form.

GOS rules e.g. no patient signature due ,;'ﬁ’?gﬁgg R+/. Sph ase  +- h Axis _ Prism
to uncollected glasses. e T sl [ ool I M 0B el ool e DDE

case e 3012 [00] OO0 e 2] fo]] OO0

You must enter the Prescription and

voucher type if the claim is for a full e
rep|acemgﬁt or repair to lenses. ap{)‘:’?::/,g Voucher type: Dor! DComplex Supp\emenls:DPrism D'ﬁnt +

necessary to Voucher value appropriate to the above prescription ¢ |:| D D D D (1
annotate the .

Please enter the + or - in the boxes

shown for the distance prescription and form. Parts:
do not enter a + sign in the Add. "Please Lens/Contact Lenses Right D Left DBoth £I:I )
If the Sph power is plano it should be vnts the
written as 0.00. e of Frame [JFront [ Iwhole |1]side e[ 1 17][3][e]e
S 1 [ — Tl
. i P p— R R = S Tt e e

° Complete row <1> if replacmg glasses. distance in DSpecia\ facial characteristics D Prism controlled bifocal £DDD-DD(4)
e Complete row (2) and/or (3) for millmeters

repairs. CLAM

e Complete row (4) if applicable.

| claim under the NHS optical voucher scheme:

Voucher value plus any supplement(s) (sum of 1+4) £ DD D . D D ®)
- <[ 1] 5]

or part(s) at current prices plus any supplement(s) (sum of 2+3+4)

or actual retail cost of glasses / contact lenses is less £ |:| D D : D D Y]

Complete row (5) if replacing glasses.
Complete row (6) for repairs.
Only complete row (7) if the retail cost is
less than voucher value.

If eligibility is due to HC3, enter the £DDD DD "
value of patient’s contribution shown on Patient’s contribution as shown by box B of certificate HC3 (if applicable) . @
their certificate in (8). L R D!@ E@
Enter total claim value here. DECLARATION

| claim the payment shown above under the NHS (Optical Charges and Payments) Regulations 2013. | declare that the information given on this
form is correct and complete and that this is the original form as signed by the respective patient, or other person as appropriate. | understand 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. | understand that my personal data will be processed by PCSE (Capita) to verify this Claim and the relevant controller is NHS
England. | can find out more about my rights at: https://www.england.nhs.uk/contact-us/privacy-notice/, or by contacting 0300 311 22 33.

Enter the date(s) glasses were supplied
The Supplier Signatory must be enter:
o Their full name

e The practice name (in ‘Supplier’s name’)
¢ Organisation Number (ODS Code)

e Their signature

Claims cannot be processed without the
correct 5 character ODS code. The link
below can help you find the correct ODS
code for your practice:
https://odsportal.digital.nhs.uk/
Organisation/Search

Signature: Date: @@

veme:  [FIZ]R]IS]T N[ €] s [ullRIN[amE IO OO

o [PIRJAJl ELINMEDOOHOHHOO OO OO
R

[ | [
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Tips for Completing

Paper GOS 5 forms

You must enter the following patient
details:

v/ Title

v/ First Name

v/ Surname

v/ Previous surname (if applicable)
v Full address and postcode

All dates must be entered in the same
format of (DDMMYYYY) as an example:

31032021

If you don't know the exact date of the
last sight test, you can enter the year in
the last 4 boxes.

For HC3, put a cross in the relevant box
and enter certificate number.

You need to place a cross (X) in all of the
eligibility boxes that apply to the patient.

If applicable to the eligibility category,
you need to complete the name and
town of the establishment.

A cross should be placed against the
patient’s ethnic group if they wish to
complete this section.

If the person signing is someone other
than the patient, then a cross (X) must
be placed against ‘patients parent’ or
‘patients carer or guardian’ box’ and the
name of the signatory entered.

A cross (X) should be place in the
‘same address as patient’ box where
appropriate.

GOS 5

X Complete using black ink.
X In BLOCK capital letters.

X Ensure that all the characters you write
are centred within the boxes.

X Make sure you complete all of the
mandatory information.

HELP WITH THE COST OF A PRIVATE SIGHT TEST 06/20

If you (or your partner) are named on a valid HC3 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 HC11 - "Help with health costs’, which is available at www.nhs.uk/healthcosts. 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

“If changed
within the

e M|R] || | rrstrames: [F[T][RS] T|[_]IN[AJm[ & [ ]0 I ]I I I

s IVIRINAME L CIIE OISO O

2]3]C s RIElE [ INCA eI

eIy eWNC IO OO0 OO OO OO OO OO

COOOOOCOOEOOOOOOOOOMOOT  eosesde: [Ls [1][1o][Pll4]

sltfofa][sl[aflg] wwsre: LTI wee IO
DDDDDDDD X First test [ Not known

| ID my partner are named on a valid HC3 certificate. Certificate number: HC3 - DDDDDDDDD

— showing (box A) that | have to pay up to EDDD D |:|fora private sight test.

[7] 1will pay up to the amount above (plus any difference between the NHS sight test fee and the cost of my sight test) provided my sight test
costs more than the NHS sight test.

Surname:

Previous
sumame":

Address:

Date of last
sight test:

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

IllllllllMlBED@I@@DDDDDDDDEDDDDDDEDDDDD
TelwiN[INlmEI L0000 OO0oooo oo

Please choose ONE selection from the list te indicate your ethnic group (opticnal):

White Mixed Asian or Asian British

[ |Biitish [ ] white and Black [_]Asian or Asian British
Caribbean Indian

[irish []white and Black [ Asian or Asian British
African Pakistani

[ ] Any other White

background

Black or Black British

|:| Black or Black British
Caribbean

[ Black or Black British
African

[ Any other Black
background

Other ethnic groups
[ Ichinese

|:| Any other
ethnic group

D White and Asian DAsian or Asian British |:| Not stated
Bangladeshi

D Any other Asian
background

DAny other mixed
background

Part 2

** If you are
under 16 or
incapable
of signing,
your parent,
carer or
other parson
responsible
for you
should sign

o
their name
and address

p- | am the lz| patient D patient's parent D patient's carer or guardian

PATIENT’S DECLARATION

| declare that the information | have given on this form is correct and complete. | understand that if it is not, appropriate action may be taken against
me including repayment of the difference between my patient contribution and the NHS sight test fee and payment of a penalty charge. To enable
the NHS to check my entitlement, and on the basis of NHS England performing tasks in the public interest, my personal data may be disclosed

to NHS Business Services Authority, Department for Work and Pensions, HM Revenue & Customs, NHS Digital, NHS Counter Fraud Authority,
education providers, HM Prison Service, local authorities, and bodies performing functions on their behalf. | may also be contacted about this

form or the test. My claim will be processed by PCSE (Capita) and the relevant controller is NHS England. | can find out more about my rights at:
https:/fwww.england.nhs.uk/contact-us/privacy-notice/ or by contacting 0300 311 22 33. Where | have provided personal data on behalf of another
person, they agree to me doing so, and | will draw this notice to their attention.

same address as patient

g

Signature®*: Date: @ @B @
name: [P [T][R]ls [T]N[ATM[E[][s[u[R[N AMCel 1T T 1T I O]
saress [AIODRE]S] s ]I OO OO OO OO OO

o O T oseose: S 2119714

[i- P-

INHS|

England

Primary Care Support England



Tips for Completing

X Complete using black ink.

X In BLOCK capital letters. m

X Ensure that all the characters you write England

Pa pe r G O S 5 fo rms are centred within the boxes. brimary Care Support England

You must enter the date the sight test
took place in the format DDMMYYY.

Record an early retest code if applicable.
Use code 1, 2 and 6. NOT 1.0, 2.0 and
6.0.

Cross (X) to confirm if the visit was for
one patient or several patients and to
indicate if this patient was the 1st, 2nd
or 3rd / subsequent patient at the
address.

The performer who has conducted

the sight must enter their name and
Performer List number which is the GOC
number and must be entered in the
format 01-99999. There is no longer a
prefix or suffix on a PL number.

They will also need to sign and date the
form here, unless they are a contractor.

If the performer is also the contractor,
then a cross should be entered here to
indicate this and the form should be
signed in the contractor declaration
section.

Enter the address and postcode where
the sight test took place.

This final declaration must be completed
by the ‘contractor’ or’ authorised
signatory’.

They must include:

e Their Full name

¢ Practice Name

e Organisation Number (ODS Code)
e The date completed

¢ Their signature

X Make sure you complete all of the
mandatory information.

Part 3 PERFORMER’S DECLARATION u

| have tested the sight of the person @ @ In the case of a re-test at less than the standard
named on this form on: interval, please specify the appropriate code: X].
D The patient was referred D Anew or changed prescription was issued

D A statement was issued showing no prescription was required D An unchanged prescription was issued

D Avoucher was issued:

Distance/ Bifocal voucher type: D or/ D ComplexSupplements: D Prism D Tint D If the sight test has been conducted by the

ntractor only one signature is required at the
Reading voucher type: D or/ D Complex Supplements: D Prism D Tint ttom of this form. Please put a cross in the box
hd complete the performers name and performer
5t number only.

This patient was the:

1% patient at the address D 2m patient at the address D 39or subsequent patient at the dddress

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

Perf g

ane FTRISTINATME [V RINAIME OO 000000000000
erformers

list number: DDDDDDDD

P_er'fom\e_r‘s g‘ﬂ"
signature: Date: EI @ .

CLAIM
I claim for a sight test:

Lower of private charge or NHS sight test fee £ D D D . D D (1
Lower of the private charge or NHS domiciliary visit fee (where appropriate) £ D D D . D D 2)
Maximum claimable in respect of sight test (sum of 1+2) £ D D D . D D (3)
Patient’s contribution as shown by box A of HC3 £ D D D . D D 4)
Total claim in respect of sight test (3 minus 4) £ D D D . D D

3] sl R T A 00000000

OO OO OO eesesce: (L] 2] 2] 0] P[4

DECLARATION

| claim the payment shown above under the NHS (Optical Charges and Payments) Regulations 2013. | declare that the information given on this
form is correct and complete and that this is the original form as signed by the respective patient, or other person as appropriate. | understand 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. | understand that my personal data will be processed by PCSE (Capita) to verify this Claim and the relevant controller is NHS
England. | can find out more about my rights at: https://www.england.nhs.uk/contact-us/privacy-notice/, or by contacting 0300 311 22 33,

To be completed by the contractor or authorised signatory

Signature: g‘ﬂ“ Date: @ @
name: (FJE] RSN [E] s[RI Al el T I IO
%ﬁ@sgg= =EEEDHIWEDDDDDDDDDDDDDDDDDDDDDD
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Tips for Completing

Paper GOS 6 forms

You must enter the PCSE Online PVN
reference number for the domiciliary visit.

You must enter the following patient
detailsensuring they match what you
entered on the PVN.

Title

First Name

Surname

Previous surname (if applicable)
Full address and postcode

All dates must be entered in the same
format of (DDMMYYYY) as an example:

31032021

If you don't know the exact date of the
last sight test, you can enter the year in
the last 4 boxes.

You must enter the reason the patient
has given for requiring a domiciliary
sight test.

You must declare if you have seen
‘Evidence of the patient’s eligibility’ or
not. Simply cross ‘Seen’ or ‘Not seen’.
One option MUST be crossed.

You need to place a cross (X) in all of the
eligibility boxes that apply to the patient.

If applicable to the eligibility category,
you need to complete the name and
town of the establishment.

For eligibility due to benefits, you must
cross the correct box to indicate if the
patient or their partner/someone they
are a dependant of if they are under

20 is the recipient of the benefit. If the
benefit recipient is not the patient, you
must enter the name, NI Number and
DOB of the person receiving the benefit.

For HC2, put a cross in the relevant box
and enter certificate number. Do not
cross I/my partner above.

If the person signing is someone other
than the patient, then a cross (X) must
be placed against "patient’s parent’ or
‘patient’s carer or guardian’ box’ and the
name of the signatory entered.

A cross (X) should be place in the

‘same address as patient’ box where
appropriate.

GOS 6

Please complete this form using black ink and in BLOCK CAPITALS

X Complete using black ink.
X In BLOCK capital letters.

INHS|

England

X Ensure that all the characters you write

are centred within the boxes.
Primary Care Support England
X Make sure you complete all of the

mandatory information.

APPLICATION FOR A MOBILE NHS FUNDED SIGHT TEST 06/20

Pre-Visit Notification reference number: P -

Part 1 PATIENT’S DETAILS

me o [MIRI ] erstoames: (P[] R[S T INa W€ ICIIE IO IO IO

*If changed
within the
past 12
months

"If known

somame: [[ U[R]IN[Am[E] T ]I OO0 OO
amane L0 OO OO

saaress:[t2[3] [ |R ]l IN[afme] 1[I0 O
el v oiNE I LT poseose s 2] o] Plia]
(3] 13 2]lsl8lle]  swsne: [T s IEIE LI

Date of birth:
Date of last DDDDDDDD . X
sight test: D First test Not known

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

I NN
IR NN NN N NEEE

Tick all boxes
which apply
to you.

You may be
entitled to

+ an optical

voucher
if you are

these groups.
Ask the
person who
tests your
sight.

ELIGIBILITY
| am 80 or over

|| 1am 40 or over and am the parent / brother / sister / child of a person who has or had glaucoma

(Optician use only)
Evidence of eligibility

Seen D Not Seen

[] 1amunder 18’

l:‘ | am a full time student aged 16, 17 or 18 " at the school / college / university below:
D | am a prisoner on leave from the prison detailed below " | suffer from D diabetes / D glaucoma — my GP's details are below

D | am registered blind / partially sighted with the
Local Authority below

D | am considered to be at risk of glaucoma by an
ophthalmologist at the hospital below

Details of establishment (school / college / university / prison / GP / local authority / hospital)

v €[ 5| ][ a][8] L]zl W] INIFT]T I ]I ]
reun: - [TJOJWIN N[l ] ] OO

DI ./D my partner, D Income Support D Universal Credit and meets the criteria. D Pension Credit Guarantee Credit
or person | am dependent Find out more at www.nhsbsa.nhs.uk/UC

on if | am under 20,

receive(s) or is included D Income-based

in an award of: Jobseeker’s Allowance

DTax Credit and | am / we are named on a
valid NHS Tax Credit Exemption Certificate

D Income-related Employment
and Support Allowance

Person getting the benefit / credit if not the patient:

eme: || IO E OO OO O O
we: TOJ000000  esesrsen J 0
(] 1am named on a valid HC2 cerfificate " Certificate number: HC2 - DDDDDDDD D

D | have been prescribed complex lenses under the NHS optical voucher scheme ™'

Part 2 PATIENT’S DECLARATION
" Ifyouare | declare that the information | have given on this form is correct and complete. | understand that if it is not, appropriate action may be taken against
under 16 or

incapable

of signing,
your parent,
carer or
other person
responsible
far you

and give
their name
and address

-

me including repayment of the NHS sight test fee and payment of a penalty charge. To enable the NHS to check my entitlement, and on the basis
of NHS England performing tasks in the public interest, my personal data may be disclosed to NHS Business Services Authority, Department

for Werk and Pensions, HM Revenue & Customs, NHS Digital, NHS Counter Fraud Authority, education providers, HM Prison Service, local
authorities, and bodies performing functions on their behalf. | may also be contacted about this form or the test. My claim will be processed by
PCSE (Capita) and the relevant controller is NHS England. | can find out more about my rights at: https://www.england.nhs.uk/contact-us/privacy-
notice/ or by contacting 0300 311 22 33. Where | have provided personal data on behalf of another person, they agree to me doing so, and | will
draw this notice to their attention.

| am the l:‘ patient patient’s parent D patient’s carer or guardian same address as patient

g oer. EJEJAE IO
R A R NARE
ABbRERE OO0
OO A T e SRR R

Signature™:

Name:

Address:




Tips for Completing

Paper GOS 6 forms

A cross should be placed against the
patient’s ethnic group if they wish to
complete this section.

You must enter the date the sight test
took place in the format DDMMYYY.

Record an early retest code if applicable.
Use code 1, 2 and 6. NOT 1.0, 2.0 and
6.0.

Cross (X) to confirm if the visit was for
one patient or several patients and to

indicate if this patient was the 1st, 2nd or
3rd / subsequent patient at the address.

If a voucher was issued enter the
relevant voucher category as to whether
the patient is receiving distance/bifocals
or whether they are receiving a reading
voucher.

If the performer is also the contractor,
then a cross should be entered here to
indicate this and the form should be
signed in the contractor declaration
section.

The performer who has conducted

the sight must enter their name and
Performer List number which is the GOC
number and must be entered in the
format 01-99999. There is no longer a
prefix or suffix on a PL number.

They will also need to sign and date the
form here, unless they are a contractor.

Cross (X) to claim the sight test fee and
the appropriate domiciliary fee.

Enter the address and postcode where
the sight test took place. Please ensure
this matches what you entered on the
PVN.

This final declaration must be completed
by the ‘contractor’ or’ authorised
signatory’.

They must include:

e Their Full name

e Practice Name

e Organisation Number (ODS Code)
¢ The date completed

e Their signature

Part |

X Complete using black ink.

INHS|

England

X In BLOCK capital letters.

X Ensure that all the characters you write

are centred within the boxes.
Primary Care Support England
X Make sure you complete all of the

mandatory information.

Please choose ONE selection from the list to indicate your ethnic group (optional): .
White Mixed Asian or Asian British Black or Black British Other ethnic groups
D British l:‘ White and Black DAsian or Asian British D Black or Black British l:‘ Chinese

Caribbean Indian Caribbean
D Irish D White and Black DAsian or Asian British D Black or Black British DAny other

African Pakistani African ethnic group
D Any other White D White and Asian D Asian or Asian British D Any other Black D Not stated

background Bangladeshi background
DAny other mixed DAny other Asian

background background

} PERFORMER’S DECLARATION I

have tested the sight of the person
srermrremmrr— |3|11[0][32]o][2]1]

I:‘ | have made a domiciliary visit to conduct this sight test to one patient at the address in Part 1

In the case of a re-test at less than the stiindard I:I D
interval, please specify the appropriate code .

I have made a domiciliary visit to several patients at the address in Part 1
The patient was the: 1st patient at the address |:| 2nd patient at the address D 3rd or subsequent patient at the address

I:‘ The patient was referred D Anew or changed prescription was issued

I:‘ A statement was issued showing no prescription was required An unchanged prescription was issued

I:‘ The patient was added/substituted on the day of the visit D A voucher was issued:

If the sight test has been conducted by the
contractor only one signature is required at the
bottom of this form. Please put a cross in the
box and complete the performers name and

Distance/ Bifocal voucher type: D or/ DCompIex Supplements: D Prism D'ﬁnt

Reading voucher type: D or/ D Complex Supplements: D Prism D Tint

) performer list number only.
To be completed by the Performer who has conducted the sight test

e FER SN A JsuRINA e OO 00000000000
o ofx-lslls]s]ls]]

list number.
Performer’s g‘ﬂ“
signature:

CLAIM
I claim:

the current NHS sight test fee
the domiciliary fee for the 1st or 2nd patient at the address

D the domiciliary fee for the 3rd or subsequent patient at the address
Address where sight test took place

[1][213]Js|T R € fe]v] L INalmie I ]I T ]
OO OO OO eoseose: s [ e o Pl

DECLARATION

| claim the current NHS sight test fee under the NHS (Optical Charges and Payments) Regulations 2013. | declare that the information given
on this form is correct and complete and that this is the original form as signed by the respective patient, or other person as appropriate.

| understand 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. | understand that my personal data will be processed by PCSE (Capita) to verify this Claim and
the relevant controller is NHS England. | can find out more about my rights at: hitps://www.england.nhs.uk/contact-us/privacy-notice/, or by
contacting 0300 311 22 33.

To be completed by the contractor or authorised signatory

— o e [3]]0[3]2]0]2]t]
veme: [FJ[Z[R][s][7][N[ 4[] [[s][v[R]IN[am[e]l LI OO
e (PRIl [e]fee Nl EI IO OO0 OOOa 00

YEMIE  Organisation E
number:




Contact us

For further support and information, please visit our website:

71\ .
aan PCSE Online
W‘ www.pcse.england.nhs.uk

You can also find some really useful videos for submitting paper GOS
forms on the PCE YouTube channel:

PCSE YouTube Channel

Search ‘Paper GOS Claims'.

For queries relating to a particular service, please use our:

Enquiry Form
@ https://pcse.england.nhs.uk/contact-us/

Or alternatively, you can call our:

& Customer Support Centre

0333 014 2884

NHS

England

Primary Care Support England



mailto:www.pcse.england.nhs.uk?subject=GOS%20Form%20Support%20Request
https://pcse.england.nhs.uk/contact-us/

