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Qualifications of medical practitioners, ophthalmic opticians 
and dispensing opticians 

. . 
REGULATIONS, DATED 7TH MAY,' 1948, MADE BY THE MINISTRY' OF 

HEALTH AND LOCAL GOVERNMENT UNDER SECTIONS TWENTY-TWO 

AND EIGHTY-SIX OF THE HEALTH SERVICES ACT (NORTHERN IRELAND), 

1948. ~ Ijyf S./<d 0 (;J·).2i>7 . 
- 1948. No. 122 

The Ministry of Health and" Local Government for Northern Ireland 
(in these Regulations referred to as " the Ministry I'), in exercise of the 
powers conferred on it by sections tw.enty-two· and eighty-six· of the 
Health Services Act (Northern Ireland); 1948 (in these Regulations 
.referred to as " tJie Act "), hereby makes the following Regulations, 
that is to say:- . 

1.-(1) These Regulations may be cited as the Health Services 
(Supplementary Eye Services) (Qualifications) Regulations (Northern 
Ireland), 1948. 

(2) In these Regulations, unless the context otherwise requires, 
the following expressions have the meanings hereby assigned to them, 
that is to say :- o . 

" Minister" means the Minister of Health and Local Govern
ment for. Northern Ireland: 

" Authority'; means the Northern Ireland Hospitals Authority: 
" Tribunal ," means the Tri~unal constituted under the provisions 

of section sixteen of the Act : 

. (3) The Interpretation Act, 1921, $hall apply for the purpose 
,of the interpretation of these Regulations' in like manner as it applies 
for the interpretation of an Act of the Parliament of Northern Ireland. 

2.-(1) A medical practitioner who makes application to ~he Ministry 
in the form set out in Part I of the Schedule to these Regulations (or in 
a .form to the like effect) and who has - . 

(a) completed' an academic or post-graduate course in 
ophthalmology. approved py the Advisory COh1mitt~e herein
after in this paragraph mentioned and received a dIploma oJ; 
certificate in respect of such course; or .. . ' 

. (b) held for a period of two years an appointment as an ophthalmic 
surgeon or assistant ophthalmic surgeon on the staff of ail eye 
hospital or a hospital having a, special eye dep.artment ;, or 

(c) held any appointment for' a period of two years affording 
special opportunities for aC9.ui;ring, the nece~sary, s~ill and 
experience of the kind reqmred for the serVIces to be ren~ 
dered; or 

) 
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(d) had on the date of his application under this paragraph, his 
name included in the list of medical practitioners prepared 
by the British Medical Association or the National 
Ophthalmic Treatment Board or the Incorporated Ophthal
mic Council for use by approvea societies for the purpose of 
ophthalmic benefit under the National Health Insurance 
Act,1936, '.' 

and has had adequate, including recent, experience.ip. ophthalmology 
'shall be a medical practitioner having the prescribed qualifications for 
the purposes of section twenty-two of the Act. 

(2) The question whether any medical practitioner who makes 
an application under' the .foregoing provisions has, o~ has not had 
adequate experience shall be determined by the Ministry acting on the 
advice of an advisory committee to be appointed by the Minister under' 
the provisions of section three of the Act after consultation with the 
Authority and such organisation or organisations as may be recognised 
by the Minister as representing medical practitioners and ever.y such 
application shall be referred by the Ministry for consideration by that 
committee. 

3.-(1) An ophthalmic optician who makes applic~tion, in the form
set out in Part II of the Schedule to these Regulations (or a form to the 
like effect) and who:- <> 

(a) ,is in possession of one of the following diplomas or certifi-
cates:- ' 

(i) The Fellowship Diploma of the British Optical Associ
ation; 

(ii) The Honours Fellowship Diploma of the British Optical 
Association; 

(iii) The Fellowship Diploma of the Worshipful Company 
of Spectacle Makers ; , • 

, (iv) The Honours "Fellowship Diploma of the Worshipful 
• Company of Spectacle Makers; .. 
(v) 1,'he Fellowship' Diploma of the National Association 

of Opticians, if obtained subsequent to the 16th day of 
October, 1935 ; 

(vi) The Fellowship Diploma of the Scottish Association of 
Qpticians, if obtained subsequep.t to the 12th day of 
D~cember, 1935 ; 

(vii) The Membership Certificate of the Institute of Chemist
Opticians, if obtained subsequent to the 12th day of 
December, 1935; or 

(b) is on th~ day on which he m.akes such application an optician 
. on th.e lIst of the OphthalmIC Benefit Approved Committee ' 
constltuted under the National Health Ill!'lllrance Act, 1936 i 
or 
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(c) has at the date on which he makes such application been in 
practice as an ophthalmic optician, for fiftee~ 'out of the 
previous twenty years, including five years between the 1st 
day of October, 1930, and the 30th day of September, 1937, 

and has had adequate, 'including recent, experience as an ophthalmic 
optician shall be' an opthalmic optician having the prescribed quali
fications for the purposes of section eighty-six of the Act. 

-(2) The question whether an ophthalmic optician who makes an 
application under this Regulation has or has not had adequate experience 
shall be determined by the Ministry acting on the· advice' of an advisory· 
committee to be appointed by the Minister under the provisions of 
section three of the Act aiter consultation with the Authority and such 
organisation or organisations as may be recognized by the Minister as 

. representing opticians and every such application shall be referred by 
the Ministry for/consideration by. that committee. 

. (3) Notwithstanding the provisions of paragraph (I) of this 
-Regulation, a person who by virtue of having passed a supplementary 
or . modified examination is in possession of one of the diplomas or 
certificates specified in the said paragraph .shall not be entitled to have 
his possession of such diploma or certificate taken into consideratiqn 
for the purposes of this Regulation unless the advisory committee 
referred to in this Regulation advise that his possessoin of the diploma 
or certificate should be taken into consideration. 

4.-(1) A dispensing optician who makes application in the form 
set out'in Part III of the Schedule to these Regulations (or a form to 
the like effect) and who :-

(a2 is.in p.ossession of one 'of the following diplomas or certifi
cates :-

(i) any of the diplomas or certificates mentioned in sub
paragraph (a) of paragraph (2) of this Regulation or the 
dispensing certificate of any of the .. examining bodies 
referred to in the said sub-paragraph; . 

(ii) The Associate Diploma or the Fellowship Diploma of. 
. the Association of Dispensing Opticians; or 

(b) h~s passed the practical side of the final dii'pensing examin
ation of the Association of Dispensing Opticians and has 
been engaged ::is a dispensing optician Jor a period of five 
years; or . 

(c) has at the date on which he -makes such application been 
'. engaged as an optician for ten out of the previous fifteen 

years, .and for five years between the 1st day of October, 1930 
and the 30th day of September, 1937, . 

and has had adequate; including recent, experience as a dIspensing 
optician shall be a dispensing optician having the prescribed qualifi
cations for the purposes of section eighty-six of the 1\ct. 
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. (2) The question wnether a dispensing optician who makes an 
application under this Regulation has or has not had adequate experience 
shall be determined by the Ministry acting on the advice of the adv.isory 
committee referred to in paragraph (2) of Regulation three of these 
Regulations and every such applicat~on shall be referred by the lV[i~istry 
for consideration by that committee. 

S. A persbn who is entitled to make- an application either under 
Regulation three or Regulation four of these Regulations may apply 
under either Regulation, but no person shall have his qualifications 
approved un.der both . Regulations three and four. 

6. T.he qualifications required by an ophthalmic optician or a dis
pensing optician, being a firm or. company (whether corporate or urun
corpc rate,), for the pu~poses of s~ction eighty-:.six of t:Q.e .Act and these" 
Regulations, shall be that at all ptern.'ises at which the firm or company 
provide supplementary eye services such services shall be'in charge of 
a director or membet or employee of the firm or-company who pos.sesses:· . 

'(a) in the case c:f a firm or company who propose to provide . 
services as ophthalmic opticians, a qualification specified in 

. 

Regulation three of these Regulations, or . 
(b) in the case of a firm or company wh.o pFopose to provide 

services as gispensing opticians, a qualirycation specified in 
Regulation four of these Regulations. .' 

'. 7. Notwithstanding the foregoing provisions ofthese Regulations', 
a person who has the qualifications pr:escribed for a:qledlcal practitioner, 
ophthalmic optician ot dispensingopt.ician for the pnrposeof providing 
supplementary ophthalmic services in England and Wales or in Scotland 
under the National Health Service Act, 1946 and the National Health 
Service (Scotland) Act, 1947, respectively, shaH for the purposes of 
sections twenty-two and eighty-six of the Act and these Regulations . 
be deerp.ed to have.the c5>rresponding' qualifications prescribed by these 
Regulations; . . 

8. Every person who makes an application "Under any or' the fore
going provisions '0f these Regulations shall'be infonned by the Ministry 
as soon as may be practicable of the Ministry's determination in respect ' 
of that application and the Ministry also shall inf9rm the Authority 
and each of the advisory. committees referred to in these Regulations 
of each such determination. . 

9. A medical practitioner, an ophthalmic optician or a dispensing 
optician who has made an application under the foregoing'provisions 
of these Regulations and who has been informed that it has been deter.., 
mined by the Ministry that for the. purposes of those provisions he has 
not the prescribed qualifications, by reason of his not having had 
adequate experience, shall· if he wishes to provide supplementary eye 



I' 

Eye Services : Qualifications sSs 
• 

. . services as_ su~h under the "Act have the;~ght to require that the Author
ity . shall, within three months after the date on which it has 'been so 
determined by the Ministry, consider any offer he maY'make to provide 

. such services: Notwithstanding anything in .the foregoing provisions 
of these Regulations, if the Authority,-- after 'considering the offer made 
'by'any such person and suchl other inf()rmation as may be furn~shed by 
him, including the particulars givenhy him, in his ?pplication uilder 
the foregoing provisions ·of these. Regulations, think .fi:tso. to regard 
him, .~ilch person shall be regarded as ifhe had the prescribed qualifi
cations for the. purposes of these Regulations; but nothing i~ this 
Regulation shall prevertt the making of representations to the Tribunal 
in r~spect of that person in accordance with the pr:ovislon$ .of ,section 
sixteen of the Act,' 

. (L;S,) 

'v 

Sealed with the Official Seal of the Ministry of Health and Local 
Gqvernment for Northern ~reland this seventh day of May, 
one thousand -nine hundred and"forty-eight, in the presence 
~:' . 

.; 

Thos .. Elwood, 
Assistant Secretary . 

• 
SCHEDULE' 

~ART I. 
FORM S,RS. 1 

HEALTH SERVICES ACT (NORTHERN IRELANDY1948 
, . ' 4 

FORM OF ApP~ICA'l'~ON FOR' USE BY "A MEDICAL PR,o\CTI'l'IONER:WH() CLAIMS TO HA.VE THE' 
QUALIFICATIONS PRESCRIBED FOR THE PURPOSES Oll SECTION 22 OF THE HEALTH SJ>RVICES 
ACT (NORTHEREN IRELAND), 194~. . 

(NOTE: The. completion of- this application form and any sybsequent determination 
on it in no way binds a practitioner to participate in the supplementary eye service under the 
4ct.) 

To .. : THE MINISTRY OF HEALTH AND "I .. 6CAL GOvERNMENT,' STORMONT: BE~FAS'l'. 

~.~.,:::::::::::::::::::::::::::~::::::::::::::::::::::::::::::::::::::::::::::::::::::: ............... ~.~ .. ~~~.~~~~~ .. ~~~~~~~~::::::::::::;::::::::::::::::::~ .. ~ .. ;~gi;t;;;~d 
medical practitioner resident in Northern Ireland and 'iIlcluded in the medical register 
in tliat name. and having tl;!.e qualifications indicated hereunder, hereby make appli
cation anq.· claim. that I have the qualifications for medical practitioners prescribed 
under Section 22 .of the Hea~th Services Act (Northern Ireland), 1948. 

I am not disqualified from undertaking .~ervice by reason of my name having ·bC\eu 
removed from the medical list. 

1. . Give P.ar;ti~ql;1rs of : 
QUALIFICATIoNS 

(ar academic or post"graduate 
course(s) in oppthahriology, aJ;ld 
of diploma(s) or ce,rtificate(l?) 
·received. . 

'. 

................... : ........... ~ .. ; ................... ........... : .......... ! ................................ . 

•• ! •••• :.! ........ : ............ : ...... ~ ......................... ! ••••••••••• /.; •••••••• : •••••••• : ••••••••••• 

i . 
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(b) hospital(s) at which appoint
ments(s) as ophthalmic surgeon 
or assistant ophthalmic surgeon 
was/were held, and the period(s) 

. for which the above appoint-
mentes) was/were held. 

(c) any other appointIil.ent(s) which 
afforded special opportunities for 
acquiring the necessary skill and 
elCperience of the kind required 

. for the purpose of providing 
. supplementary eye services. 

(1) ':::::::::::::::::::::::::::::::::::::::::::::::.'::.')i:~ ...... :.:·.·::.:·",:::::'.:::' 
(2) ::::::::::::::::::::::::::::::::::::::~::::::::~::::: ~o~ ..... ::::::::::::::::::: 
(3) ................................................. ,' .... From 

...................................................... To ............................ .. 
(4) .. ........................ : ........................... From 

.......... t .......................................... To ................. " .......... . 
............................ \ ............................................................................. .. 

. ............................................... ~ ....................................... \ .................. . 

2. Is your name on the list of medical 
practitioners prepared by any of 
.the following bodies for use by 
Approved Societies for the purpose 
f)f ophthalmic benefit under the 
National Health Insurance Act, 
1936 ? 

(a) British Medical Association. 
(b) National Ophthalmic Treatment Board. 
(c) Incorporated Ophthalmic Council. ' 

If-so please give'particulars - .......................................................................................................... .. 

3. Give particulars of your other 
experience, including recent e'3c
perience, in ophthalmology. 

4. Give particulars of the places .......................................................................................................... .. 
(private surgery, hospital, clinics, ........ , ......................................................................................... / ......... . 
etc.,) at which you at present ................................................... ,' ................ ; ...................................... . 
practice as a medical practitioner, ............................... , .......................................................................... .. 
and state whether you ordinarily ......................... " ........................................................... , .................... . 
pnictice only as an ophthalmologist. . ."""""""""""""""."""""""""""""""""""""""""""""""""""""" 

Signed ..................................... : .................................................................... . 

Date 

PART II (OPHTHALMIC OPTICIANS) 

(1) For use by a holder of an examining body's diploma or ~ertificate 

Form S.:{!:.S. 2 

File No. 

HEALTH SERVICES ACT (NORTHERN IRELAND), 1948 

FORM OF ApPLICATION FOR USE BY A PERSON WHO CLAIMS TO BE AN OPHTHALMIC 
OPTICIAN FOR THE PURPOSES OF THE HEALTH SERVICES (SUPPLEil-lENTARY Ert SERVICE) 
(QUALIFICATIONS) REGULATIONS (NORTHERN IREI;.AND), 194.8·. 

NOTE: The completion of this application form and any subseqlfent ifeter.mintition on 
it in no way binds any person to participate in the supplementary eye service under the 
Act.) . ., 

" 
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SECTI<;lNA 

To : THE MINISTRY OF HEALTH AND LOCAL GOVERNMENT, STORMONT, B~LFAST. 
I HEREBY make application for the purpose of the above-mentioned Regulations and 

give the fol~owin.~ p~~ti?1,Ila~s :- ~ 
SURNAME ..................................... : ....................................................................................................................................................... " 

(Block Capitals) . 
CHRISTIAN NAMES (in full) ................................................................................................................................... , ............... _ 

(Block Capitals) 
DATE OF -BIRTH: .................... :.................................................. NATIONALITy ......................................................... .. 

PLACE OF BIRTH ............................................................................................................................. , ......................... , .................... : 

PRIVATE AnD~.S ............................ :: .............................................................................................................................................. .. 
(Block Capitals) 

PROFESSIONAL' ADDRESSES (where relevant include name of firm under which practice 
is carried on):- (Block Capitals) ........................................................................... : ........ : ........................................ . 

(a) 

(b) 

Full time attendance at .............................. , ......................................................................................................... .. 
Town.................................................................................... County ................................................................ .. 
P>trt time attendance at (i) ............................................................................................................................. . 
Town ................................................. :.................................. County ................................ L ............................ . 
(ii) ........................................................................................................................................................................................ .. 

ali)~:::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::: ......... ~~~.~~ .. :::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::: .. . 
Town ....... :............................................................................. County ., .............................................................. .. 

, QUA):.IFICATIONS 
O,PTICAL OIl'LO;:.1A.S OR CERTIFICA,TIlIl HE.LD BY EXA,MrNA'I,'ION AND DATES GAINED 

Diploma or Certificate Held Diploma or Certificate No. Da!e Gained 
:-............................................................................ . 

............................................. : .................•.. ~ ....... . 

.•.•••••••.••••••••• Q. •••••• : ••••••••••••• 

Is your name on the O.B.A.C. List? (Answer YES or No) .............. ,. .................. .. 
If " YES", state your O.B.A.C. Number .................................. .. 
If " No", give reasons .................................................................................................................................................... .. 

.................................................................................................................................................................................................................. 
Has your name at any time been temoved from the O.B.A.C. List? 

(Answer YES or No) ............ :....................... -
If " YES ", state reasons for removal and'relevant dates ....................................................................... . 

.................................................................................................................... " ..... " .................. "" ........... , •• ~ ................ , •............... t. ...... . 

EXP)lRIENCE ". . 
'state thtl number of years' experience you have had as an, ophthalmic opti¢ian, 

.................................... years. 
Give full details of your experience; for the two years immediately prior tp date of 

application. (If in practice on own .account, state so, and. give relevant details and 
dates):- . 
------------------I-~-~---I-----~~·--

Dates Of Engag!lment 
Name and Address of 

. Principal 
, Position 

FJeld from To.· 
------------.--------. -,..---1,,--==-1-----
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DECLARATION 
I DECLARE that the above particular~ lj,re; to the best' of my ~owledge and belief; 

a tr~e record of my ophthalmic qualifications and ~xperience. 
. " I 

Date ........................... ~ ........ . Signature of Applicant ............... " ................. : ... : ........ ; .......... , ... _." ........ .. 

WITNESS 

Date Signature' of ~itness ....... _ ....................................... , ............ _ ...... : .. _ ...... . 

Address ................................. , ................................................ .. 

................. ~ ...................................................................... ! .................. . 

NOTE: After completion of Section A, this form must be returned to the Secret(lry, 
Ministry of Health amI Local Government, Stormont, Belfast. . 

SECTION B 

To: (For the use of the EXAMINING BODIES only) 

THE ADVISORY COMMITTEE FOR SUPPLEMENTARY EYE SERVlCEB:c(OPTICIANS) 
0 .. 

I CERTIFY that the signatory of Section A of this form holds the Diploma stated by 
him under " Optical Diplomas" in Section A above.. . , . . 

Date ..................... : ............................... . Signed ............................. , ........................ : ........... : ........................... .. 

Secretary of ........ : .............. :.: .. , .... : .... :: ........................ .. 

(After verification, this form shoullj' be returned to the Secretary, Advisory Committee 
for Supplementary Eye Services (Opticians), c/o Ministry of Health andLocafGovernment, 
Stormon~, Belfast.) 

FOR OFFICE USE ONLY 
NOTES 

Date Init • 

. Rec 

Ack 

1 Ck 
"-

OBAC Ck 

. Exp Ck· 

·ToExam ... 
From Exam 

To Com , 
Accept 

Refer· 

ReJect 

LAlpha 

L. Topo 

Notify 

I ...... 
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(2) For use by a~ oPtician not holding an examining.body's diploma or cel'tijicate • 

Form S.E.S. 3 

• File No • 

HEALTH SERVICES ACT (NORTHERN IRELAND), 1948 

FORM OF ApPLICATION FOR USE· BY A PERSON WHO QLAIMS TO BE AN OPHTHALMIC 
OPTICIAN FOR THE PURPOSES OF THE HEALTH SERVICES (SUPPLEMENTAIW ~YE SERVICES) 
(QUALIFICATIONS) REGULATIONS (NORTHERN IRELAND), 1948. 

NOTE: The completion of this application form and any subsequent determinaiion on 
it in no way binds any person to participate in the supplementary eye service under" the 
Act. . 

SECTION A 

To :. THE MiNISTRY OF HEALTH AND LOCAL GOVERNMENT, STORMONT, BELFAST. 

I HEREBY make applicati<,>n. for the pllrpose of the above-mentioned Regulations and 
give the following particulars :-
SURNAME ............... : .... :., ......... " .......................................... : ................................................................................................................... . 

(Block Capitals) 
CHRISTIAN NAMES (in full) .................................................................................... : ............................................................... .. 

(Block Capitals). ' 
DATE O'F BIRTH ............................. "......................................... ~-'l-TIONALITY ......................................................... . 

PLACE OF BIRTR .................................................................................................................................................................. , ......... . 

PRIVATE ADDRESS ............... : ............................................................................................................................... : ........ : ................... . 
(Block Capitals) . 

PROFESSIONAL ADDRESSES (where relevant include name of firm under which practice 
is carried ~>n):- (Block Capitals) ................................................................................................... : ......................... . 

............................................................................................................................. ~ ...................................... ; ................................ ~ ...... . 

(a) ~~!::.:.~ .. ~~~~~:~.~~ .. ~.~ ............. : .................... : .................................. :: ............. C~~~~; .. :::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::::: .. . 
(b) Part time attendance at (i) .................................. : ............................... : ........................... : ............................... . 

. Town.................................................................................... County ..................... : ........................................... . 

(ii) ........................................................................................................................................................................................ .. 
Town ....... : ....... :.................................................................... County ................................................................. . 

(iii) ............................................ : .......................................................................................................................................... .. 
. Town.................................................................................... County ................................................................ .. 

Is your name on the current , Ophthalmic Benefit Approved Coriunittee List? 
(Answer YES or No) ................................... . 

If " YES", state your Number .................................. .. 
If " No ", give reasons .................................................................................................................................................... .. , 
H~; .. y~~·; .. ~~~~ .. ~~~; .. ~t .. ~y·t~~ .. b·~~~ .. ;~~~~~~i"f;~; .. th~ .... Ophth~j';i~ .. 'j3'~~~fit'Ap= 

proved Coz:nmittee List? (Answer YES or No) ......... :.......................... . 
If " YES", state reasons for removal and relevant dates ............................ , ..... :. .................................. .. 

, EXPERIENCE 

State the number of years' experience you have had as an opthalmic optician -
.................................... years. 
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o Give details of the posts 'held by you in ophthalmic optics for the past twenty years. 
(If in practice on own account, state so, and give relevant details an<;l dates: 

Name and Address of 
Principal 

Dates of Engagement 
Position 

Held From • To 

......................................................................................... 1' ...................................................................................................................... i ...... . 

................. ~ ................................................................................................................................................................................................... . 
" ........................................................................................................................................................................................................................ 

EXPERIENCE IN DETAIL 

Have you passed the examinatiol;l or any part thereof of the Worshipful Company 
of Spectacle Makers, the British Optical Association, the National Association of 
Opticians, The Institute of Chemists-Opticians, or the Scottish Association of 
OpticilJIls? State which,and the date of completing the examination in each case. 
If so give particulars -

Are you a member of any Optical AssQciation? If so state whic4 .... ",,,,,, .. ,,.,,.,, ................. ,,,, .. ,,. 
What experience in Refraction have you had, i.e., what average annual number of 

cases have you personally examined during the past five years? ...................... " ......................... " .. , 

What knowledge and experience have you in the use of the ophthalmoscope, and in 
the 4etection of abnormal conditions? ...................................................... " ...... " .... " ............. '"'''''''''''''''''''''''''''' 

............................................................................................................................................................................................................ 1 ••••• 

What knowledge and experience have you in the use of the Perimeter and 
Scot~meter ? .............................. " .... ""." ... " ........... " ...... " ... ""." ... "" ............ " ... "'" ..... " ..... "" .... """" ... """''',,,, .. ''' ......... " ... " ... " .. "" .. 

If admitted, do you undertake to give an ophtha).moscopic and proper :examination 
for the dete~tion of abnormal conditions ? ..... """ .. "" ..... " ... "." ................. " ..... " ... " ........ ,, ..... "' ... "" .... """ .. ,,"" ... ,, .. . 

Give a list of your equipment and indicate those used in your routine' examination 
. -

.................................................................................................................................................................................................................. . 

........................................................ : ......................... , ..................................................................................................... ! ........................ . 

.................................................. ~ .......................................................................................................................... : .................................. .. 

Describe your routine examination and subsequent procedure :
(a) in a normal case, 
(b) in a suspe~ted abnormal case . 

............................................................................................................................................... ~ ................................................................ . 

.............................................................................................. : ................................................................................................................. .. 

Give particulars of hospital or any other appointments which you have held affording 
.opportunities for acquiring special skill or experience of the kind required for the 
performance of t4e service of Refra,ction and the detectio~ of dIsease""."" ... "" .. """" .. """ ... ",,, 
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Is'yo~r Consulting Room separate {tom 'any other activitY ? ................ , ......................................... . 

Give particulars of any lectures which you have attended; or' any' special academic 
studies in Refraction ,and the, detection of disease which you have undertaken .... : ................. .. 

........... ....... ............... ......... .................. .................... ~ •••• ......... i .................................................................................................................... . 
, , 

................................................. : ••••••••• i .....................................................••••••••••••••• ,.~ .••••••••••••••••••• ! •••••••••••••••................. , •••••••••••••••••.•••••••• 

REFERENCES, 

Gi~ethenamesofTWOophthalmic opticians, who hold re<;ognised optica'f diplomas, 
OR of TWO medical practitioner:s, OR ONE of each to whom reference may, be mllde. 

1. Name ........................ :, ....... : ..... : ............ 7 ....... :.::.. Address' .................................. : ................................................ . 

2. Name, ............. :, ...... :, ....... : ...................... : .... : ... ::. 'Address 

DECLARA1'ION 

l DECLARE that the. above particulars are, to the best of my knowledge a~d belief • 
. a true record of my ophthalmic qualifications and experience. 

Date,. .............. " .. ,. ........................ ,....... Signature of Applicant ...................................................... ' 

WITNESS 
Date ................................... , ........... ,...... 'Signature of Witness ......... " ... " ...... "" ............. " ... : ......... " ... . 

,., 
Address ....................... : ..... " ........................ " .. " .............. ",: .... . 

NOTE :~After completion of Section A, thts form must Qe returned to, th~ Sepretar:y, 
Ministry of Health, and Local Government, Stormont, Belfast: 

..... ; ..................... ~ ....................................... ; ........................ : .................................................. ! .................................................................. . 

SECTION B 

(For--use of the Ophthalmic Benefit Approved .Committee only) 

To ~ THE AD:V:ISORY COMMITT~E FOR SUPPLEMENTARY EYE SERVICES (OPTICIANS) 

I CERTIF~ that the signatory of $e_ctign. A \lbov.e, is an opti!)ian recognised by the 
Ophthalmic BenefitApprovtld Committee, and that his namtl is entered on the current 
List ~unc!er the 'numb\lr quoted.by hini above, , ' '.:~' 

'Date ... " ....... " ...... " .............. "" ............. .. S'igiied,:,: .... : ....... :" .... :.: ...... : .................................... " .. : ........ ; ..... " .......... ,,' 
Secretary'of the Ophthalmic Benefit 
'. Approved Committee. 

," 

(After verifi~atioll'. this: fOl'm should be returned to The Secretary, The Advisory 
Committee fOJ; Suppl¢mentary Eye Services (Opticians), c/o Ministry of Health and, 
LQc;al Govt)rllmellt, St6!fllont, Belfast. . 

\. 

-<' ;, 

• I 
\ 
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,PART III (D~SPENSING OPTICIANS)' 

FORM S.E.S. 4. 

File No. 
I' 

HEALTH SERVICES ACT (N OR'r~ERN IRELAND); 194~ 

FORM OF ApPLICATWN FOR USE BY A PERSON WHO' CLAIMS TO BE A DISPENSiNG ()PTICIAN 
FOR THE PURPOSES OF THE HEALTH SERVICES (SUPPEL~MENTARY EYE SERVICES) (QUALI-
FICATIONS) REGULATIONS (NORTHERN lRELtUlD); 1948. . . 

NOTE: The' completion of this application form and any subsequent determination on 
it tn no way binds any person to participate in the supplementary eye service under the 
Act. C 

SECTION A 

To: THE MINISTRY OF HEALTH AND ~OCAL GOVERNMENT, STORMONT"BELFAST. 

I HEREBY make application for the pu~pose of the above-mentioned Regulations and. 
give the following particulars:-' . 
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SURNAME ..................................................... ; ......... : ............ ; ............ :: ........................ : ......................................................................... . 
(Block Capitals) . .... .' 

CHRISTIAN NAMES (in full) .......................................................... : .......................................................................... _ ............ .. 
~13lock Capitals) . 

DATE OF BIRTH ..................................................... :.................. . ~ATIONALITY ...................................................... _ .. . 

PLACE OF BIRTH .................................................. : ..... , .......................................... : ............................................... : ......................... . 
I 

PRIVATE AoDRESS ............................................................. :.: ............................................................................................................ .. 
(Block Capitals) '. . 

PROFESSIONAL ADDRESSES (where relevant include name of firm under which practice 
is carded on) .:'--,- (Block Capita[s) ............................................. : .............................................................................. .. 

(a)~~~~~ .. ~::.:.~~.~~.~ .. ~~::: .. :::::::::::::::::::.;, .. :::::'.:.:::::: ......... Cf~~tY .. ::·:::::::::::::::::::::::::::::::::.:::::::::::::::::::::::::::::: .. . 
(b) Part timeartendance at (i) .............. : ............................................................................................... , ............. .. 

!~~~~~~-~~~~~~:;;:~~~i~i~~~ 
Town.................................................................................... County ......... , ....................................................... . 

Is Y0l.\r name on the current Ophthalmic Benefii Approved Committee List? 
(Answer YES or No) .................................. .. 

if " YES "., state your Number .. , ................................. . 

If "No ", give' reasons ................................................... , .............................................. : ......................................... :. ...... .. 

H~~ .. y~~·; .. -;;:;;;;,~ .. ·~~~~ .. ·~t .. ·~y .. ti;~ .... b~~~ .. ;~;:;:;~~~d·f;~;:;:;·th~ .. Ophth~i;:;:;~~·]i~~~fit .. Ap= 
proved Committee List ? . 

(Answer YES or No) ................................... . 

If " YES", state reasons for removal and relevant dates ........................................................................ • 

EXPERIENCE 
State the number of years experience you have had as a dispensing optician 

.................................... year~. 

Give details o.f the' posts held by you for the past twenty ye~rs. (If in praetice on 
your' own account, state so and give relevant details and dates.) 

Name and Address of 
Principal 

Position 
HeJd 

Dates of Engagement 

From. T,o 

........................................... , .............................. ~ ................................... ; ................................... ~ ......... .............................. ; ............................ . 

EXPERIENCE IN DETAIL 

Have you passed the examination or any part thereof of the Worshipful Company 
of Spectacle Makers, The British Optical' Association, The National Association of 
Opticians, T1,l.e Institute of Chemists-Opticjans. or The Scottish Association of 
Opticians.? . If so state which and the date of co;upleting the examinati<m w .. C)~.<;h 
case . 

...................... _ .......................................................................................... " ........................................................... ""',~" ........ ~ .......... ~ ..... ~.~ . 

.................... ; ............................................................................................................................................................................................ . . . 

.......................................................••• l •••••••••••••••••••••••••••••••••••..•.••..••••••• , •••• ~ ••••••••••••.•••.•••.••.••••.•••.•.•..••••••••.•.............................................. 1 
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Are you in possession of the Associate Diploma- or. the Fellowship Diplori'lli of the 
Association of Dispensing Opticians? .. _ 

. I 
If so state the date on which the Diploma was granted 

............................................................................. ~ .......................... ; ................................................... : ............................................ ; ....... . 

Have you. passed the practical side of the final dispensing exammliti6n :of the 
Associat!9~ of Dispensing Op~icians ? 

. . 
If so state date of passing ........................... , ...................................................... ~ .................................................................... ," 

Are you a member of any OPticat Association? J,f so; state which ............ : ............................ . 

Give parti~ulars of any lectures which you have at~ended 01' any sp'ecial,academic 
studies which you have undertaken and which have affor:ded you: oppor.tuniiies for 
;icq?iring sp~cial s~i1l ore~p~dence of the kind required for the perf6miance of the 
dutIes o~ Dlspensmg OptIcIan ........................................................................................................ : ............................. , .. 

......................................................................... : .... ; ................................................... : •••••• , .................................. \0 ••• " ........... ·.t····· ...........• 

........................................................... : .. ':' ....... ~ ........................................................................ , ... : ............................................. , .......... " .. .. 

REFERENCES 

. Give the namesOi Two opticians holding recoghised optical diplomas OR' of Two 
meqical practitioners OR ONE of each to whom reference may be m~de. 

1. Narp.e: ................................. : ............................. .. Address ............................... : ......... , ............................................ " 

•• · ......... , ... 1 .. , .................................................... :: ............ . 

2. Name ................................................................. , Addre,ss ....................... , ......... ' ............................ , ............... "'''' 

DECLARATION 
I DECLARE that thcl\bove particulars are, to· the best, of my knowledge and' belief, 

a true re('ord" of my ophthalmic qualifications and eXFerience.' . . 

pate ...................................................... . Si/Wature of Applicant ................................................... .. 

Witness .............................................. .. Signature of Witness ..................................... , .... : ....... :, ...... .. 

Date .................................................... .. Address ................................................. : ........................... : .......... .. 

NOTE: After completion 0/ Section A·, this form must De returne4.to.' the Secretary, 
Ministry of Healtn,andLocal Government,Stormont, Belfqst. ". " 

\ SECTION B 

(For use of the OPHTHALMIC BENEFIT ApPROVED COMMITTJlE only) 

To : THE AnVISORyCOMMITTEE FOR SU'PPLEMENTARY EYE SERVICES (OPT{CIANS) 
I •• " 

I CERTIFY that the signatory (If Section A above, is an optician recognised by the 
Ophthalmic Benefit Approved Committee, and that his name is. entered on the 
current list of ,that Committee under the number quoted by him above. ' " 

Date ....... , ...... "" ................ " ................. . Sign:ed ................................................................. : ............................. ;" ......... .. 
Secretary", Ophthain1ic; I!en,efit 

Apptoved Committee. 

(After verilkation, this form sho~ld be returned to the Secretary, The Advisory 
Committee for SuppleIIlentary Eye Services (Opticians), c/o Ministry of Healthan.d 
Local Government, Stormont, Belfast). . 
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REGULATIONS, DATED 8TH SEPTEMBER, 1948, MADE BY THE MINISTRY OF 
HEALTH AND LOCAL GOVERNMENT UNDER SECTIONS TWENTY-TWO 
AND EIGHTY-SIX OF THE HEALTH SERVICES ACT (NORTHERN IRELAND) 
1948. 

1948. No. 267 

The Ministry of Health.and Local Government for Northern Ireland 
(in these Regulations :r:eferred to as "the Ministry"), in exercise of the 

. powers conferred on it by sections twenty-two and eighty-six of the 
Health Services Act (Northern Ireland), 1948, .hereby makes the 
foHowingRegulations, that is to say :-

1.-(1) These Regulations may be cited as the' Health Services 
(Supplementary Eye Services) (Qualifications) (Amendment) Regul-
ations (Northern Ireland), 1948. . 

(2) These Regulations shall be read as one with the Health 
Services (Supplementary Eye Services) (Qualifications) Regulations 

Y 
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