	NHS EAST KENT REFERRAL FORM FOR SUBFERTILITY ASSESSMENT


	NAME OF Referring Practitioner:
	SIGNATURE: 

DATE:

	Clinic/Surgery:
	

	Address:

	Telephone Number:
	Fax Number: 



	
	Female Partner
	Male Partner 

	NHS Number
	
	

	Name
	
	

	Previous Name
	
	

	Date of Birth
	
	

	Place of Birth
	
	

	Address
	
	

	Postcode
	
	

	Medical History
	 
	

	Repeat Medication
	 
	

	Smoker


	Yes MACROBUTTON HTMLDirect [image: image1.wmf]
 / No MACROBUTTON HTMLDirect [image: image2.wmf]

	Yes MACROBUTTON HTMLDirect [image: image3.wmf]
 / No MACROBUTTON HTMLDirect [image: image4.wmf]



	Referred to stop smoking service    (Date)
Both partners should be referred to smoking cessation services which they must adhere to for at least 3 months before treatment and continue to be non-smoking during treatment
	Female
	Male


	Alcohol 
	Yes  MACROBUTTON HTMLDirect [image: image5.wmf]
/ No MACROBUTTON HTMLDirect [image: image6.wmf]

	Yes  MACROBUTTON HTMLDirect [image: image7.wmf]
/ No MACROBUTTON HTMLDirect [image: image8.wmf]


	Height/ Weight/ BMI Kg/m2
	
	N/A

	Previous pregnancies, number 
	
	

	Living children
	
	


	Trying for pregnancy    

[at least 12months, unless, Irregular periods, risk factors for tubal disease,Woman’s age over 36 years, history of undescended testis, when they can be referred sooner/at presentation]
	---- ( months )

	Has either partner been previously sterilised
	Female Yes MACROBUTTON HTMLDirect [image: image9.wmf]
 / No MACROBUTTON HTMLDirect [image: image10.wmf]
                  Male Yes MACROBUTTON HTMLDirect [image: image11.wmf]
 / No MACROBUTTON HTMLDirect [image: image12.wmf]


	Any previous IVF cycles? [NHS or PP]
	 Yes MACROBUTTON HTMLDirect [image: image13.wmf]
 / No MACROBUTTON HTMLDirect [image: image14.wmf]
          

	Regular Periods/Irregular menstrualperiods?         Yes  MACROBUTTON HTMLDirect [image: image15.wmf]
/ No MACROBUTTON HTMLDirect [image: image16.wmf]

	Details:

	Risk factors for Tubal disease or possible indications for Laparoscopy/Dye Test 

(Dysmenorrhoea, Pelvic pain, Dyspareunia, past PID, past Abdominal Surgery,   

Ovarian Cyst, Previous Ectopic etc):  Yes  MACROBUTTON HTMLDirect [image: image17.wmf]
/ No MACROBUTTON HTMLDirect [image: image18.wmf]

	Details

	Other past Gynaecological Problems?  Yes  MACROBUTTON HTMLDirect [image: image19.wmf]
/ No MACROBUTTON HTMLDirect [image: image20.wmf]

	Details:

	Tests required prior to referral to the fertility clinic   


	Rubella Status:
	
	N/A

	Date of last cervical smear:
	
	N/A

	Chlamydia Screening/HVS (Date)
	
	N/A

	If regular cycles 26-34 days 
Day 21 progesterone if (Date)
	
	N/A

	If cycle regular 26-30 days: 

Results of Day 2-4, FSH/LH (Date)
	
	N/A

	If cycle irregular:

Results of, FSH/LH  prolactin, testosterone, TFTs   (Date)
	
	N/A

	Result of pelvic ultrasound–TVS (Date)
	
	N/A

	Semen analysis  (Date):


	N/A
	Volume:

Count:

Concentration:

Motility:

Normal forms:


	Date Reviewed:


	Accepted Yes MACROBUTTON HTMLDirect [image: image21.wmf]
 / No MACROBUTTON HTMLDirect [image: image22.wmf]

	Name & Signature

	Comments:


DETAILS OF COUPLE REFERRED











