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	Infertility Referral Form

	

	Referral Date:
	     

	Clinician’s Name:
	     

	Organisation:
	     


Assisted Conception Unit

11th Floor, Tower Wing

Guy’s Hospital, Great Maze Pond

London, SE1 9RT

www.ivfdirect.com
Tel: 020 7188 2300

Fax: 020 7188 0490
	PATIENT DETAILS
	

	

	Title:
	 FORMDROPDOWN 

	Surname:
	

	Address:
	
	First Name:
	

	
	     
	Date of Birth:
	     
	Ethnicity:
	 FORMDROPDOWN 


	
	     
	Home Tel No:
	     

	
	     
	Work Tel No:
	     

	Postcode:
	     
	Mobile Tel No:
	     


	PARTNER DETAILS
	

	

	Title:
	 FORMDROPDOWN 

	Surname:
	     

	Work Tel No:
	     
	First Name:
	     

	Mobile Tel No:
	     
	Date of Birth:
	     
	Ethnicity:
	 FORMDROPDOWN 



	GP DETAILS
	

	

	GP Name:
	     
	Address:
	     

	Surgery:
	     
	
	     

	
	
	
	     

	Tel No:
	     
	
	     

	Fax No:
	     
	Postcode:
	     


	NHS Eligibility Criteria
	

	

	BMI:
	     
	Sterilised:
	 FORMDROPDOWN 

	Duration of current relationship:
	      Yrs

	No of Children: Current Relationship
	No of Children: Previous Relationship(s)

	     
	Patient:
	     
	Partner:
	     

	Details of Previous Treatment:
	     

	Was this NHS Funded?
	 FORMDROPDOWN 

	PCT Name, if NHS Funded:
	     


	CLINICAL RECORD
	

	

	Cause of infertility (if identified):        
	OR Years unexplained:

     

	Investigations
	Date
	Result

	Hep B
	     
	 FORMDROPDOWN 


	Hep C
	     
	 FORMDROPDOWN 


	HIV
	     
	 FORMDROPDOWN 


	Chlamydia
	     
	     

	FSH
	     
	     

	LH
	     
	     

	Oestradiol
	     
	     

	Mid-luteal Progesterone
	     
	     

	Semen Analysis*
	     
	Normal
	 FORMCHECKBOX 

	Abnormal
	 FORMCHECKBOX 


	Ultrasound*
	     
	Normal
	 FORMCHECKBOX 

	Abnormal
	 FORMCHECKBOX 


	HSG/HyCoSy/Lap & Dye*
	     
	Normal
	 FORMCHECKBOX 

	Abnormal
	 FORMCHECKBOX 


	

	Other Surgery/Details of abnormal results (Marked with * from above tests):

	     


	OTHER INFORMATION
	

	

	Please ensure that this referral is accompanied with the following signed consents:

1. GSTT Welfare of the Child Consent
2. HFEA CD Form – Disclosure of Identifying Information Consent
Please ask the patient and their partner to bring a photographic proof of identification to their fist appointment.

	


	FUNDING INFORMATION
	

	

	Treatment acceptance and funding information for referrer.  Please do not refer patients until they meet the criteria outlined below:

	

	Criteria
	NHS Funding
	Self funding

	PCT Catchment
	Lambeth

Southwark

Lewisham

Brent

Harrow

Westminster

Kensington & Chelsea
	Any

	Treatment age
	25 – 39 yrs
	Up to 45yrs 

	BMI
	19 – 30
	19 – 35

	Relationship Status
	3yrs
	N/A

	Children
	No children by either partner
	N/A

	Sterilised?
	No
	N/A

	Smoker?
	No
	N/A

	Other
	Welfare of the child assessment
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