Fertility Service                                                [image: image1.png]The Rotherham m

NHS Foundation Trust




[image: image1.png]New Referral

All referrals into the fertility service must be accompanied by this pro forma.  
Initial investigations are to be done in primary care to ensure that further investigation and treatment can be completed within the 18 week patient pathway.  If you feel that it would not be clinically appropriate to initiate these investigations please write a separate letter with details.
Details must be completed for both partners (even if partners are registered with different GPs, but either GP may refer). 
Demographic details

	
	Female Partner
	Partner

	Surname
	
	

	Forename
	
	

	Date of Birth
	
	Age
	
	Age

	NHS Number
	
	

	Address
	
	*

	Post Code
	
	*

	Home Phone Number
	
	*

	Mobile Phone Number
	
	*

	GP Name
	
	*

	GP Address
	
	*

	GP Postcode
	
	*

	GP Phone Number
	
	*

	
	
	*


* Only complete if different to Female Partner
	


	Comments:  (Please attach separate letter or sheet with more detail if required)



	GP Signature:
	
	Date:
	


Relevant Medical History

	Duration of infertility
	

	Pregnancies as a couple

(Include dates and outcome)*
	

	Menstrual cycle details
	Average cycle length:


	
	Female Partner
	Partner

	Pregnancies with previous partners
(Include dates and outcome)*
	
	

	Any previous STIs*
	
	

	Other relevant medical history*

	
	

	Medication(s)*
(Please ensure taking folic acid)
	
	

	Allergies*
	
	

	BMI
	Ht            Weight              BMI        
	(only if overweight)


* Provide details on a separate sheet if necessary
Required Investigations

The following investigations must be completed prior to referral and any results attached.

If the female partner is oglio or amenorrhoeic please arrange random FSH and LH

Progesterone levels may be omitted if cycles are very long
	
	Result
	Date

	Day 21 Progesterone

(Mid luteal if not regular cycle) 
	Indicate day if not D21/Omit this test if cycles longer than 6 weeks
	

	Day 2-5 FSH / LH 
	FSH                LH                    
	

	Rubella
	Antibody Detected / Not Detected (if not, please arrange immunisation)
	

	Chlamydia Swabs 
	Negative / Positive
	

	Last cervical smear
	Negative / Abnormal (if so give details)
	

	Semen Analysis

(Attach copy of report)

Repeat only if 1st abnormal
	Count:                   Motility:                Morphology:
	

	
	
	


The following tests may be completed if patient is oglio / amenorrhoeic , or if clinically indicated.
	
	Result
	Date

	Prolactin
	
	

	TSH
	
	

	Testosterone
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	      Accept     /     Reject
	To see
	Consultant   /   Nurse
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