	FIBROID EMBOLISATION (UAE) REFERRAL FORM

	
	
	
	

	
	
	
	

	DEPARTMENT OF RADIOLOGY

	GUY'S & ST THOMAS' HOSPITAL

	LONDON

	SE1 7EH

	 
	 
	 
	 

	PATIENT INFORMATION
	 
	 
	 

	PATIENT NAME:
	
	
	DOB:

	 
	
	
	REFERRING HOSPITAL NUMBER:

	
	
	
	 

	 
	
	
	 

	PATIENT ADDRESS:
	
	
	CONTACT PHONE NUMBERS

	 
	
	
	HOME:

	 
	
	
	WORK:

	 
	
	
	MOBILE:

	 
	 
	 
	EMAIL:

	 

	AN APPOINTMENT CANNOT BE BOOKED UNLESS ALL INFORMATION FIELDS ARE COMPLETED 

	 
	 
	 
	 

	REFERRING CONSULTANT INFORMATION
	 
	 
	 

	CONSULTANT NAME:
	 
	 
	CONSULTANT  PHONE NUMBER:

	 
	
	
	 

	CONSULTANT ADDRESS:
	
	
	SECRETARY PHONE NUMBER:

	 
	
	
	 

	 
	
	
	CONTACT EMAIL: 

	 
	 
	 
	 

	 
	 
	 
	 

	Obs/ Gynae history: Para/ gravida
	 

	Patient complaints/ symptoms:
	Yes
	No
	 

	
	
	
	

	Menorrhagia
	 
	 
	 

	Dysmenorrhoea
	 
	 
	 

	Urinary Symptoms
	 
	 
	 

	Fundal Height (wks)
	 
	 
	 

	any other clinical issues:  


	Recent Pelvic Scan (within 6 months)


	Yes
	No
	Scan Date:



	
	
	
	

	If No, please ensure the Patient has a Pelvic scan prior to referral to Guys Hospital      
	
	
	Scan Date:



	

	

	

	

	Please type scan report or alternatively please email a copy of report with this referral:-

  

	History of CS
	 
	 
	Date:

	Previous myomectomy?
	 
	 
	Date:

	On or recent use of GNRH
	 
	 
	Date of last inj:

	Mirena IUS or IUCD in situ?
	Yes
	No
	If yes, please advise the patient, this will need to be removed prior to procedure date

	
	
	
	

	 Is Retaining fertility a pertinent issue for patient?
	Yes
	No  
	

	
	
	
	

	Comments: 

 

 
	

	myomectomy VS post UAE discussed?


	Yes
	No
	 

	
	
	
	

	Any particular issues raised?
	 
	 
	 

	Comments:


	 

	Has Associated risks with UAE discussed with patient?
	Yes
	No
	 

	
	
	
	

	Comments:

	 

	Has a fibroid embolisation leaflet been given to the patient 
	Yes
	No
	 

	
	
	
	

	Comments 

 

 
	 

	Has referral been discussed with Consultant Gynaecologist?
	Yes
	No
	 

	
	
	
	

	Does patient want to discuss with Interventional Radiologist?
	
	 
	 

	Date 18 week clock start:


	Date MDS sent:

	

	Referring Clinician's name: 


	 

	Please email the Referrals forms directly to-: 

gstt.guysuae@nhs.net
If you have clinical questions please contact  

gstt.guysuae@nhs.net
To confirm receipt of referrals please contact 020 7188 7188 ext 53829    IR coordinator 
	 


