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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

Email: gst-tr.fundingteam@nhs.net
	PATIENT DETAILS
	NHS Number:

	

	Title:
	 FORMDROPDOWN 

	Surname:
	     

	Address:
	     
	First Name:
	     

	
	     
	Date of Birth:
	     

	
	     
	Town of Birth:
	     

	
	     
	Country of Birth:
	     

	Can we contact you via email? Y/N
	Ethnicity:
	 FORMDROPDOWN 


	Email:
	     
	Home Tel No:
	     

	Work Tel No:
	     
	Mobile Tel No:
	     

	Height & Weight:
	
	Interpreter Y/N
	Language:


	PARTNER DETAILS
	NHS Number:


	

	Title:
	 FORMDROPDOWN 

	Surname:
	     

	Registered Address:
	 FORMDROPDOWN 

	First Name:
	     

	Email:
	     
	Date of Birth:
	     

	Work Tel No:
	     
	Town of Birth:
	     

	Home Tel No:
	     
	Country of Birth:
	     

	Mobile Tel No:
	     
	Ethnicity:
	 FORMDROPDOWN 



	GP DETAILS
	

	

	GP Name:
	     
	Address:
	     

	Surgery:
	     
	
	     

	
	
	
	     

	Tel No:
	     
	
	     

	Fax No:
	     
	Postcode:
	     


	NHS ELIGIBILITY CRITERIA (BOTH PARTNERS)
	

	

	Existing Children:
	 FORMDROPDOWN 

	Length of Time Trying to Conceive:
	      Yrs

	Sterilised:
	 FORMDROPDOWN 

	Smoking Status:
	
	Please refer smoker to the appropriate Smoking Cessation Programme

	PREVIOUS TREATMENT
	

	

	Date
	Hospital
	Treatment
	Funding
	Outcome

	     
	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 


	     
	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 


	     
	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 



	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 Details (information on normal/abnormal results, surgery etc)

	     


Declaration by referrer: The Information I have provided on this form is correct to the best of my knowledge

	FUNDING INFORMATION
	

	

	Treatment acceptance and funding information for referrer.  Please advise the patient correctly before referring and please do not refer patients until they meet the criteria outlined below:

	

	Criteria
	NHS Funding
	Self funding

	General CCG eligibility criteria’s
	South East London CCG Cluster
North West London CCG Cluster

Inner North East London CCG Cluster

Barnet CCG, Bromley CCG, Bexley, Croydon CCG, Richmond & Twickenham CCG,  West Kent & Medway, (part South East Coast)
	Any

	Treatment age
	23 – 39 yrs
	Up to 45yrs 

	BMI
	19 – 30
	19 – 35

	Relationship Status
	3yrs
	N/A

	Children
	No children by either partner (except Barnet CCG)
	N/A

	Sterilised?
	No
	N/A

	Smoker?
	No
	N/A

	Other
	Welfare of the child assessment
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