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PRENATAL RAPID ACCESS CLINIC REFERRAL FORM
to South East Thames Regional Genetics Service

Please complete entire form and include all attachments otherwise referral will be rejected and delay patient care. Please complete electronically when possible.
	1. REFERRER details:

	Name 

	

	Job title 

	

	Hospital and Department

	

	E-mail address

	

	Contact number 

	

	Referral date

	



	2. PATIENT details:

	
	Patient
	Partner / FOB

	Name

	
	

	DOB

	
	

	Address

	
	

	Ethnicity 

	
	

	NHS No. 

	
	

	Hospital No. 

	
	

	Telephone number

	
	

	E-mail address

	
	

	GP Surgery name and address

*Patient’s GP must be within our catchment area – see next page.
	
	

	Known to Genetics? (incl. Family Ref No)
	
	

	Interpreter required, specify language
	
	



	3. CLINICAL details:

	Patient is aware, and has agreed to referral  
	Yes / No

	LMP / EDD
	

	Scan date
	

	Scan on current pregnancy attached
	Yes / No / NA (gestation too early) 

	Scan on previous pregnancy or post-mortem attached
	Yes / No / NA

	Reason for referral (please specify)
	Scan abnormality / family history of genetic condition / other 

	Genetic test result for affected family member attached
We cannot process referrals without this information.
	Yes / No

If no, please provide relatives name, DOB, relationship to patient, and Hospital tested at:




	OTHER RELEVANT HISTORY:
[bookmark: _GoBack]e.g. medical issues affecting couple, if couple are consanguineous, patient’s level of concern, social services involvement.












Referral guidance: 
For advice regarding suitability of a referral or urgent queries, please contact the on call genetic counsellor on 0207 188 1364. 
[image: cid:image004.png@01D93BDD.79012670]Referral advice can now also be found on QGenome: 
· Website: https://qgenome.co.uk/   
· Smartphone App: https://app.qgenome.co.uk/ 

Reminders: 
· Please ensure the patient/couple is aware of the referral and open to genetics input in their pregnancy. If they are not, please document that couple declined genetics involvement and do not complete a referral to us.
· Please include demographic details regarding both partners in the couple. 
· Please use patient’s own words if condition or family history is unclear e.g. muscular dystrophy can mean many different conditions, not just DMD/BMD. 
· Please gather information of relevant affected individuals (including names and DOBs), how they relate to the patient/couple, and any details on genetic testing. 
· Please record in the ‘OTHER’ section if patient/couple is worried about genetic risk. It is also helpful to note if the couple would consider intervening in the pregnancy (including genetic testing and/or termination), or if they are just interested in gaining further understanding for informational purposes. 
· We can accept referrals for patients whose GP surgery is within one of the following postcodes (please contact us if you have any queries about the area that we cover, or for GSTT in-patients). 
· SE1 – SE28
· DA1 – DA18 
· CT 
· BN 1-4, 7-10, 19-40 
· BR 1-9 
· TN1 – TN40 (except TN8 and TN16)
· ME 
· SW2 & SW16



Complete form and e-mail to: gstt.geneticsreferrals@nhs.net 
Flag the the e-mail as High importance and add URGENT PRENATAL in the subject line of the e-mail
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