COMMUNITY GYNAECOLOGY
& SPECIALIST MENOPAUSE SERVICE
HEALTHCARE PROFESSIONAL REFERRAL ONLY (HCP)
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Date of Referral: __ __ /__ __ / __ __
Call Handler: ……………………….…………
PATIENT DETAILS:
First Name: ………………………………………………………………...………………. Surname: ………………………………………………………………

Date of Birth: 
__ __ / __ __ /__ __ 


NHS Number: __ __ __ - __ __ __ - __ __ __ __ 

Address: ………………………………………………………………………………………………………………………………………….…………...................

………………………………………………………………………………………………………...….. Post Code: ………………………………….………….…….
Mobile No: __ __ __ __ ___ __ _ __ __ __ 

Home Tel: __ __ __ __ __ - __ __ _ __ __ __
Email: ………………………………………………………………………………………………….……………………………………………………………………….
GP DETAILS:
GP Name: ………………………………………………………………………………..……………… Name of Surgery: …...…………….…………………

GP Address: …………………………………………………………………….……………………..……………………………….………..…………………………
…………………………………………………….. Post Code: ……………….……….

GP Tel: __ __ __ __ __ - __ __ __ __ __ __ 
Please note we are unable to accept referrals without GP details. This is so we are able to contact the GP for further clinical information and/or update the Practice of patient care as and when necessary.
DETAILS OF REFERRING CLINICIAN IF NOT GP:
Name of Referrer: ………………………………..……………………………………Job Title: …………………………..….…….……………………………

Organisation & Address (If not GP): ………………..……………………………………………………..………….……………………………………….

…………………………………………………….………………… Post Code: ………………..…………….Tel: __ __ __ __ __ - __ __ __ __ __ __ 
PATEINT CONSENT FOR METHODS OF CONTACT:
As part of patient care, it is paramount we are able to communicate effectively with the patient and other healthcare professionals (HCPs); please select all methods of contact below the patient consents to:

□ Letter to home address


Mobile:
 
□ Call

□ SMS
□ Voicemail

Home Tel: □ Call
□ Voicemail

□ GP / Doctors
□ Other HCPs

□ Email
Patient accepts full responsibility for any consequences resulting from the clinic not being able to make the appropriate contact with results and/or information in regards to my health and ongoing care, as per the contact details and/or consent permissions provided above.

ADDITIONAL REQUIREMENTS AND / OR DISABILITIES:
Interpreter: □ OR
Signer: □
Language: …………….…….…….……….
 Dialect: ……….………………………...……
Are you registered disabled? i.e. □ Deaf
□ Visual Impairment

□ Wheelchair User

□ Learning Difficulty

□ Other (please state): …………………………………………………...………………………………………
As part of Accessible Information Standard, individuals may need information in alternative formats such as:
□ Audio
□ Braille
□ Easy Read

□ Other (state format): …………………………………………………….
REASON FOR REFERRAL (you may tick more than one box):
□
Premenstrual Syndrome (PMS)
□
Heavy menstrual bleeding problems (HMB)
□
Coil insertion for heavy menstrual bleeding

□
Lost threads’ (IUD/IUS) - Please send a recent pelvic scan with this request
□
Abnormal menstrual bleeding
□ 
Menopause
□
Pelvic pain

□
Other (please state below):
	Any other problem and/or additional information not listed above please state:

	


PLEASE ENSURE THAT THE FOLLOWING ARE ENCLOSED WITH REFERRAL:
1. Summary of patient present condition in relation to the reason for referral

2. List of all current medications

3. Any known allergies

4. Copy of all relevant investigations undertaken e.g. blood results, ultrasound scans etc
5. All previous treatment(s) received relating for the issue referred with
6. Relevant past medical history

7. Any other specialities involved in patient care in relation to their current condition

(If applicable, please enclose copies or summary of relevant correspondence)
On completion this form can be sent via:

Post: Care Coordination Centre, Integrated Sexual Health Services Unit 4 Priory Park, Henry Boot Way, Hull, HU4 7DY

Email: CHCP.247111@nhs.net,

For general enquiries, please ring: (01482) 247111
This service is available via the E-Referral system (previously known as Choose & Book), however, appointments are not available to the GP surgeries for direct booking; patients will be contacted by our Care Coordination / Secretarial Team after a clinician has triaged the referral appropriate.
Or you may wish to manage your patient in-house and require further advice via ‘advice & guidance’ feature within the ERAS system; a clinician will respond with further advice.[image: image1.png]
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