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PLEASE SEND REFERRALS VIA ERS

If you experience any problems sending this information, please telephone: 

Tel: (023) 8120 6170

Email: UHS.GeneticsTeam@nhs.net


CLINICAL GENETICS REFERRAL FORM

To be completed by referring doctor




The information contained in this facsimile is intended for the named recipients only. 

It may contain privileged and confidential information and if you are not an intended recipient, you must not copy or distribute it. If you have received this in error, please notify us immediately by telephone on (023) 8120 6170

Version 5 2016
Registered GP Name:





Surgery Address:














Tel no:








Email:








Sex:








Date of birth:








Hospital number:








NHS number:








Name:








Address:

















Tel no 	Home:


Work:


Mobile:





Date of referral:











Tel no.Home:


Work:





Referring GP name (if different):











Tel no.Home:


Work:





What is the question the patient would like the clinical genetics team to answer?




















Is your patient pregnant? 		Yes 		No





If “Yes”, when was the LMP?





Please give as many details about the family history as possible here, including names and dates of birth of all affected family members. You may find it easier to draw a family pedigree on the reverse of this form.








