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Fertility Preservation Referral Form

Please E-MAIL  to  leedsth-tr.carenhsleeds@nhs.net      subject   “URGENT Fertility Preservation”


	
	Patient
	Patient`s partner
(if applicable)

	
Name 
	
	

	
Date of Birth: 
	
	

	
Address , inc post code 
	
	

	
NHS number 
	
	

	
Relationships 

(If patient has a partner, with whom they have or may consider children, with we need to know their details)

	
	

	
Contact Tel:
	
	

	
Email address: 
	
	

	
GP: 
	
	




	Responsible Consultant / Referring Doctor: 
	Contact Number of referrer
	Referring Hospital 

	

	
	





	 Fertility Preservation strategy to be considered:

	[  ]   Sperm       
	[  ]   Eggs 
	[  ]   Embryos









	Diagnosis:

	Medical co-morbidities & non-cytotoxic drug therapy:

	If applicable, planned concomitant procedure:  

	Proposed Treatment start date:







	Planned Treatment

Please give specific details, medication names, dates, doses and sites as relevant
	PUBERTAL STATUS

(paeds only)

	Chemotherapy or Immunotherapy:


	Is the patient post-pubertal ?

YES [  ]             NO [  ]

	Radiotherapy:


	If YES date of last period

 ____/____ / ____

	Surgery:

	If YES cycles are  

   Regular [  ]  Irregular [  ]



        

	Mandatory Blood Tests
   

PLEASE ENSURE ALL RESULTS ARE ATTACHED TO THIS REFERRAL

Please Note: 
Unfortunately, failure to complete these legally required tests 
OR to attach the results will prevent referral acceptance



	
	HIV antibody 1&2
	Hep B surface antigen
	Hep B CORE antibody
	Hep C antibody
	Syphilis

	Date
	
	
	
	
	

	Result 
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