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GP Antenatal Referral Form

Ante-Natal Clinic
Princess Royal University Hospital
Farnborough Common, Orpington, Kent, BR6 8ND
Phone:	01689 863800
Email:	kch-tr.br-maternitypruh@nhs.net








	Patient Details
	GP’s Details

	Title:                    _________________________________
	Referral Date:	_________________________________

	First Name:	_________________________________
	GP’s Name:	_________________________________

	Surname:	_________________________________
	Practice:	_________________________________

	Date Of Birth:	_________________________________
	

	Address:	_________________________________
	Address:	_________________________________

			_________________________________
			_________________________________

			_________________________________
			_________________________________

			_________________________________
			_________________________________

	Post Code:	_________________________________
	Post Code:	_________________________________

	Mobile phone:	_________________________________
Other phone:	_________________________________
	Telephone:	________________________________

	NHS No:	_________________________________
	

	Hospital No:	_________________________________
	

	
	

	Clinical Information
	1st Trimester ultrasound

	LMP: (approx. if unsure)		____________________
	Required / Not required

	EDD:		_________________________________
	Scan for Down’s Syndrome explained		Yes / No

	Gravida:	_________________________________
	

	Parity:		_________________________________
	Any other scans done for this pregnancy		Yes / No

	Date of Last Smear:   _____________________________
	

	Result:	                ________________________________
Smoking status:  ________________________________
BMI:                     _________________________________
BP:                        _________________________________

	

	Current Medication
	Options for place of 12 week ultrasound

	Drug / Dose:	_________________________________
	

		              _________________________________
	

			_________________________________
	Queen Mary’s Hospital, Sidcup		Yes / No

			_________________________________
	Harris Birthright, Denmark Hill		Yes / No

	Folic Acid:	_________________________________
	

	
	

	
	

	Past Gynae / Obstetric History
	Communication

	
	Interpreter required:                                  Yes / No

	
	Required language:

	
	Learning disabilities:                                   Yes / No

	
	Hearing loss:                                                 Yes / No

	
	

	Past Medical Surgical History
	Other Relevant Information

	
	

	
	

	
	

	
	

	To be completed at Princess Royal University Hospital
Dear Doctor / Midwife,	
An Antenatal appointment has been booked with :		Midwife / Team
At (location)							At (time)
A 12 week scan appointment has been booked on: (date)		 
At (location)							At (time)
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