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CHRISTCHURCH WOMEN'S HOSPITAL
WOMEN'S OUTPATIENTS
	PATIENT DETAILS
SURNAME: 	  NHI: 	
FIRST NAME: 	  DOB: 	
ADDRESS: 	
	  POSTCODE: 	
(or affix patient label)

	
	PHONE: HOME (……) 	   MOBILE: 	
GP: 	
G: ...................   P: ..................   GEST: ..................   EDD: ……..../……..../……….
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Hospital
Dept
	SURNAME ……………………………………..NHI: …………………………..
FIRST NAME: ……………………………..…..DOB: ………………………….
ADDRESS: ……………………………………………………………………….
………………………………………………..… POST CODE: ……………….
PHONE: HOME (……) ……………………. MOBILE: …………………….....
(or affix patient label)



[bookmark: _GoBack]Obstetric Clinic Referral

	[bookmark: Check1][bookmark: Check4]|_| Maternity Booking Form – if this has already been sent to CWH tick here |_|
[bookmark: Check3]Relevant results to referral:   |_| Scans (Longhurst)     |_| GROW     |_| Other       



	REASON FOR REFERRAL	(please provide additional details in Further Information/Comments section)

	ANTENATAL
	POSTNATAL
	MEDICAL HISTORY

	[bookmark: Check5]|_| Pregnancy Induced Hypertension (PIH)
[bookmark: Check6]|_| Intrauterine Growth Retardation (IUGR)
[bookmark: Check7]|_| Oligo/Poly Hydramnios
[bookmark: Check8]|_| Previous Caesarean Section
[bookmark: Check9]|_| Multiple Pregnancy
[bookmark: Check10]|_| Malpresentation
[bookmark: Check11]|_| Ante-Partum Haemorrhage (APH)
[bookmark: Check12]|_| Recurrent Miscarriage (history of)
Other 	
	|_| 	
	
	
If fetal loss, please fill in 
‘Postnatal Follow-Up After Fetal Loss’ (Ref.239835)
	[bookmark: Check20]|_| Endocrine/Diabetes
[bookmark: Check21]|_| Cardiac
[bookmark: Check22]|_| Haematology
[bookmark: Check23]|_| Neurology
[bookmark: Check24]|_| Respiratory
[bookmark: Check25]|_| Renal
[bookmark: Check26]|_| Autoimmune/Rheumatology
Other: 	
	
	

	
	Referral Guidelines Section 88:
|_|  Primary care
|_|  Consultation
|_|  Transfer of care
	

	FURTHER INFORMATION/COMMENTS

		
	
	
	
	
	

	LMC/REFERRER DETAILS

	Name: 	
Address: 	
Telephone: Home: (……)	  Mobile: 	
Fax: 	  Signature: 	  Date: ………/………/………


DEPARTMENT USE ONLY – TRIAGE INFORMATION
	Team to be seen by:	OG1          OG2          OG3          OG4
Consultant/Registrar/Physician name:		
Timeframe for appointment:	………../7     ………../52     ………../12



	FAX FORM TO:      external (03) 364 4301     internal 85301
	The information contained in this facsimile message is confidential information and may also be legally privileged. It is intended only for the individual or entity named above. If you are not the intended recipient, any use, review, dissemination, distribution or copying of this document is prohibited. If you have received this document in error, please notify us by telephone (call collect to the person named) and destroy the original message.
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