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Date of Referral ______________________
	Name of Referrer and Address


	Contact Details

	Patient Name and NHI


	Address/Contact details

	LMC Name

Address

Phone
	GP Name

Address

Phone

	Pregnant Yes  □   No □

Pre-pregnancy consult Yes  □   No □
Pregnancy loss review Yes  □   No □
Gravidity       Parity
	Interpreter required? Yes  □   No □
Language:



	If pregnant

LMP 

EDD (USS confirmed) 

	

	Reason for referral provide details for all criteria that apply
Prior spontaneous PTB/PPROM <36 weeks or second trimester loss 16-24 weeks Yes  □   No □
LLETZ >10mm biopsy or >1 procedure, knife cone biopsy or trachelectomy  Yes  □   No □
Congenital uterine and/or cervical anomaly Yes  □   No □
Short cervix in current pregnancy <25mm  at <24 weeks Yes  □   No □
Other risk factors Yes  □   No □
Details provide details for all criteria that apply:
 

	Has appointment been made already? 

Yes  □   No □
	Appointment 

Date                             
Time 


Please complete all the details so PTB Clinic Team can process the referrals as soon as possible. 
Fax: 09 307 2894 
For urgent referrals phone: 09 307 4949 ext 24951.


