	DOC 2111
	Referral to Urgency Genetics Clinic Form



REFERRAL TO URGENCY GENETICS CLINIC
Manchester Centre for Genomic Medicine, Saint Mary’s Hospital, Oxford Road. Manchester M13 9WL

Telephone Number: 0161 701 9135

FAX COMPLETED FORM TO 0161 276 6145
	Name & DOB Patient
Name & DOB Partner

	Patient Telephone Numbers 
Daytime 

Evening 
	Hospital Number
NHS number


	Patient Aware of Referral? Y/N

Patient/partner known to genetics?  Y/N

Family member known to genetics? Y/N

(If so Name & DOB of family member)


	Patient Address:

GP Name & Address:



	If an interpreter is required please indicate language spoken

	LMP or Gestation

Please attach scan report if appropriate
	Rhesus Status

Please attach results of booking blood tests including blood group report

	Reason for Referral



	Referrer Name
Referring Department & Hospital 

Referrer Contact Tel No


	Consultant Name 

Screening Midwife Name 

Screening Midwife Tel no



	Referrer Signature
	Date Referral Sent


 Please telephone the Dept to ensure fax has been received and post hard copy. 
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