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Name:     <Patient Name>                               DOB:  <Date of Birth>                             NHS No: <NHS number>
	[bookmark: _Hlk72299933][bookmark: _Hlk86832733]Sexual Health Referral Form for initiation of contraception for patients taking teratogenic medication  

	Purpose of form:
For primary and secondary care use to refer of patients who require initiation of highly effective contraception as they take a medication considered to be teratogenic to the local sexual health clinic. 

	Referrals will only be accepted with a fully completed referral form. 
Please send completed referrals to the local iCASH service:
· Kings Chambers, iCaSH Peterborough: ccs-tr.icashpeterboroughreferrals@nhs.net
· Oak Tree Clinic, iCaSH Huntingdon: clinic6.oaktree@nhs.net
· Lime Tree Clinic, iCaSH Cambridge: ccs.icashcambridge-referrals@nhs.net
· Parkside, iCaSH Wisbech: CCS-TR.wisbechicash@nhs.net

	

	Patient details

	Surname:
	
	First name
	

	[bookmark: _Hlk72299094]NHS Number:
	
	Date of Birth:
	

	Full Address and Postcode:
	

	Preferred Contact Number:
	
	Language: 
	

	Ethnicity:
	
	Interpreter needed:
	Yes  |_|   No |_|

	Mobile Number:
	
	Gender
	

	Can voice mails be left?
	Yes  |_|             No  |_|
	Email address:
	

	Does the patient have any issues around:
Please give details
	Accessibility            |_|
	Hearing/communication              |_|     
              
Learning Disability                         |_|     
If yes, is it   Mild |_|    Moderate |_|  Severe |_|


	
	
Mental capacity     |_|     

	

	Does the patient have a carer?
	Yes                            |_|  
Please give details
	Name:
Address:
Telephone Number:
Relationship to patient:

	

	Referrer Details
	

	[bookmark: _Hlk191886774]GP Contact Details

	[bookmark: _Hlk191886739]Name of GP
	
	Date of Referral
	

	Surgery Address
	
	Surgery Tel Number 
Email Address
	

	

	Secondary Care Details

	Name of Responsible Specialist Clinician
	
	Date of Referral
	

	 Provider Address
	
	Specialist Tel Number 
Email Address
	

	

	Risk Assessment

	Please complete all questions - Forms which have not been completed fully cannot be accepted.

	Has the patient consented to share their data with sexual health services and their GP?
	YES |_|  NO |_|    

	Is there any imminent risk of unintended pregnancy?
	YES |_|  NO |_|    

	Name of the medication for which contraception is required.

	What is the indication for the medication use?


	Current Contraception -This information is needed to process the referral and for the referral to be accepted.

	If you are unsure of contraception status, please contact the patient to discuss

	Not using any contraception 
	|_|
	
	

	Combined oral contraceptive
	|_|
	Levonorgestrel IUD
	|_|

	Combined hormonal contraceptive vaginal ring
	|_|
	Copper IUD
	|_|

	Progesterone only contraceptive
	|_|
	Female Sterilisation
	|_|

	Combined hormonal contraceptive patch
	|_|
	Male Sterilisation
	|_|

	Progestogen-only injection (self-administered)
	|_|
	Barrier methods
	|_|

	Progesterone only implant
	|_|
	Natural Family planning
	|_|

	Progesterone only injection administered on schedule by healthcare professional
	|_|

	
	

	Are there any compelling reasons to indicate that there is no risk of pregnancy? 
If yes, please provide details
NB learning disabilities do not automatically exclude the patient from the Pregnancy Prevention Programme (PREVENT)

	   YES |_|  NO |_|    

	If blood results available, please detail below:     
LFT
FBC

	Allergies Details: 

	<Allergies & Sensitivities>

	BMI/Smoking Status/Alcohol

	BMI  <Numerics>,     Smoking status: <Diagnoses>,     Alcohol intake  <Numerics>

	Previous Medical History

	Major problems
<Problems>
Minor problems
<Problems>

	Current medication (please list or attach list with indications)

	Acute medications
<Medication>
Repeat medication
<Medication>



Please attach copies of any other information that may be useful for the referral. 
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