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REFERRAL FORM FOR ANTENATAL- GENERAL CLINICS-
Surname:




      First Name:


DOB:





 Ethnic Origin: 
Address: 

Postcode:  





Tel No:


Mobile
:





Next of Kin:
GP:                  





Tel No: 
Address:          
   
Genotype:

                                         

Reason for

Referral:







History brief summary: 




Name of Referrer: 





Signature:  
Date:  
                                                                                               Department and contact Number-
Please fax completed form to:                                                                         
Sickle Cell and Thalassaemia Nurses 

Sickle Cell & Thalassaemia Centre
19-21High Street South

East Ham

London

E6 6EN

Tel: 020 8821 0800 Fax: 020 8821 0808

Please send with referral FULL BLOOD COUNT- and Hb Electropheresis
ANC CLINIC;

a) Referrals can be from

· Newham General Hospital and General Practitioners
b) Criteria- 

· Carrier / Traits results

· Known couples to the centre
c) Do not meet the Criteria

· Normal results

GENERAL/ FAMILY STUDIES CLINIC;

Referrals can be from

· Patient calls centre or is referred by other health professionals.

· Outreach via on spot testing

a) Criteria- 

· Anyone from the community requiring blood test

· Any blood results received with an unusual haemoglobin

· General practitioner referral for further investigation of anaemia- ALPHA THALASSAEMIAS
· Dentist or gynaecology and surgical pre-operative

b) Do not meet the Criteria

· Normal results

· Over 50 years

Newham Sickle Cell and Thalassaemia Service


                                                                                





Hosted by








Your address if different from above


























STL/SC/Templates/haematology referral sheet


