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	Wessex Clinical Genetics Service
Please complete this form and submit on eRS to 7938285 Genetics - General - Non-Cancer - (Triage) - UHSFT - RHM – PAH

For queries contact GeneticsTeam@uhs.nhs.uk
or telephone 023 8120 6170


CLINICAL GENETICS REFERRAL FORM

To be completed by referring doctor




Registered GP Name:





Surgery Address:














Tel no:





Fax:





Email:








Sex:








Date of birth:








Hospital number:








NHS number:








Name:








Address:

















Tel no 	Home:


Work:


Mobile:





Date of referral:











Tel no.Home:


Work:





Referring GP name (if different):











Tel no.Home:


Work:





What is the question the patient would like the clinical genetics team to answer?






































Please give as many details about the family history as possible here, including names and dates of birth of all affected family members. You may find it easier to draw a family pedigree on the reverse of this form.





IF YOUR PATIENT IS PREGNANT, PLEASE STOP COMPLETION OF THIS FORM AND REFER TO PRENATAL REFERRAL GUIDANCE ON 


� HYPERLINK "https://www.uhs.nhs.uk/departments/genetics/for-health-professionals-the-referral-process" ��https://www.uhs.nhs.uk/departments/genetics/for-health-professionals-the-referral-process�
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