ANTENATAL CLINIC REFERRAL FORM

E Ospidéil OL
UL Hospitals

‘Working together, caring for you

PATIENT

Name

Address

Phone

Date of Birth

GENERAL PRACTITIONER

Name

Address

Phone

Medical Council Number

Gravida

Parity

Infection Status

Previous Obstetric History

Last Menstrual Period

Expected Date of Delivery

IVF

Previous Medical History

Social History

Previous Surgical History

Previous Mental Health History

Current Medications (List All)

Allergies (List All)

Smoker (Specify Quantity/Day)

Language

Interpreter Required

Please email referrals to LUMHReferral@hse.ie

None L] mrsa [ cpe [ eBs [ cre [ covid [

Other

No |:| Yes D

None D Appendectomy D
Caesarean section E] Laparotomy
Ectopic Miscarriage [_] Cholecystectomy [ ]

Other

None |:| Anxiety |:|
Depression [ ] Bipolar []
Personality Disorder |:|

Other

No |:| Yes |:|
No |:| Yes |:|

No|:| Yes |:|

Clinic Phone 061-483131/ 061-483165
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