GP MATERNITY REFERRAL FORM

Please ensure referrals are faxed to Rosewood (Antenatal Clinic) before 12 weeks gestation.

Fax number:
(03) 5832 2919

Please attach all bloods and ultrasound results to referral or it won’t be accepted. Date
First name Family name
Date of birth Mobile Alt
number number
Address
Medicare Interpreter Language
number required guag
Aboriginal or
Torres Strait Refugee or Cour]try Yea.r of
Islander asylum seeker of birth arrival
MEDICAL HISTORY CURRENT PREGNANCY
[J No [] Multiple pregnancy
[ Anaesthetic difficulties
[C] May refuse blood product (e.g Jehovah's witness) Gravit Bae BMI
[] Diabetes Mellitus [] Type 1 [] Type 2
[] cardiac disease EDD LNMP
[ Ilicit drug use or methadone program
[ Asthma PREFERENCES

[] Hematological (e.g anaemia Hb <10 or clotting disorder)
[] Epilepsy (on medication)

[J Hypertension (additional information required)

[] on medications (additional information req)

[] Mental health (additional information req)

[] Thyroid disease (uncontrolled)

PREVIOUS PREGNANCIES

[ 3 or more miscarriages/mid trimester loss
[ Parity >5 babies

[] severe pre eclampsia

[ shoulder dystocia

[ Large baby >4500g

] Small baby <2500g (<10th centile/FGR)

[] Significant PPH >1000mls

[ Previous LUSCS How many

[ 3rd or 4th degree tear o

[] Gestational diabetes (diet or insulin controlled)
[ seizures in pregnancy or labour

[] Rhesus isoimmunisation

[ other significant maternity problems

[] Midwife care [] ‘"MGP [] Obstetrician led care [] Private [] Shared care

*Greater Shepparton area only

THE FOLLOWING TESTS HAVE BEEN ATTENDED AT:

Pathology Lab:

Radiology clinic:

[1 Blood group and antibodies
[ FBE

[ Ferritin

[ TPHA-Syphillis

[ mMsu

[J vitamin D (if indicated)

[ Early GTT (if indicated)

[ 1st trimester screening or
NIPT’s test

[JHepB

[JHepcC

CJ HIV Ab

[ Rubella IgG

[] Random BSL

[J Pap test (cervical screening)
] Morphology ultrasound

[] Dating ultrasound

ADDITIONAL INFORMATION:

REFERRER:
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