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SEXUAL HEALTH REFERRAL FORM
Referral Date:
	Patient Details (including CHI no)
   (ATTACH PATIENT LABEL HERE)
	GP Details:


	Patient’s Preferred Mode of Contact:          
a.  Letter to Home Address:      Yes / No
b.  Phone:    Mobile Number:                                                    Is it ok to leave a message   Yes / No
                     Landline Number:                                                 Is it ok to leave a message   Yes / No

	Is the Patient Aware of this Referral:    Yes / No

	Is the Patient Pregnant:    Yes / No                                 If so, how many weeks:   


	Reason for Referral (including any treatment given):



	Any Additional Needs/Concerns 

(eg. Special Needs, Interpreting Service, Child Protection, etc):




     Referred by:

	Name:
	

	Designation:
	

	Department:  
	

	Contact Details:
	

	Responsible Consultant 

(if applicable):
	


   Email to:   fife.sexualhealthreferrals@nhs.scot
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