	Date of referral:

	Previously attended:      Yes / No

	Name:
	Date of birth:


	Address
	Contact telephone:

	
	

	Referring Consultant:

	Referring Consultant/Unit contact number:


	Referring unit:


	Current gestational age:
	EDD:
	Blood group:


	Referral for:                                                                                                                                      Tick Box
1. Suspected fetal abnormality (specify ultrasound findings below)  :                                           






2. Complicated multiple pregnancy:                                                                                                         
[bookmark: _GoBack]3. Red cell alloimmunization: D/Kell /Other:                                                                                          

4. Fetal Echocardiogram                                                                                                                              
**Please note this is only indicated if there is a history of a significant cardiac abnormality in a first degree relative of fetus that required intervention**  :                                                                                                
                                                                                                                                                                         
5. Familial/Inherited genetic condition (specify)                                                                                  

Please attach Ultrasound reports, blood results and any other relevant information


	Interpreting services: 

	Language required:


[image: ]
Please email referral to fetalmedicinemidwife@nmh.ie or contact 01-6373218 for further information. For urgent referrals please ring 086 0285343 to discuss.
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