	[bookmark: _GoBack]W.A.H.T COLPOSCOPY REFERRAL FORM
To be completed in full by referring clinician and emailed to wah-tr.colposcopyadminteam@nhs.net



	Referring Consultant

	Date of Referral

	Name

	Hospital Number

	Date of Birth

	Age
	NHS Number

	Address

	Patient contact number

	Reason for referral (Question must be answered)



	Presenting complaint, clinical findings and comorbidities
	Relevant personal/social issues



	Date of last smear/Result

	BMI  
	< 30   ☐
	30 - 40  ☐
	> 40  ☐

	
	YES
	NO
	Comments:

	Translator Required
Language:
	☐	☐	

	Patient Mobility Limited
	☐	☐	

	Hoist required
	☐	☐	

	Anticoagulants
	☐	☐	



	
	2-4 weeks
	Within 6 weeks

	2WW
	URGENT
	ROUTINE

	Cervix suspicious of cancer          ☐
	Suspicious symptoms                    ☐
	Cervical Cytology                           ☐

	
	
	Vault cytology post TAH               ☐



	Please confirm patient is aware that this is a suspected cancer referral   YES  ☐               NO  ☐              N/A  ☐
	Date(s) patient is unable to attend in next 2 weeks



	Signed:
Job Title:

	Date:



	For colposcopy use only

Appointment Date:
	Within 2 weeks  ☐



	URGENT  ≥2 - 4 weeks  ☐



	ROUTINE  Within 6 weeks ☐









