Maternity Care Referral Form																	[image: ]
Northern Health 
Fax referral to: (03) 8405 8616
Please aim to send all pregnancy care referrals by 10 weeks gestation to Head of Unit- Dr Arzoo Khalid
Date: Click or tap to enter a date.
Patient Details
	First Name:     
	Last Name:    

	Date of Birth:         
	Gender:     
	Medicare Number:
	Exp. Date:   

	Address:      
	Suburb:        
	Postcode:         

	Home Phone:            
	Mobile:      
	Email:           

	Language:   ☐ English         ☐ Other, specify:     
	Interpreter required?       ☐ Yes              ☐  No     

	[bookmark: _Hlk179201381]Aboriginal or Torres Strait Islander?    ☐  Yes       ☐  No       
	Disability or special needs?   ☐  Yes, specify:                ☐  No           


Referring Doctor Details
	[bookmark: _Hlk198047473]First Name:       
	Last name:        

	Practice Address:        
	Suburb:        
	Postcode:       

	Phone:      
	Fax:        
	Email:       

	Provider Number:        

	Usual GP details (if not referring doctor):                     


Current obstetric history
	Estimated delivery date:                
	LNMP:
	Known multiple pregnancy:       ☐ Yes      ☐ No       

	Gravida:
	Parity:
	BP: 

	Height (cm):
	Weight (kg):
	BMI:


	
Preterm Birth Assessment
Tick if the patient has had the following:
	☐ 
	Previous spontaneous preterm birth <34weeks

	☐ 
	Previous mid-trimester loss (16-24weeks) due to cervical insufficiency

	☐ 
	[bookmark: _GoBack]Previous premature rupture of membranes <34weeks

	☐ 
	Previous pregnancy requiring cerclage or progesterone

	☐	Radical trachelectomy


Past Obstetric History 
☐   Not applicable - primigravida    	  ☐   Not applicable - no significant previous complications
Tick any previous obstetric complications and provide details below
	☐ 
	Previous stillbirth	
	☐ 
	Previous Gestational Diabetes

	☐ 
	Previous fetal abnormality (specify)
	☐ 
	Previous pre-eclampsia/HELLP

	☐ 
	Previous Miscarriage x3 or more
	☐ 
	Obstetric Cholestasis	

	☐ 
	Previous Preterm birth <37/40 (gestation:_______)
	☐ 
	Maternal red cell antibodies

	☐ 
	Previous Fetal Growth Restriction or <2800g at term 
	☐ 
	Previous PPH >1000mls	

	☐ 
	Previous Large baby > 4500g at term
	☐ 
	Perinatal psychosis

	☐ 
	Previous Placental abnormalities/abruption
	☐ 
	Previous caesarean/s

	
	Other condition/ additional details: 
	☐ 
	Previous Neonatal Alloimmune Thrombocytopenia

	
	
	
	


Risk factors relevant to pregnancy
    ☐			Not applicable - no relevant risk factors 
Tick any risk factors and provide details below
	☐ 
	Medicine of concern
	☐ 
	Diabetes pre-pregnancy	

	☐  
	Smoked in last 12 months
	☐  
	Other endocrine disorder

	☐  
	Current alcohol or illicit drug use (specify)
	☐  
	Thalassaemia	

	☐  
	Psychiatric disorders 
	☐  
	Haematological/Coagulation disorder

	☐  
	Family history of genetic disease/anomalies (specify)
	☐  
	Hep B carrier or Hep C

	☐   
	Heart disease	
	☐   
	Infectious disease e.g. HIV

	☐ 
	Hypertension 
	☐ 
	Current malignancy

	☐ 
	Respiratory disease (including severe asthma)
	☐ 
	Previous chemotherapy

	☐  
	Gastrointestinal/Liver disease
	☐  
	Uterine anomalies/fibroids

	☐  
	Renal disease		
	☐  
	Uterine/cervical surgery eg. cone bx./LLETZ

	☐  
	Neurological disease e.g. epilepsy	
	☐  
	Female Genital Mutilation/Traditional Cutting

	☐  
	Rheumatologic disease e.g. SLE
	☐  
	Other (specify)


Patient history – additional details
	Current medicines and supplements:       


	Allergies and reactions:       


	Other relevant information / cultural safety / alerts / family violence:       


Investigations
· Please attach results if available, or send via Fax: (03) 8405 8616 when available
Pathology Provider_____________________________  						     Radiology Provider________________________________

Routine tests (tick all attached)
	☐ 
	FBE
	☐ 
	Hepatitis C

	☐ 
	Blood group and antibodies
	☐ 
	HIV serology               

	☐
	Rubella antibodies    
	☐
	Syphilis serology         

	☐
	Hepatitis B SAg    
	☐
	MSU / urinalysis          

	☐ 
	Dating ultrasound
	
	

	☐    
	12 week Ultrasound (please specify radiology provider and forward when available) 
	

	☐
	Morphology ultrasound (20-22 weeks)   (please specify radiology provider and forward when available)
Please note: Not routinely available to be completed at the hospital and should be booked in community. If late booking- please order and specify Radiology provider





Optional tests - to consider if clinically indicated (tick all attached)
	☐ 
	Early Glucose Tolerance Test or HbA1c (if high risk of GDM)                                
	☐ 
	TSH

	☐ 
	Early ultrasound (eg if dates uncertain/concerns with viability)
	☐ 
	Varicella Ab

	☐
	Cervical screening
	☐
	Chlamydia PCR

	☐
	Hb electrophoresis & thalassemia test (+/- partner testing)
	☐	Ferritin



Reproductive carrier screening (RCS)  - once a lifetime         
Offer to all women in early pregnancy who have not previously had one 
Has the patient had RCS? (Please send results when available) ☐ Yes               ☐ No	

Aneuploidy testing 
[bookmark: _Hlk185332512]Aneuploidy screening should be discussed and offered to all women irrespective of age. If high risk aneuploidy screening result, follow-up depending on test and result will be completed collaboratively with Mercy Hospital for Women genetics department.

Has the patient decided to have aneuploidy screening?   ☐ Yes               ☐ No
If yes, which test? (please forward results when available)
	NIPT 
	☐ Completed
	☐ Ordered
	Provider:

	First Trimester Combined Screening 
	☐ Completed
	☐ Ordered
	Provider:

	Second Trimester MSST                     
	☐ Completed
	☐ Ordered
	Provider:



Consent statement
· I have obtained the patient’s consent for this referral, its mode of transmission and to share sensitive, personal and health information  
· I understand that following triage assessment, this referral may be redirected to a more suitable public health service as determined by Northern Health. (If your patient does not consent to this, please indicate here: _________________ ) 
· Does the patient give consent for Northern Health to access the patients My Health Record: 
☐ Yes           ☐ No	


Doctor’s signature: ____________________________															Date:	Click or tap to enter a date.



Northern Health wish to commence all pregnancy care by 10-12 weeks gestation in order for women to access tests that are most effective in pregnancy. Late access to pregnancy care is associated with poorer outcomes1,2. Booking into hospital early (<12weeks) wil enable: 
· Timely and equitable access to woman’s preferred care/r and place of birth 
· Coordination and linkages with other health care professionals for women with complex health or pregnancy needs. 
Please initiate a referral for a hospital maternity booking at the first contact with a pregnant woman. 

References: 
Australian Pregnancy Care Clinical Guidelines, 2018 
Victorian Government Perinatal Performance Indicator
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