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J 0‘¢ ' FAMILY NAME MRN
ML South Eastern Sydney
NSW Local Health District GIVEN NAME Umae [ FEMALE
GOVERNMENT
T : D.O.B. / / M.O.
Facility: Royal Hospital for Women
ADDRESS
PRENATAL GENETICS
REFERRAL LOCATION / WARD
COMPLETE ALL DETAILS OR AFFIX PATIENT LABEL HERE

RHW Prenatal Genetics Service Clinical Geneticists: Genetic Counsellors:
Level 0, Maternal Fetal Medicine, Royal Hospital for Women Dr Debra Kennedy Ron Fleischer
Tel: (02) 9382 6098 Fax: (02) 9382 6038 Prof Edwin Kirk Bethany Walding

Email: SESLHD-RHWPrenatalGenetics@health.nsw.gov.au Dr David Mowat

Dr Jason Pinner

Dr Rani Sachdev

Dr Emma Palmer

Dr Clara Chung

Dr Lisa Ewans

Patient Details:

Contact number: Currently Pregnant LMP/EDB: G P

[] Planning Pregnancy

nSie

Partner’s Details:

Name: - == ——Bate of Birth: / /

Contact number:

Consultation Request Genetic Counselling Regarding:
[] Increased risk screening result (Please include copies of all results)
[] Diagnosis of fetal abnormality (Please send all scan reports and results)

[[] Personal history of chromosomal or genetic condifidn (Plefisé specify):

“Ac

[] Known genetic condition in the family (Plgasé specify): 10

[] Family history of congenital abnormaliy ‘énd/or inf&iigztual disability
[] Thalassemia (All thalassemialief&sals must'be accompanied by FBE, Iron Studies and Haemoglobin EPG results
for BOTH the patient and their partner) -~ciu-

[] Other: dreier als

Clinical Details:

PLEASE ENSURE A COPY OF RECENT BLOOD GROUP IS FAXED WITH THIS REQUEST IF PREGNANT

Triage: [] GC Appointment [] CG Appointment
MANDATORY FIELD
Requesting Doctor Name: Provider No:
Contact Number: Fax number: Pager number:
Signature: Date: / /
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