
Referral Form For 
Termination of Pregnancy

Consultation

Patient Information

Referring Doctor’s Details

Relevant Medical/Social/Obstetric/Social History

N.B. If the patient’s English language is insufficient to complete informed consent, a translator who is 
fluent in both English and the patient’s own language will be required to accompany them. Partners and 
family members are not deemed to be impartial translators.

Name

D.O.B

Telephone Number

NZ Resident:       Yes       No

Language Spoken

Doctor’s Name

Address

Phone

AKA

N.H.I.

Mobile Number

Nationality

Signature

Fax

Appointment Time

Scan date and result

Tests Required

1st Antenatal Bloods

Chlamydia, HVS, ECS

Date Taken Tests Required

Ultrasound

Smear (if due)

Date Taken

Appointment Date

LMP Date

Office Hours: Monday - Friday 8.30 am to 5.00 pm
PO Box 56463, Dominion Road, Mt Eden, Auckland

Phone: (09) 638 6040 or (09) 638 6041 • Fax (09) 631 0451
www.amac.org.nz
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