Auckland Medical REFERRAL FORM FOR
TERMINATION OF PREGNANCY

promoting early quality care CONSULTATION
PATIENT INFORMATION
NAME AR A
D.OB NH.I

NZ RESIDENT:  YES NO NATIONALITY .o,

AN GUAGE SPOKEN e

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.

APPOINTMENT DATE

LMP DATE SCAN DATE AND RESULT

RELEVANT MEDICAL/SOCIAL/OBSTETRIC/SOCIAL HISTORY

TESTS REQUIRED DATE TAKEN TESTS REQUIRED DATE TAKEN

1ST ANTENATAL BLOODS ULTRASOUND

CHLAMYDIA, HVS, ECS SMEAR (IF DUE)

REFERRING DOCTOR’S DETAILS

DOCTOR’S NAME SIGNATURE oo
A D D RE S S oo
PHONE FAX

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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