 Department of Clinical Radiology. University Hospitals Bristol NHS Foundation Trust
Request for Ultrasound Scan in Pregnancy
St. Michael’s Hospital Tel: 0117-342 5347   Fax 0117 3425832

Appt. Date:


Time:


         Referred By: Please tick box and print name beside it.


Patient Identification: (Addressograph or Please Print)

Consultant




       Hospital No.


NHS No.


Midwife



        









G.P.

Surname:


Mrs/Miss/Ms


S.P.R.

Forenames:






S.H.O.

Address:






Referral Address + Tel. No.(Stamp or Please Print)
Postcode:


Daytime






Date of Birth:


Tel. No.







Type of Care:






Signature:


Date of Request:

Shared:



Community:



Consultant Name:







L.M.P.


E.D.D.


Corrected E.D.D.

BMI:

1. Previous Obstetric Problems
            Yes/No

Details;


2. Diabetic



Yes/No

Details;

4. Infertility Investigations/treatment
Yes/No

Details;

5. Interpreter required?


Yes/No

Language;










:

Type of scan requested;



Notes to Referring Clinicians

Please complete form fully and send to:- The Ultrasound Dept. Level E, St. Michael’s Hospital, Bristol. 
If the appointment needs prompt attention it is essential to include the patient’s daytime telephone number(s).

Screening;


Dating Scan				Yes/Declined


Or


Combined Test for Downs 		Yes/Declined


Syndrome.  (Dating scan, Nuchal


Translucency measurement and


Serum biochemistry).


Woman will be 12+0 weeks on ……………………





18-20+6 week scan			Yes/Declined





Woman has received ‘Screening Tests for you & your baby’ booklet and would like to have the above scans.


Healthcare Professional to sign ……………………………………………………….





Other Scans





Type of scan requested (eg growth, placental site);





…………………………………………………………………………………………………………





Clinical indication for scan;





………………………………………………………………………………………………………….





Date or gestation when scan required;





…………………………………………………….
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