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MATERNITY ULTRASOUND REQUEST FORM

GP details:



     Patient details: 
 

[image: image3.png]Barts Health [1"/2&)

NHS Trust




Pregnancy details:


LMP: ___________________EDD: ____________________by scan / LMP*

GRAVIDA:__________PARITY: ________

Please tick relevant box(es) to indicate request:


[image: image2]
Referring midwife/doctor: 
Name:
_____________________________ Signature: _________________________ Date: ___________

Fax to: Antenatal Ultrasound Department, The Royal London Hospital on 020 359 43218. 

Tel 020 359 42511.  UNCLEAR AND INCOMPLETE FORMS WILL BE REJECTED AND RETURNED.
GP name:








Surgery:				


		(OR SURGERY STAMP)





Tel:					





Fax:





Name:			


				NOT ADDRESSOGRAPH


Date of birth:		


				LABEL PLEASE - THEY


Hospital number:	


				DON’T FAX WELL 


Tel:





Address:

















Comments:























Dating scan





Combined screen

















Very late bookers scan 





10-14 weeks gestation





Down’s syndrome screening test + dating scan


Woman must be given pre-test information


11-13+6 weeks gestation 		Available to all women





Booking at >23/40 / no previous scans in this pregnancy





Growth scan  











Liquor volume (from 24/40)

















Anomaly scan











19-22 weeks gestation





Uterine artery dopplers (please tick indication below)





Indication:





Indication:











Indications for dopplers:





     Unexplained serum AFP / β-hCG / inhibin-A ≥ 2.0 MOM		Birthweight ≤2500g>37/40   


     Abruption / stillbirth / early NND   				  	Recurrent miscarriage >3   


     Chronic hypertension / renal disease / SLE / Thrombophilias   	 Prev hx PET<37/40   
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