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Colposcopy Referral
Patient Details:

	Hospital no.
	     
	NHS no.
	     

	Surname
	     
	Forenames
	     

	Previous surname
	     
	Title
	     
	Gender
	     

	Date of birth
	     
	
	

	Address

Post Code
	     
     
	Home tel. no.
	     

	
	
	Work tel. no.
	     

	
	
	Mobile no.
	     


Referral Details:

	Referring clinician
	     
	New referral?
	Preferred Clinician (if applicable)

     

	
	
	Yes
	
	No
	
	

	GP Practice/ Department


	     
	Re-referral? 
	Previous Clinician

     

	
	
	Yes
	
	No
	
	

	Date of referral
	     
	Date last seen
	     

	Date of GP consultation
	     
	Dates not available
	     


Communication and Accessibility needs:
	Interpreter required?:
	Yes
	
	No
	
	Wheelchair access required?  
	Yes
	
	No
	

	Language: 
	     
	Learning Disability:  
	     

	Hearing:
	     
	Other disability needing consideration: 
	     

	Vision:
	     
	
	


	
	Military Service Person
	
	Military Veteran
	
	Member of Military Family

	Reason for referral
	X

	
	

	Dyskaryosis in smear following previous CIN
	 FORMCHECKBOX 

	
	

	
	
	
	

	3 insufficient smears within 5 years
	 FORMCHECKBOX 

	
	

	
	
	
	

	Persistent borderline or mild dyskaryosis
	 FORMCHECKBOX 

	
	

	
	
	
	

	Moderate or severe dyskaryosis
	 FORMCHECKBOX 

	
	

	
	
	
	

	? Invasive neoplasia
	 FORMCHECKBOX 

	
	

	
	
	
	

	? Glandular neoplasia
	 FORMCHECKBOX 

	
	

	
	
	
	

	Lesion suspicious of cervical cancer
	 FORMCHECKBOX 

	
	Please use gynaecological cancer

	
	
	
	

	Post coital bleeding lasting>4 weeks
	 FORMCHECKBOX 

	
	Rapid Referral Form


Other – give details:

	     


	Date of last smear
	     
	                   Date of last period
	     


Please attach copy of smear result.

Other relevant clinical history (if any): Please feel free to attach a formal referral letter if appropriate

	     


Please refer via eRS
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