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Maternity Self-Referral Form

Please take this to the Antenatal Clinic, Level 5, Kenwood Wing, Magdala Avenue, London, N19 5NF

Fax: 0207-288-5576    Tel: 0207-288-5586

E-mail: whh-tr.MaternityReferrals@nhs.net
Dear Midwives,

I am pregnant and would like to book to have my pregnancy care through the Whittington Hospital. My details are as follows (please fill out what you can):
	Surname:  
	
	Date of Birth: 
	

	First Name: 
	
	Hospital No (if known): 
	

	Previous Surname: 
	
	NHS No (if known):
	

	Address: 
	

	Post code: 
	
	Age: 
	

	Home Tel: 
	
	Mobile Tel: 
	

	Can we contact you on this number by text messaging? (Y/N)
	

	

	GP Name: 
	

	Practice Name: 
	

	Address: 
	

	Post Code: 
	
	Gender (please state): 
	

	

	Martial Status:
	
	Nationality: 
	

	Do you require an Interpreter? (YN): 
	
	Ethnic Group: 
	

	Language Spoken: 
	

	What was the date of first day of you last menstrual last Period? 
	


	Details of Previous Pregnancies:



	Have you had any operations or illnesses, including depression?:


	Prescribed Medications:


	Allergies:



Social 

	Do you smoke? (Y/N)
	
	If yes, how much?
	
	Do you drink alcohol? (Y/N)
	
	If yes, how much?
	

	Do you take drugs? (Y/N)
	
	If yes, please specify below:

	


	Name, address and contact information of Social Worker (if applicable)
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For office use only


Date actioned:				Midwifery team:


Gestation when actioned:			Link Consultant:	 


EDD:					( Urgent	( Routine


Age: 					( High Risk	( Low Risk











