
Hysterectomy for Heavy Menstrual Bleeding

Referral Checklist

	Patient Details

	Name:
	

	Hospital Number:
	
	NHS Number:
	

	Date of Birth:
	

	Address:
	Postal Code:


	Telephone Number:
	

	Clinician Details

	Name of Referring GP:
	

	Practice Address or Stamp:
	Postal Code:


	GP / Practice Telephone Number:
	

	Name of Trust being Referred to:
	

	Criteria Checklist - patients should meet the following criteria:  A or B or C or D - tick boxes as appropriate

	A
	Levonorgestrel IUS has failed to relieve symptoms AND other treatments (in line with NICE Guidance) have failed, are inappropriate or are contrainidicated
	

	B
	If a Mirena® IUS has been refused on ethical grounds, the patient has failed to respond to a least two alternative treatments.
	

	
	Please state what these two alternatives are:




	

	C
	The patient has contraindications to the levonorgestral intrauterine system.
	

	D
	Suspected malignancy.
	


Form completed by :



Title:



Authorising Signature:


Dated:
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