
Guidance Information: Non-Cancer Referrals

Please read this guidance information prior to completing form

Urgent referrals should be sent by email with the word URGENT in the subject title and do not usually require a phone call
There is a consultant and duty genetic counsellor on call available (Monday to Friday, 9am to 5pm) if urgent advice is required email leedsth-tr.ClinicalGeneticsLeeds@nhs.net

1. Inpatient or outpatient review 
a. Inpatient review: please request only if our advice would change inpatient management (e.g. reorientation of care in acutely unwell child, a genetic diagnosis may alter treatment decisions).
If the patient is not expected to survive then they may also be seen as an inpatient.
b. Outpatient review: the waiting time may vary depending on the waiting list. Please advise patients that it may be over 18 weeks.
c. Written advice: please note advice and guidance may be given by letter rather than the patient seen in clinic.

2. Referral urgency:
Urgent referrals include:
a. Prenatal referrals for an on-going pregnancy – please use separate prenatal referral form https://www.leedsth.nhs.uk/assets/fca01e4aa7/Prenatal-combined-referral-form.dotx 
b. Those where clinical assessment or advice from Clinical Genetics may affect immediate management decisions (e.g. re-orientation of care, treatment decisions).

3. Information about the patient
Please fill in as much clinical detail as you can. This includes:
a. Whether your patient has previously been seen by a genetics service. Where and when this was. Include genetics service reference number if known (Yorkshire Regional Genetics Service (YRGS) reference format: LCG or PEDXXXXXX).
b. Results of any previous genetic testing (please enclose copies of any test reports).
c. For children: growth parameters (including OFC), results of imaging and chromosome array. 
d. For prenatal referrals: EDD or estimated gestation, results of antenatal scans or other tests SEE SEPARATE PRENATAL REFERRAL GUIDANCE
e. For personal or family history of cancer: SEE SEPARATE CANCER REFERRAL GUIDANCE

4. Information about the family
Please include details of other family members with relevant genetic diagnoses. Useful information includes:
a. How this family member is related to the patient being referred.
b. Family members’ names and dates of birth. You can include any information given to you by the patient being referred.
c. Whether family members have seen a genetics service. Where and when this was. The genetics service reference number used to link family members. YRGS reference is in format LCG or PEDXXXXXX. Other services have numbers beginning GXXXXX, CGXXXXX or similar.
d. Results of any genetic tests if available.
e. If the family member is deceased, copies of death certificates and post-mortem reports

Useful links:
The National Genomic Test Directory - list of genetic tests, testing criteria and who can arrange:  https://www.england.nhs.uk/publication/national-genomic-test-directories/ 
The Leeds Genetic Laboratory genetic test request form: https://www.leedsth.nhs.uk/a-z-of-services/the-leeds-genetics-laboratory/constitutional-genetics/molecular-genetics/sending-samples-to-the-laboratory/

   All children with developmental delay, intellectual disability or congenital anomalies require a chromosomal array prior to genetics review. Please refer to paediatric team for initial assessment.

Request for Non-Cancer Genetics Consultation Referral Form
If printing, 
sticker here

Patient Details:
Name: 
DOB: 
NHS number: 
Address: 

Hospital number:
YRGS LCG or PED number (if available):

	Patient Contact Details:
Home:
Mobile: 
Email:

Next of Kin Details:
Name and relationship:
Phone and email:
	GP Details:
Name: 

Address:


Phone:
Fax/email:
	Referrer Details:
Name: 
Speciality: 
Designation:
Ward: 
Hospital:

Contact details (phone/email):


	Additional useful information if available:
Patient previously been seen in a genetics service?
|_| Yes        |_| No        
When / where? - Correspondence enclosed |_|

Previous genetic testing?
|_| Yes        |_| No     
When / where? - Results enclosed |_|

Family member(s) been seen in a genetics service?
|_| Yes        |_| No        
When / where? - Correspondence enclosed |_|

Previous genetic testing in family member(s)?
|_| Yes        |_| No         
When / where? - Results / correspondence enclosed |_|
Name(s):
DOB:
YRGS LCG or PED or other family number: 
Relationship to referred patient:

If a family member is deceased, useful information includes: 
Name / date of birth / date and cause of death / whether a post-mortem carried out (when / where) and a report if possible / Copies of death certificate 
	Referral Reason (see guidance):
|_| Diagnosis or testing for a genetic condition

|_| Testing for a condition in the family (predictive)

|_| Discussion of genetic results

|_| Other: please detail:



	
	For children:
Growth parameters (including OFC):

Results of imaging enclosed?         |_| Yes   |_| No

Results of chromosome array?       |_| Yes   |_| No


	Information about the patient



Family history


Is there a clinical question?

Is your patient able to travel to appointments?     |_| Yes        |_| No        |_| Don’t Know 
Would your patient accept a telephone appointment?     |_| Yes        |_| No     |_| Don’t Know
Are there any communication requirements?       |_| Yes; Please specify:                                  |_| No       





