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EARLY PREGNANCY ASSESSMENT UNIT (EPAU)
	PATIENT DETAILS 

	HOSPITAL NUMBER:
	NHS NUMBER:

	FIRST NAME:
	SURNAME:

	DATE OF BIRTH:
	MOBILE NUMBER:

	ADDRESS:



	REFERRAL DETAILS  

	GP NAME:

GP ADDRESS:


	GP PHONE NUMBER:

	
	DATE OF REFFERAL:

	Referral Indication:
(Please tick all relevant boxes)

If you feel your case is particularly urgent or unusual, please contact the Unit directly to discuss further AND complete this form.

	
Vaginal bleeding



Abdominal pain

Previous miscarriage


High risk for ectopic pregnancy (previous ectopic, previous tubal surgery, PID, IUD in situ)



Persistent bleeding post miscarriage / termination

Other (Please indicate)




	Pregnancy Status: All fields below are mandatory for an appointment in our Unit

	CONFIRMED POSITIVE PREGNANCY TEST:             YES/NO
(Only women post- medical/surgical management of miscarriage / termination are exempt)

DATE:
	LMP:

	
	GESTATION (must be less than 16 weeks):
                         weeks (approx.)

	Please CONFIRM:
Patient has had a first trimester ultrasound confirming an intrauterine pregnancy in this pregnancy    YES/NO

Patient known to be Rhesus negative            YES/NO



This referral form should be emailed to huh-tr.epau.referrals@nhs.net. 
Referrals are accepted via email and are managed daily. Patients are triaged by the nurse specialist team, and they will be offered an ultrasound scan within 48 hours. Referrals on Friday after 17:00pm will be reviewed on Saturday 8:30am-16:30pm and any referral received after this time will be reviewed on the Monday before 12:00pm. For any queries, please email huh-tr.epau.referrals@nhs.net.
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