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Westview Centre 

Town Lane

Southport

PR8 6PN
SEFTON SEXUAL HEALTH SERVICE - PROFESSIONALS REFERRAL FORM
Please email your referral to: soh-tr.4495-GUM@merseywestlancs.nhs.uk - If you have a query relating to your referral, please telephone 01704 704492
	Date of Referral
	Patient’s Full Name/Preferred
	Address & Postcode

	
	
	

	Preferred Tel. No.  
	Date of Birth
	Gender
	Special Language Requirement

	
	
	
	

	GP Details
	

	Contact Restrictions
	

	Reason for Referral:

	

	Recent investigations relevant to referral – please give details and results:

	

	Medical/Surgical History:

	

	Current Medication:

	

	Any further comments:

	


The referrer has discussed this referral with the patient who understands and consents to be contacted by the Sefton Sexual Health Team:
Referrer Name:  ……………………………………….
Designation:  ………………………….

Signature:          ……………………………………….
Date:  ……………………………………
Referrer Address/Dept:  ………………………………………………………………………………..
Upon receipt of this referral, we shall email an acknowledgement.
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