To: OB/GYN at Boston Medical Center
Fax: 617-638-6756



From:_________________________________________
Referring Provider:______________________________

Referring Facility:_______________________________

[image: ]OB/GYN REFERRAL

Fax #:_________________________________________
Patient Information:                                                                                                
__________________________________________________________________________________________________Patient Name                         DOB                                           Social Security #                                   Phone #
Interpreter Need?    Yes   No            Language:__________________________________________________________________
[bookmark: _GoBack]
__________________________________________________________________________________________________
Name of Insurance Carrier                                                          Policy Number                                              

[bookmark: _Hlk63431052]Select all that apply for indication of referral below:
	Obstetrics

	Indication for exam/Reason for referral:_______________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________


	Does patient plan to deliver at BMC?
   Yes______               No______
Frequency of referral:
· a one-time consult
· transferring prenatal care


	Does patient have a history of:
· Chronic hypertension
· Clotting disorder or history of DVT/PE/VTE
· Heart Conditions
· Type I or Type II DM
· HIV/AIDs
· History of/current substance use disorder



PREGNANCY INFORMATION:
LMP ___/___/___   EDC ___/___/___   if by ultrasound:  date: ___/___/___   GA at ultrasound ___ wks___days                               G_______P_______
· 
· Singleton Gestation                           
· Multiple Gestation______________

THIS PREGNANCY COMPLICATED BY: _________________________________________________________________________
PREVIOUS PREGNANCY COMPLICATED BY: ____________________________________________________________________
*Has the patient been seen at BMC for this pregnancy before? (please circle)            YES   	   NO 
INCLUDED WITH THIS FORM, PLEASE FAX ALL RELEVANT MEDICAL RECORDS
*PLEASE NOTE- Separate referrals must be submitted for obstetrics, antenatal testing unit and genetic counseling respectively*
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