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LARC Self-Referral 
	Patient’s Full name
	

	Date of Birth
	

	NHS Number (if known)
	

	Address
	

	Contact number
	

	GP Practice Name and address
	




	Type of Service Required (Please tick all that apply):


	☐Implant Replacement


	☐Implant Fit


	☐ Implant Removal


	☐Coil Fit (IUD/IUS)


	☐Coil Renewal (IUD/IUS)


	☐Coil Removal




	Date of last period

	

	Relevant medical conditions (ie, history of fibroids or STIs)
	


	Allergies
	


	Medications
	


	Have you had a coil or implant previously? (please specify)
	

	Any previous problems with coil or implant methods? (please specify)
	

	Additional information? (eg pregnancy test) 
	

	Do you require any reasonable adjustments? (please specify)
	


Email referral form to: stonehill.medicalcentre@nhs.net 
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