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[bookmark: _GoBack]FERTILITY PRESERVATION PROFORMA
(PRIOR TO GONADOTOXIC TREATMENT) 
THIS FORM MUST BE TYPED – ILLEGIBLE FORMS WILL NOT BE PROCESSED

Link to: Policy for Preservation of Genetic Materials
Please note: Applications will be processed on a case-by-case basis.

	Transgender patients due to start gender affirmation treatment must be referred by an NHS Gender Identity Clinic or Sussex Transgender, Non-binary, and Intersex (TNBI) LCS GP.

All other patients due to start potentially gonadotoxic treatment must be referred by their NHS Consultant, for example Oncologist.

At the point of referral, please make the patient aware that once they are ready to use their preserved genetic materials, they will need to meet the eligibility criteria in the NHS Sussex Assisted Conception Policy in place at that time in order to be eligible for NHS-funded Assisted Conception treatment. If applicable, please also advise them that NHS Sussex does not fund any type of surrogacy arrangement due to the significant medico-legal issues involved in surrogacy arrangements. 



[bookmark: _Hlk147844646]Please liaise with the patient’s chosen NHS Sussex commissioned provider and complete all sections as appropriate. If eligibility criteria are not met, please state the reasons and also complete the section on exceptionality.


1. Patient information
	Patient details
	GP practice details

	Surname
	
	Title
	
	Practice name: 

	First names
	
	Practice code:

	DOB
	
	

	NHS No.
	
	

	Gender
	
	

	Sex assigned at birth
	
	

	Preferred pronouns
	
	

	Ethnicity
	
	

	Address

	
	Practice address:

	Tel home
	
	Telephone: 

	Tel mobile
	
	

	Tel work
	
	

	Email
	
	Email:

	☐ Consent given for phone messages to be left
☐ Consent given for text messages to be sent

	Supporting patient information

	☐ History of cognitive impairment (e.g. Learning Disability). Please give details:
     

	☐ History of sensory impairment (e.g. deafness/visual impairment/etc.). Please give details:
     

	☐ Mobility impairment. Please give details:
     

	☐ Interpreter required 
	Preferred language: 

	☐ Carer attending 

	Relevant medical history. Please give details:      

	Additional notes/comments:      




2. Eligibility assessment
	Criterion
	Clinician’s response

	1. Details of potentially gonadotoxic treatment the patient is due to start.
For parts a to e, please state the required information or N/A.
For parts f to h, please confirm if the statements are true.
	Please state and include supporting documentation for example letters, commissioning guidance/pathways



	a) Diagnosis
	

	b) Details of the gonadotoxic treatment/ treatment plan, including:
· Proposed start date and duration of treatment
· Full list of drugs and dosage.
	

	c) Prognosis (not applicable for Transgender patients requiring fertility preservation prior to gender affirmation treatment).
	

	d) Whether the proposed treatment is curative or palliative (not applicable for Transgender patients requiring fertility preservation prior to gender affirmation treatment).
	

	e) What the impact of the treatment on fertility will be – please include information on whether this is likely to be temporary or permanent (include supporting evidence).
	

	f) For egg preservation: The patient is well enough to undergo ovarian stimulation and egg collection and
	

	g) This will not worsen the patient’s condition and
	

	h) Enough time is available before the start of the patient’s treatment.
	

	2. Details of the requested Fertility Preservation. 
	

	Please state what fertility preservation treatment is being requested (eggs, sperm or embryos).
	

	3. Exceptionality where patients don’t meet the eligibility criteria.
Please state:
	If not applicable, please state N/A

	a) What are the exceptional clinical circumstances which make the standard intervention not appropriate for this patient?
	

	b) What are the exceptional clinical circumstances which justify making the case an exception to the policy, please include evidence and references/journals?
	

	4. Assisted Conception Treatment using stored materials.
Patients must be informed that Assisted Conception treatment using the preserved material would be subject to the Assisted Conception Policy operating at the time that the patient wishes to use the stored material and does not guarantee NHS funded treatment. NHS Sussex does not routinely authorise funding for surrogacy.
Please state whether patients have been informed and have given consent to proceed.
	

Yes /No 



Comments



Please note that the NHS Sussex may share information with other appropriate services in considering funding request. Sensitive/personal/confidential information will only be shared on a need-to-know basis. 
☐ I affirm that I have discussed this with the patient (or in the case of a minor or vulnerable adult with parent/legal guardian/carer)
☐ I confirm that this request is being made with the patient’s/parent’s/legal guardian’s/carer’s consent. 
☐ I confirm that the patient (and his/her parent/legal guardian/carer) has been offered counselling.

For information on NHSE Adult services for gender dysphoria, please visit: 
www.england.nhs.uk/commissioning/spec-services/npc-crg/gender-dysphoria-clinical-programme/ 

For information on NHS Sussex Assisted Conception criteria please visit: 
https://www.sussex.ics.nhs.uk/nhs-sussex/policies-and-procedures/

If you feel that there are exceptional circumstances that justify funding, please complete the section on exceptionality and visit the NHS Sussex website for information on Sussex Wide Individual Funding Request (IFR) Policy: 
https://www.sussex.ics.nhs.uk/nhs-sussex/policies-and-procedures/



3. Choice of NHS Sussex commissioned provider

Please choose one provider:
	[bookmark: _Hlk159586499][bookmark: _Hlk159586331]
	Provider name and location
	Provider contact email address to send referral

	☐	Agora Clinic
https://agoraclinic.co.uk
Main Clinic: Brighton
Satellite Clinics: Eastbourne and Worthing
	Lisa.cope2@nhs.net and Kerry.martin29@nhs.net

	☐	Care Fertility
https://www.carefertility.com
Main Clinics: Tunbridge Wells and Woking
Satellite: Sittingbourne
	care.tunbridgewells@nhs.net


	☐	Complete Fertility https://www.completefertility.co.uk
Main Clinic: Eastleigh
	completefertility@uhs.nhs.uk	

	☐	London Women’s Clinic
https://www.londonwomensclinic.com/
Main Clinics: Bromley, Eastbourne and Harley Street, London
Satellite Clinics: Tunbridge Wells, Canterbury, St Thomas Street (London Bridge)
	nhsreferrals@londonwomensclinic.com


	☐	Wessex Fertility
https://tfp-fertility.com
Main Clinic: Southampton
Satellite Clinics: Chichester and Waterlooville (Portsmouth)
	rosalie.bishop@nhs.net

tfpwessex.patientsupport@nhs.net


	☐	Other, please state:
Centre must be HFEA approved and must provide services in line with applicable HFEA guidelines/protocols, including counselling, consent and screening for infectious diseases as appropriate.
	Provider name:
Contact details:



4. Signatures

I confirm that to the best of my knowledge all the information above is correct.
	Signature:
	Date:

	Name of referrer:
	Telephone number:

	Email address:
	Organisation:



Please email the completed form to the chosen NHS Sussex commissioned provider.


5. To be completed by chosen provider and supplied back to NHS Sussex.

(For East Sussex and Brighton and Hove patients only)

	Patient name:

	Date application received:

	Referring clinician:

	Referring clinician’s organisation:

	Procedure requested: (eggs / sperm / embryos)

	Reason for referral: (prior to cancer / gender affirmation / other treatment)

	Fertility preservation provider:

	Procedure performed: (eggs / sperm / embryos)

	Date procedure completed:

	Cost:

	Authorised by: (name of provider clinician)

	Date:




Please send to:

Brighton and Hove patients - sxicb-bh.ifr@nhs.net

East Sussex patients - sxicb-esx.esifrs@nhs.net
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