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Referral for sperm banking prior to treatment
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Patient Details                                           Partner Details (If applicable)
Name:
Name:
D.O.B:
D.O.B:

Address:

Contact number:

How many children do the couple have in total?
This patient is having treatment under the care of 

.……………………………………………………………………….. (Consultant)

Diagnosis…………………………………………………………………………..
Treatment…………………………………………………………………………..
Treatment is scheduled to start on………………………………………. (date)

Any previous surgery? Yes/No   If Yes ………………………………..(date) 
Viral Screening tests have been ordered on ……………………………. (date)

Please note: Viral screening must include:
HIV 1 and 2

Hepatitis B Surface Antigen

Hepatitis B Core antibody

Hepatitis C

Please arrange screening as soon as possible.
Sign…………………………………………………………………………………

Print name………………………………………………………………………….

Date:………………………………………………………………………………….
Please email this referral to: 

Abi.Connor@uhcw.nhs.uk & FertilityPreservationCRM@uhcw.nhs.uk 
or call 02476 96 88 76 for further information
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