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REFERRAL FOR PRECONCEPTION CONSULTATION 

Requesting Doctor’s office: ______________________________ Today’s Date: ___________ 

Reason for Consultation: ___________________________________________________________ 

If referral for clearance for IVF, please specify medical concerns that need to be addressed with the 
patient’s counseling: 
________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________ 

Patient’s Primary OB/GYN: _________________________________________________________ 

Patient’s Name:  ___________________________________ Date of Birth: _________________ 

Contact Number: ________________________________ 

Records being sent for review prior to consult (please mark all that apply): 

� Genetic Testing Results 
� Cardiovascular Evaluation 
� Infectious Disease Studies 
� Imaging Studies  
� Prior OB Records 

Appointment Date:  ___________________ Time: ______________  

Scheduled by: _________________ on Date: ____________ 
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