[image: image1.png]NHS

Hull University
Teaching Hospitals

NHS Trust
ERemarkg_bIe peclmle.
xtraordinar dCe. @& disability
v p ] i ] B8 confident
www.hull.nhs.uk | facebook.com/hullhospitals | twitter.com/hullhospitals EMPLOYER





Dear Dr
Name …………………………………………………………………………………(female)

Name ……………………………………………………………………………….. (partner)
The Code of Practice issued by the Human Fertilisation and Embryology Authority and approved by the Secretary of State requires that, prior to providing assisted conception treatment requiring a licence, suitable enquiries be made about the welfare of the child or children who may be born following such treatment.

One of the conditions of a treatment licence is that “a woman shall not be provided with treatment services unless account has been taken of the welfare of any child who may be born as a result of the treatment (including the need of supportive parenting), and of any other child who may be affected by the birth”.

Clearly such safeguards should also extend to all cases of fertility treatment whether requiring a licence or not.  Indeed, the Code of Practice states, that the above conditions do apply to any fertility service provided by centres possessing a treatment licence.

It is the responsibility of the treatment centre to make the Welfare of the Child assessment. We are asking you if there is any reason that you may be aware of why it may not be appropriate to offer fertility treatment to the above. The General Practitioner is often well placed to assist in indicating safeguarding factors to be considered and we would be grateful if you could answer and return this letter duly completed indicating below any relevant social factors or concerns.

Among the factors which we would like you to consider are:

· Are there any safeguarding concerns documented within the medical records such as domestic abuse, neglect, drug addiction and alcohol problems? Is there previous relevant Social Services involvement?

· Medical histories including relevant family medical histories. Is the patient under the care of any specialised healthcare teams? Is there a history of problems during pregnancy including potential implications of multiple births? Are there inherited disorders? 
· Please consider the effect on any existing children of the family. 
Particularly children with serious medical or social problems

If you have any problems or need help completing the form please contact

Denise Holland (Consultant Nurse) 01482 382648

This form can be sent electronically from the GP Practice without a practice stamp for validation.

General Practitioner to complete:

From your personal knowledge is there any reason why it may not be appropriate to offer treatment to this couple, including anything which might affect the welfare of any resulting child? (We do not require you to consult the patient’s records). 
Yes 



No
Approximately how long have you been the woman’s GP? ……………………………..
Approximately how long have you been the partner’s GP?………………………………
Do you feel unable to comment? ……………………………………………………………
Please attach or enclose any further information you may feel is important to support this assessment. 

…………………………………………………………………………………………………

…………………………………………………………………………………………………

…………………………………………………………………………………………………
Signed (General Practitioner) …………………………………………Date ………….…
A practice stamp is required for validation if the patient is presenting a paper copy to the IVF Unit (please note any paper forms not stamped will be returned)
The GP must be satisfied that the patient has given consent for completion 

· Those patients bringing a paper copy to the surgery for completion must complete the consent below.

· Where the GP is sending the form as part of a referral to the Subfertility Clinic this section is not required as the patient will have given verbal consent. 
· NB. Where the partners have different General Practitioners, each partner should approach her/his General Practitioner.
I/We consent to my/our General Practitioner providing the required information.

Signed (female) ……………………………………………………………Date ……………

Signed (partner) ……………………………………………………………Date …………...
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