[image: image2.png]Sheffield Teaching Hospitals INHS

NHS Foundation Trust




Sexual Health Sheffield - Vasectomy Service

Self Referral Form

Please complete the below details and return this form to:

SHS Vasectomy Service, Central Health Clinic, 1 Mulberry Street, S1 2PJ

Tel: 0114 305 4009   Fax: 0114 305 4001

Your Details:
Surname: 

First Name: 


Address: 




Post Code: 


· Please tick this box if you DO NOT wish for us to write to you at this address.

Daytime Telephone No: 


(We need at least one contact number)

Date of Birth: 

NHS No: 
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Meeting your sexual health needs




Your GP’s Details:
GP Name: 


GP Address: 


· Please tick this box if you DO NOT wish for us to contact your GP about this referral.


Your Family Situation:

Do you currently have a partner who lives with you?
Yes / No

If yes, how old is your partner?

Yrs

What method of contraception do you use at the moment?


What other methods of contraception have you tried?


Do you have any children?
Yes / No 

If yes, how many children do you have?


How old are they?



Your Medical History:

If you have ever had any problems with your testicles, please tell us about this below:

If you are taking any tablets or medicines, please list these below:

If you have ever had any operations, please tell us what they were below:

If you have any allergies, please tell us about these below:

(Feel free to continue writing on the reverse of this form if you need more space)
