Alle aandacht voor jou

Referral Form o

Client’s details

Address:

Postcode:

Town/city:

1st day of last period:

Gravidity:

Parity:

Spontaneous
abortion:

Name:

BSN

Date of birth

Contraception

Main method of contraception over

the past 6 months:

Induced abortion:

Medical
history

Gynaecological treatment:

Abdominal operations:

Why did the contraception fail?

STI:

Desired contraception following abortion:

PID: yes no
Allergy:

Medicine use:

Other relevant conditions:

Examination

Ultrasound in
accordance with:

wk AM

Pregnancy test on (date)

Reason for abortion:

Other comments:

Referral Form for Abortion Services - August 2026

Referrer's name:

Signature:

Clinic’s stamp

To make an appointment:

tel: 088 2007 333
or email info@mildredclinics.nl



