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The Hewitt Fertility Centre Sperm Cryopreservation Referral Form 
 

 

Date of referral: _________________________ 
 

 
Please ensure that all details have been fully completed before emailing to 

lwft.andrologylab@nhs.net. 
 

We will then use the information provided on this form to contact the patient to arrange their 
sperm freezing appointment(s) before their treatment start date, where possible. 

 
Any queries can be directed to the laboratory on 0151 702 4214. 

 

Patient details: 
(mandatory) 

 
Name: 
 
Date of birth: 
 
NHS number: 
 
Mobile number: 

Patient address:  
(mandatory) 

Details of referring clinician:  
(mandatory) 

 
Clinician’s Name: 
 
Clinician’s Address: 
 
 
 
 

Clinical information: 
(mandatory) 

 
 

Treatment start date or date of surgery: 
(mandatory) NB. ASAP is not sufficient 

 

Is the patient aware of their diagnosis? 
(mandatory) 
 

Yes / No 
 
 

Additional relevant information: Is the patient aware of this referral? 
(mandatory) 

 
Yes / No 
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