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Spinal Muscular Atrophy Gene Therapy Infusion Centre

Administrator Mobile: INSERT
Referral Email: INSERT
Please email the referral and contact us by telephone to ensure it has been received



 

Western Bank
Sheffield
S10 2TH



REFERRAL FORM

Please indicate which service you require:

☐	Infusion for a child with SMA Type 1 under 6 months of age

☐	Discussion at the national multidisciplinary clinical team for SMA gene therapy in a child older than 6 months of age

	Patient name

	



	Patient address including
postcode






	
	NHS number

	


	
	
	Local Hosp No.

	

	Date of birth
	
	Sex
	



	Next of Kin names and address






	
	GP details
	

	Next of kin telephone no.
	



	Referring neuromuscular consultant, contact 
address and 
email

	

	Other professionals involved  
	

	SMAREACH No.

	
	Weight
	



Check / tick all that apply:

☐ 	I confirm that I have discussed the diagnosis of SMA with the parent(s)/guardian(s), available therapies for SMA

☐ 	I confirm the parent(s)/guardian(s) are aware of this referral 

☐ 	I confirm that I have explained that discussion at the national MDT meeting will be required for children over 6 months, and there is no guarantee of treatment

☐ 	I confirm the parent(s)/guardian(s) have been given appropriate vaccination advice (to delay live vaccines, and ensure appropriate pneumococcal, RSV, and other routine non-live vaccines have been given, where appropriate

☐ 	I confirm advice has been given about shielding to reduce the risk of infections prior to gene therapy

☐ 	I confirm the patient has been consented to participate on the SMAREACH database 


Checklist of required documentation (photocopy or print-out of original results) which must accompany this referral:

☐ 	Genetic results				

☐ 	Renal function				

☐ 	Liver function test				

☐ 	Full blood count	

☐ 	Varicella zoster serology			

☐ 	Troponin I					

☐ 	Anti-AAV9 antibodies

☐ 	ECG

☐ 	Echocardiogram result

☐ 	Vaccination record

☐ 	Medical summary / referral letter

☐ 	Physiotherapy report (SMAREACH)



Referrer Name:

Referrer Role:					Date of referral: 
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