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Application for Prior Approval for Funding  
N-SC023 Labiaplasty, Vaginoplasty and Hymenorrhaphy 

STRICTLY PRIVATE AND CONFIDENTIAL       

	PATIENT INFORMATION

	Name
	
	     Male
	 FORMCHECKBOX 

	Female
	  FORMCHECKBOX 


	Address

 Post Code
	

	Date of Birth
	   
	NHS Number
	

	Does the patient understand spoken and written English?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Please tick if the patient agrees to receive communication by letter
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Patient Consent: The Patient hereby gives consent for disclosure of information relevant to their case from professionals involved and to the Panel.
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Referrer’s Details/Designation (GP/Consultant/Clinician):

	Name
	

	Designation
	

	Address
 Post Code
	

	Telephone
	   
	Email
	

	GP Details (if not referrer):

	Name
	
	Practice Name and Practice ID No if known
	                                              

	I confirm that this Prior Approval Request has been discussed in full with the patient. The patient is aware that they are consenting for NHS England to access confidential clinical information held by clinical staff involved with their care about them as a patient to enable full consideration of this funding request.  The NHS England Area Team is under obligation to let the patient know the outcome of all prior approval applications. The patient and parent / guardian or carer and their GP will therefore be copied into correspondence between the clinician and the NHS England Area Team unless it is clinically not appropriate to do so. Please indicate as follows:

Referrer please confirm:

· I have discussed all alternatives to this intervention with the patient.

· I have discussed about the most significant benefits and risks of this intervention with the patient. 
· I have informed the patient that this intervention is only funded where criteria are met

· I have informed the GP of this application for funding (if not GP request)

Signed Referrer:          ………………………………….….……………………………………             
Date:                              …………………………………………………..

Please note registrars/locums will need to gain approval from a senior clinician before processing this request.  Any requests not countersigned by a senior clinician will be returned.


	Diagnosis:
	

	Procedure Requested:
	

	Hospital where procedure would be carried out:
	

	Labiaplasty

Requests for Labiaplasty will be considered where the following indications are present;
Is the labia directly contributing to recurrent disease or infection?
Is the repair of the labia required after trauma?

Vaginoplasty

Requests for Vaginoplasty will be considered  where the following indications are present;
Is there a Congenital absence or significant developmental/endocrine abnormalities of the vaginal canal?
Is repair of the vaginal canal required after trauma?

Hymenorrhaphy

Hymenorrhaphy, or hymen reconstruction surgery, is a cosmetic procedure and is not routinely funded. 
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YES (   NO (

YES (   NO (


	Please provide evidence below to support the information you have provided, and where relevant which conservative treatments have been unsuccessful.  

Without evidence this application will be rejected.

Supporting Information - You may provide photographs if appropriate as supporting evidence.



	Supporting Information - Please document the evidence you are enclosing along with any other information that you feel is relevant


	PLEASE SEND THIS FORM TO THE RELEVANT AREA TEAM. this informatiON can be found on:  
http://www.england.nhs.uk/ourwork/d-com/policies/ssp/ 



	 The patient is welcome to provide a statement and photographs to support this application if they wish.

	The completed form should be sent in confidence with any other supporting documents 

	In order to comply with information governance standards, emails containing identifiable patient data should only be sent securely, to an nhs.net account.  


