NEURO ONCOLOGY & GK-SRS MDT REFERRAL PROFORMA

To be completed for all referrals and sent to MDT coordinator PRIOR TO 12 NOON ON TUESDAY or the patient will not be discussed until the following Wednesday. (Urgent opinions can be sought from the duty neuro-oncology surgeon at other times.)
Please send all referrals to:    Sht-tr.Cancer-NeuroOncology@nhs.net
Cases for consideration of STRS should also be copied to:   gammaknife.referrals@nhs.net

Tel no:  0114  2268721 
Date:  

Consultant:   

Hospital:
Ward:

Question to MDT:

……………………………………………………………………………………………………………………………………………………………………………………………………………………………………
Current clinical condition (Conscious level/neurology/comorbidities):
……………………………………………………………………………………………………………………………………………………………………………………………………………………………………
	WHO Performance status 

(circle most appropriate):
	Medication:
 Is patient currently on?
	

	0         Normal Activity
	Anticoagulant            Yes/No
	If yes please provide details (inc dose) below 

	1         Capable of Light Work
	Antiplatelet                Yes/No
	

	2         Self-caring, out of bed >50% of day
	Dexamethasone        Yes/No         
	

	3         Limited Self-care, out of bed <50% of day
	...............................................................................
Imaging

For SRS patients a volumetric pre/post contrast T1 MRI performed in the past 4 weeks is required. Please arrange if not available.


	4         In bed
Prognosis 
(tick most appropriate)

≤ 6 months □    6-12 months □     ≥12 months □
	


Details of  any previous cancer treatment, current staging and prognosis of primary disease (if appropriate)

…………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………
Additional relevant information (eg emotional, social, spiritual needs), including requirements for dietetics/physio/OT/SALT
…………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………
NHS Number: 

        Hosp No:  
DoB:         

 

Patient Name:    


Patient Address:        


Please confirm the following to ensure that the referral can be accepted and discussed at the next MDT.  


If you indicate ‘no’ to any of the above questions this could delay discussion of your patient. 
If there is a good clinical reason please provide additional information, or contact the Duty 
Neuro-oncology surgeon for discussion prior to 12 noon on Tuesday.

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
Referral completed by:  ……………………..         Designation/grade:  ……………………
    
Contact Number for referral queries:………………….  
Outcome of MDT discussion to be communicated via nhs.net email:

Email contact: …………………………………………………….

Consultant’s nhs.net Email address:                    ………………………………………..
Consultant’s secretary nhs.net Email address:    ………………………………………..
Clinical Referral Letter attached?  Yes    (     No   (
NHS Number: 		Hosp No:  


DoB:         		 


Patient Name:    	


Patient Address:        	


			














Has patient been told they might have a brain tumour?			Yes    (         No   (





Is the patient aware of the referral and is expecting to be 


contacted by the department?							Yes    (         No   (





Have you provided the current performance status?			Yes    (         No   (





If applicable, have you provided details of any		N/A	(	Yes    (         No   (


primary malignant disease?





Has all appropriate imaging been performed and sent to RHH?		Yes    (         No   (


(in most cases, MRI with contrast is required)
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