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	Hospital Reference Code: SSOXOSS

	Suspected Head & Neck Cancer (inc. thyroid) Referral Form

	To make a referral via eRS please use:
	Speciality: 2ww Clinic Type: 2ww Head and Neck

	To make a referral, please FAX this form to the Suspected Cancer Referral Team on :
	Heatherwood & Wexham Park 01753 849200 Yes   FORMCHECKBOX 
  

	
	Frimley Park Hospital 01276 604506               Yes   FORMCHECKBOX 


	


	Patient Details

	Surname: 
	     
	Date of Birth:
     

	Forename:
	     
	Gender:
     

	Address: 
	     
	Ethnicity: 

	
	
	NHS Number:      

	
	
	Hospital Number: 

	
	
	Interpreter required?                   Yes    FORMCHECKBOX 
   No   FORMCHECKBOX 



	Please state number(s) for use in the next 24 hours:
X
	Patient agrees to telephone message being left?     
	Yes
 FORMCHECKBOX 

No
  FORMCHECKBOX 


	Telephone Number(s):

     
  
	Is the patient aware this is a suspected cancer referral?
	Yes
 FORMCHECKBOX 



	Is the patient available for 62 days from date of referral?


	Yes
 FORMCHECKBOX 

No
  FORMCHECKBOX 


	Is the patient available for an appointment within the next 14 days?(if not, please consider deferring this referral until patient becomes available)
	Yes
 FORMCHECKBOX 

No
  FORMCHECKBOX 



	Has the patient been given a Suspected Cancer Fast track leaflet? 
	Yes     FORMCHECKBOX 


	
	


	Referrer Details (GP or GDP)

	GP/GDP Name:
	
	Telephone Number: 
Direct number if appropriate:
	

	Address: 
	
	Fax Number: 
	

	
	
	Date of Referral: 
	

	
	
	Date Referral Received: 
	


	

	Risk Factors

	Tobacco
	Alcohol

	Quantity consumed?
	
	Quantity consumed?
	


	Criteria for an appointment with a specialist within two weeks

	Laryngeal cancer (consider)
≥45yr with (or ≥40yr if risk factors e.g. Hx of drug use or smoker)


Oral cancer (consider)
Any age with any of the following




Thyroid cancer (consider)




	Additional mandatory clinical information required

	Please ensure the following recent blood results are available (less than 8 weeks old)

eGFR result _____________________       Date _____________________ or Date of test




	Free text box for additional clinical information / Referral letter

	


	Past Medical History

Please use this area to autopopulate a patient summary: to include recent consultations, current diagnoses; past medical history; recent investigations; recent blood test results; medication; any other fields which might be helpful to secondary care.

	

	


	Perfomance Status Key
	

	0
	Fully active, able to carry on all pre-disease performance without restriction
	 FORMCHECKBOX 


	1
	Restricted in physically strenuous activity but ambulatory and able to carry out light/sedentary work, e.g. house or office work.
	 FORMCHECKBOX 


	2
	Ambulatory and capable of self-care, but unable to carry out work activities. Up and active > 50% of waking hours.
	 FORMCHECKBOX 


	3
	Capable of only limited self-care. Confined to bed or chair >50% of waking hours.
	 FORMCHECKBOX 


	4
	Completely disabled. Cannot care out any self-care. Totally confined to bed or chair.
	 FORMCHECKBOX 
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