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	Hospital Reference Code: XSXSX

	 Suspected Haematology Cancer Referral Form
Contact a Haematologist IMMEDIATELY (do not use this form) in the case of patients with:

· A blood count/film reported as acute leukaemia 

· Spinal cord complression or renal failure suspected of being caused by Myeloma

NB. Suspected Chronic Lymphocytic Leukaemia (CLL) does NOT qualify for suspected cancer referral

	Please refer to the Frimley Health Suspected Cancer Guidelines before completing this form

	To make a referral via eRS please use: 
	Speciality: 2ww Clinic Type: 2ww Haematology

	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 


	Please note that this form will be audited for completeness


	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 

	
	


	GP Details

	GP Name:
	
	Telephone Number: 

Direct number if appropriate:
	

	Address: 
	
	Fax Number: 
	

	
	
	Date of Referral: 
	

	
	
	Date Referral Received: 
	


	Suspected Cancer Referral Criteria

	1. Three or more of the following factors:
	
	OR One of the following factors:
	

	· Fatigue
	 FORMCHECKBOX 

	· Full blood count suggest ALL/AML/CML
	 FORMCHECKBOX 


	· Weight Loss
	 FORMCHECKBOX 

	· Lymphadenopathy persisting for 6 weeks
NB – cervical nodes to be referred using the H&N form
	 FORMCHECKBOX 


	· Itching
	 FORMCHECKBOX 

	· 
	

	· Bone Pain
	 FORMCHECKBOX 

	· Hepatosplenomegaly
	 FORMCHECKBOX 


	· Night sweats
	 FORMCHECKBOX 

	· Paraprotein studies (protein electrophoresis  
  and Bence-Jones/serum –free light chains)  suggestive of Myeloma (not  MGUS)
	 FORMCHECKBOX 


	· Bruising
	 FORMCHECKBOX 

	· Radiology suggestive of Myeloma
	 FORMCHECKBOX 


	· Breathlessness
	 FORMCHECKBOX 

	· Bone pain with anaemia and raised ESR
	 FORMCHECKBOX 


	· Recurrent infection
	 FORMCHECKBOX 

	· Unexplained splenomegaly
	 FORMCHECKBOX 



	Performance 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 



	Free text box for additional clinical information / Referral letter

	

	Mandatory Information - 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
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