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Hospital Reference Code: SXSXS


	Suspected Urology Cancer Referral Form

	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 Urology

	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 patient contact number(s) for use in the next 24 hours: 
Telephone/Mobile Number(s):
                                                                 

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



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


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

No
  FORMCHECKBOX 


	Please note any dates the patient is NOT available in the next 2 months
	Dates: 


	GP Details

	GP Name:
	
	Telephone Number:
Direct number if appropriate: 
	

	Address: 
	
	Fax Number: 
	

	
	
	Date of Referral: 
	

	
	
	Date Referral Received: 
	


	Suspected Prostate Cancer 
Consider the impact of referring patients with significant co-morbidity & the very frail elderly. If in doubt consult your local specialist.

	 FORMCHECKBOX 
 urgently refer if the prostate feels malignant on digital rectal examination (DRE) 

 FORMCHECKBOX 
 if the PSA level is above age specific reference range (consider factors which affect PSA)
I confirm a UTI has been exclude with one of the following:

 FORMCHECKBOX 
 negative dipstick test 

 FORMCHECKBOX 
 negative MSU  
If PSA raised in context of UTI, repeat PSA after 6 weeks to confirm if it is truly raised and whether further investigations are required


	Normal Age Related Range

(ARR)

	Age
	PSA

(ng/ml)

	40-49

50-59

60-69

70-79
80 or above
	0-2

0-3

0-3
                      0-5

                     <10

	Please note:

*Halve the threshold if taking 5( reductase inhibitors [e.g. finasteride (Proscar/ Propecia) or dutasteride (Avodart)]

*Lower thresholds (e.g. subtract 0.9 ug/L ) are appropriate in men with a family history or of Afro-Caribbean extraction


	Additional mandatory clinical information required  

(Prostate referral)

	
date __________

 
	  Or date of test ______



	
date ___________


	 Or date of test ______


	Non-Prostate Symptoms
Please use this section of the form for referring patients with suspected Bladder, Renal, Testicular and Penile Cancers

	BLADDER AND

RENAL REFERRAL
	Haematuria
	Aged 45 years and older
	Unexplained visible Haematuria – Please exclude urinary tract infection
	 FORMCHECKBOX 


	
	
	
	Visible Haematuria that persists or occurs after successful treatment of urinary tract infection
	 FORMCHECKBOX 


	
	
	Aged 60 years and older
	Unexplained non-visible Haematuria AND one of the following:

· Dysuria

· Raised white cell count
	 FORMCHECKBOX 

 FORMCHECKBOX 


	
	An abdominal mass identified clinically or on imaging that is thought to arise from the urinary tract.
	 FORMCHECKBOX 


	TESTICULAR 
	Non painful enlargement or change in shape or texture of the testis (consider)
	 FORMCHECKBOX 


	PENILE (after STI treated/excluded)
	Penile mass or ulcerated lesion where a STI has been excluded (consider)
	 FORMCHECKBOX 


	
	Persistent penile lesion after treatment for STI has been completed (consider)
	 FORMCHECKBOX 


	
	Unexplained or persistent symptoms affecting the foreskin or glans (consider) 
	 FORMCHECKBOX 



	Additional mandatory clinical information required 

	eGFR in the last 2 months ________ mL/min

Date: 
	If no eGFR within last 2 months, please arrange bloods to be taken prior to referral.
Date of blood test: 

	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 

	


	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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