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Metastasectomy Referral Form to Local Lung Cancer MDT 

Please send to your local Lung cancer MDT Date Email/Fax…………………………… 

NHS No: Consultant: 

Hosp. No 

DOB: 

Key Worker (Local Nurse Specialist) 

Name: 

Address: 

 

 
Patient Tel No: 

Cancer MDT referring 

MDT Date 

Lung Function Test: All patients for lung resection must have Full 
Lung Function Tests included with referral ( If Attaching 
full report, No need to fill) 

FEV1- L %,FEV1/FVC TLCO KCO 

 
CPET- 

Primary Malignancy: 

 

 
Management So far: 

 

 
Is Primary Cured/Remission 

  

 

 

 

 

 

YES/NO 

 

 

 

 

 

 

Duration Since Control/Remission…………………………….. 

Performance Status (Tick as appropriate): 0 1 2 3 4 

 
Exercise Tolerance…………………………………………………….Limited by………………………………………………………………….. 

CT Scan: Date:   PET CT Scan: Date: 

Total No of Nodules ( ) 
 

Right – RUL ( ) Left- LUL ( ) Other Important Findings 

RML ( ) LLL ( ) 1.…………………………………………………………… 

RLL ( ) 2.……………………………………………………………… 

 3………………………………………………………. 

Current smoker: Ex-smoker: Never smoked: 

 
Alcohol History: None/ Social /Moderate/Heavy 

Previous Medical History 

IHD Y N …………………………………………………………………………………….. 

CVA Y N …………………………………..………………………………………………… 

PVD Y N …………………………………………………………………………………….. 

Asbestos exposure Y N 

Antiplatelet/Anticoagulation Medication: 

Other Medication 

 
Last Chemotherapy 

Reviewed: October 2022 
Review Date: October 2025 
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Alternative Treatments 

 

 

 
Other relevant information:(e.g. Specific MDT discussion, adjuvant treatment, i.e assessment only/ biopsy only/Lymph nodes etc ) 

Has the patient been informed of this referral?  YES NO  

Authors: Mr M Purohit, Consultant Cardiothoracic Surgeon / Bernie McAlea, Thoracic Specialist Nurse 
V1.31/01/2020 
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