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	Specialist Gynae

MDT Referral Form



	Patient Details
	Referring Details

	Forename
	     
	Referring Unit
	 FORMDROPDOWN 


	Surname
	     
	Referring clinician
	     

	Date of Birth
	     
	Contact details (E-mail or Telephone)
	     

	NHS number
	     
	Date of Previous MDT Discussion 
	     

	62 day target
	     
	Date of referral to specialist MDT
	     

	Is the patient aware of the diagnosis?
	  FORMDROPDOWN 

	Is the patient aware that their case is to be discussed at the MDT?
	 FORMDROPDOWN 


	Patient History:

	Provisional Diagnosis
	 FORMDROPDOWN 

	Comments:
	

	Presenting History  and co-morbidities                                           
	

	Ischaemic heart disease
	 FORMDROPDOWN 

	Diabetes
	 FORMDROPDOWN 


	Dementia
	 FORMDROPDOWN 

	Hypertension
	 FORMDROPDOWN 


	Is the patient fit for surgery?
	 FORMDROPDOWN 

	COPD/asthma
	 FORMDROPDOWN 


	Will the patient need an anaesthetic assessment?
	 FORMDROPDOWN 

	Previous abdominal/pelvic surgery
	 FORMDROPDOWN 


	Previous pelvic radiotherapy
	 FORMDROPDOWN 

	Who Performance Status
	 FORMDROPDOWN 


	Investigations/procedures to be discussed

	Histology
	 FORMDROPDOWN 

	LLETZ          FORMCHECKBOX 

	Endometrial biopsy       FORMCHECKBOX 

	Omental biopsy       FORMCHECKBOX 


	Cytology       FORMCHECKBOX 

	Resection     FORMCHECKBOX 

	Other           FORMCHECKBOX 

	Date of Investigations          

	Comments:      


	Imaging
	 FORMDROPDOWN 

	Performed at:
	 FORMDROPDOWN 


	Ultrasound    FORMCHECKBOX 

	CT           FORMCHECKBOX 

	MRI         FORMCHECKBOX 

	PETCT          FORMCHECKBOX 

	Bone Scan        FORMCHECKBOX 

	Other            FORMCHECKBOX 


	Comments:      


	Tumour Markers
	CA 125 =                                                                              
	CEA =                                             
	LDH =      
	HCG =      
	AFP =                                      

	Questions for MDT to Answer

	     


	Other Information

	Interpreter Required
	 FORMDROPDOWN 

	If needed, can an appointment be sent to patient
	 FORMDROPDOWN 


	Has the Patient met the Gynaecology CNS
	 FORMDROPDOWN 

	Has the patient been given CNS Contact Information
	 FORMDROPDOWN 


	Any other Comments
	     


PLEASE COMPLETE FULLY THIS REFERRAL FORM FOR ALL NEW PATIENTS WHO NEED REFERRING TO THE SPECIALIST GYNAE MDT. PATIENTS WILL NOT BE PLACED ON THE MDT LIST WITHOUT A COMPLETED FORM. FAILURE TO COMPLETE CORRECTLY WILL RESULT IN A DELAY  


Send completed referral form to  the Gynae MDT Coordinator at Gynaecology.MDT@LTHTR.nhs.uk





When e-mailing please protect this document by sending it secure.


Please ensure you fill in the name of the person and e-mail address 


So the MDT outcome can be returned.
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