	URGENT REFERRAL FOR SUSPECTED HAEMATOLOGY CANCER 


These forms should only be used for suspected cancer and in conjunction with the NICE Referral Guidelines for Suspected Cancer, June 2005

	Patient Details      
	GP Details 

	Surname
	
	Name
	

	Forename
	
	Practice
	

	D.O.B.
	
	Gender
	
	Telephone
	

	Address
	
	Address
	

	Telephone
	
	
	

	NHS No  
	
	Date of Decision to Refer
	

	Hospital No
	
	Date of Referral 

	Interpreter? 
	 Y  N
	First Language:

 Main spoken language English
	GP Signature

	Relevant information:  (Check as appropriate)

Symptoms/Signs:
Fatigue

 FORMCHECKBOX 

Drenching night sweats


Fever


Weight Loss


Generalised itching


Recurrent infections


Bruising


Breathlessness


Lymphadenopathy


Bone Pain


Alcohol-induced pain


Persistent unexplained 

splenomegaly

 FORMCHECKBOX 



	Additional Lymphadenopathy Features:

Lymph nodes increasing in size


Lymph nodes greater than two cm in size


Persistence for six weeks or more


Widespread nature


Associated splenomegaly, night sweats or weight loss




	Investigations:
ESR                            


Blood film                   
     
Urea & Electrolytes
     
Radiology: (In last 6 months)

Blood Results (last 12m):
	Full Blood Count                      

Clotting screen                        
     
Liver/Bone profile                    
     
Immunoglobulin/paraprotein   
     

	FBC
	
	

	UE
	
	

	LFT
	
	

	CRP
	
	
	ESR
	

	TFTs
	
	
	INR
	

	Bone
	
	

	Iron
	
	

	Vitamins
	
	

	Lipids
	
	

	Random Glucose
	
	Fasting Chol.
	

	Fasting Glucose
	
	HbA1c
	

	Clinical Details: 



	Examination



	Medical History


	Medication

Allergies 


	Minimum Data Set: (recordings in last 6months)

 
	Smoking status:       

Carer status:          

Exercise tolerance:  

	WHO Performance Status: 

	 FORMCHECKBOX 

	0
	Fully active

	
	1
	Restricted in physically strenuous activity but ambulatory and able to carry out light work

	
	2
	Ambulatory and capable of self-care, unable to carry out work activities, up & about 50% of waking hours

	
	3
	Capable of only limited self-care, confined to bed/chair 50% of waking hours

	
	4
	No self-care, confined to bed/chair 100% 

	This case has been discussed with the secondary care clinical team, please specify with whom and when:     

	GP Declaration

I have informed the patient (or, where appropriate the patient’s carer, parent or legal representative) that:

·  The patient has suspected cancer or symptoms which may be caused by cancer and that they are being referred to the rapid access suspected cancer clinic.                                                                                                                                           

·  They should read the 2 week wait information leaflet which contains important information.                                                

·  I confirm I have provided a copy of the 2 week wait leaflet to them.                                                                                                    
·  I confirm they understand that the patient should attend their suspected cancer clinic appointment within two weeks.   

	For Hospital Use

Appointment  Date                             


     Clinic Attending

Was the referral appropriate
          Yes
No                 (if no please give reason) 

	HAEMATOLOGY CLINICS WITH RAPID ACCESS FACILITIES

	Hospital
	Tel
	Method of Referral
	Fax

	City and Sandwell 
	0121 507 2658
	FAX
	0121 507 3723

	Good Hope, Heartlands and Solihull
	0121 424 5000
	Use e-referral (Choose & Book) If no appointment bookable then “defer to provider”.
	0121 424 8952

	Queen Elizabeth (UHBFT)
	0121 371 4379
	For referral up to January1st 2016 use fax referral. From 1st January 2016 referrals should be sent via e-referral (Choose & Book), if no appointment bookable then “defer to provider”.
	0121 460 5800

	Walsall Manor
	01922 721172 ext  7110 or 7785
	FAX
	01922 656773
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