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                                   CANCER GENETICS REFERRAL FORM       Date of referral
                                    (see departmental guidelines for referral criteria)            ___________________
  
Patient Details                        
                 

GP Details                              
Name:               
                 

Name:                                                                                                                 
DOB: 
                  

Address:                                                                                                     
Address:                                                           


Postcode:                            
T:            
           
                                                                          


Referrer’s Details                                                                        
Postcode:                                                           


Name: 

                  

Address:
T: Mobile
T: Home                                                             


Postcode:                             
T:                                                       
Patient History (please attach any relevant clinical information, eg. pathology report)
Has this pt had cancer: YES              NO      

If yes, type ____________________              Age at diagnosis________________
Other relevant history __________________________________________________________
_____________________________________________________________________________
Has this patient or a family member been seen previously by a Genetics Service?

   Yes         No 

If yes, NIRGS _________or other, where _______

Details of previously seen Family Member

Name__________________________

Date of Birth______________

Genetic family Pedigree Number______________

Family History (family tree or additional details can be included overleaf)
	Name (and DOB if known)
	Relationship (incl. side of family)

to patient
	Cancer type
	Age of diagnosis 
	Alive/deceased
Age of death

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Reason for referral ___________________________________
____________________________________________________

Referrer’s signature____________________
INCOMPLETE / ILLEGIBLE FORMS WILL BE RETURNED

