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HEAD AND NECK CANCER  REFERRAL  FORM

Faxed referrals will be seen within 2 weeks.




No such guarantee can be given for referrals received by post.

If you wish to send an accompanying letter, please do so.

SURNAME   _____________________________

GP NAME  _______________________________

First Name   _____________________________

Address     _______________________________

NHS No.       _____________________________
_______________________________

Address        _____________________________

Postcode   _______________________________

                     _____________________________

Telephone _______________________________

Postcode      ______________________________

Fax No.     _______________________________

Telephone    __________________  Male/Female

Date of Birth ____/____/____     Age  __________

Date of Referral  ____/____/____

   Referral Information (please ( boxes):
	   Cancer Area Suspected
	

	
Oral cavity
Yes (
No (
	
Larynx
Yes (
No (

	
Pharynx
Yes (
No (
	      Other   ____________________________________ 

	
Thyroid
Yes (
No (
	

	   Risk factors: 


	

	
Poor Diet
Yes (
No (
	

Smoker  
               Yes (
No (

	

Alcohol 
Yes (
No (
	



	   Symptoms
	

	
Pain on swallowing
Yes (
No (
	
Dysphagia
Yes (
No (

	
Deafness
Yes (
No (
	
Nasal obstruction/discharge
Yes (
No (

	
Sore throat
Yes (
No (
	
Otalgia
Yes (
No (

	
Hoarseness
Yes (
No (
	
Bleeding
Yes (
No (

	   Clinical Examination:
	

	
Oral ulceration/tumour 
Yes (
No (
	

Orbital mass 


Yes (
No (

	
Lump in neck 
Yes (
No (
	      Other   ____________________________________ 


      

	
Thyroid lump
Yes (
No (
	

	   Comments/other reasons for urgent referral: 



	 To be completed by the Data Team:

 Date received:  ____/____/____     Date of 1st appt:  ____/____/____     Final diagnosis:  Malignant / Benign

Date Produced:  May 2001    Review Date:  May 2003 (2008)








Cancer Referrals Fax:


0161 331 6339



































