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	GP REFERRAL PROFORMA FOR SUSPECTED CANCER
SKIN CANCER
PLEASE USE 2WW SERVICE ON CHOOSE AND BOOK OR FAX TO 01823 343 417 (MPH) OR 01935 384 640 (YDH)

This form should only be used for patients who meet the NICE referral criteria for suspected cancer (2005), do not use this form for non-suspected cancer referrals. All other referring symptoms (e.g. suspected basal cell carcinomas) should be referred non-urgently by Choose and Book or letter. High risk BCC’s requiring referral can be made via the urgent (non fast track route)

	Decision to refer date (to be completed by GP):		Referral received date (to be completed by hospital): 
Has the patient been informed that they are being referred for suspected cancer?		|_| Yes		|_| No
Has the patient been given the 2WW referral patient information leaflet?			|_| Yes		|_| No
Please inform the patient that they will be offered an appointment / test within 14 days of receipt of referral
Dates patient is unavailable in next 14 days:

	Patient Details:
Surname:			NHS No:
Forename: 			Hosp No:
Address: 


Post Code:			DOB:

Daytime Tel No: 
Mobile Tel No:
	Referring GP Details:
Name: 

Practice:  

Telephone No: 
Fax No:
E-mail Address:

	MALIGNANT MELANOMA:

|_| Lesion suspected of melanoma which scores 3 points or more on the checklist for assessment of pigmented skin lesions after 8 weeks of monitoring

|_| Strong suspicion of melanoma with one or more abnormal features (as on the checklist below)

|_| Histological diagnosis of Malignant Melanoma - If you have inadvertently operated on an MM then please attach a copy of the histology report.

Checklist for assessment of pigmented lesions:
(please tick all that apply)

Major Features (2 points each)
|_| Change in size
|_| Irregular shape
|_| Irregular colour

Minor Features (1 point each)
|_| Largest diameter 7mm or more
|_| Inflammation
|_| Oozing
|_| Change in sensation
	
SQUAMOUS CELL CARCINOMA:

|_| Non-healing keratinising or crusted tumours larger than 1cm with significant induration on palpation, with documented expansion over 8 weeks

|_| Patients who have had an organ transplant and have developed new or growing cutaneous lesions

|_| Histological diagnosis of SCC - If you have inadvertently operated on an SCC then please attach a copy of the histology report.



	
	LOCATION:

|_| Face
|_| Ears
|_| Lower Leg
|_| Back
|_| Scalp
|_| Back of Hand
|_| Other (please specify):


	

RISK FACTORS:

|_| Multiple naevi
|_| Fair skin/poor tanning
|_| Excessive UV exposure
|_| Family history


	WHO Performance Status:       0       1       2       3       4	(circle)	(0: fully active;  1: able to carry out light work;  2: capable of self-care, up and about more than 50% of waking hours;  3: only limited self-care, confined to bed or chair;  4: completely disabled, no self-care ability)

	
Please attach* additional clinical details to include:
· significant medical history
· co-morbidities
· current medication clearly indicating if the patient is receiving any anti coagulation therapy.
· recent blood results
· any other relevant information

* Please note that referrals received without adequate supporting clinical information and relevant blood results cannot be processed and will be returned to the referrer as incomplete
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