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[bookmark: FormID]
BNSSG NON-SPECIFIC SYMPTOMS CANCER REFERRAL FORM
All referrals should be sent via e-RS with this form attached within 24 hours  
Please ensure all fields are completed, this will help ensure the patient is seen in the most appropriate clinic and in a timely way.  Requesting additional information can delay appointments.
	[bookmark: d1O1mLIu9vTu5WyHuSqR]Referral date: Short date letter merged
	Patient’s hospital of choice: [     ]

	1. [bookmark: _Hlk142060481]REFERRER DETAILS – ESSENTIAL

	[bookmark: Fsf6eaDrb2Ckm735kZJv]Usual GP name: Free Text Prompt
	Referring clinician: Free Text Prompt

	Practice code:      
	[bookmark: Oh2Xfrd4Xo3kC2O7Qh2J]Practice address: Organisation Full Address (stacked) 

	Practice name:       
	[bookmark: ODS6NJ29yRkH678DOENk]Email: Organisation E-mail Address

	[bookmark: O5lictro6PRztR8VPe1d]Main Tel: Organisation Telephone Number
	Practice bypass number       (manual entry)



	2. [bookmark: _Hlk142060511]PATIENT DETAILS - ESSENTIAL

	Surname:   Surname
	First name:  Given Name

	NHS number: NHS Number
	Title: Title

	Gender on NHS record:  Gender(full) 
	Gender Identity: Free Text Prompt (manual entry)

	Ethnicity:      
	[bookmark: P8G9RzVQVLfMhukt6eta]Hospital No.: Hospital Number

	[bookmark: PJYPXUWrjptbtnR4RSob]DOB: Date of Birth 
	Age:      

	[bookmark: P4XvQAJQ7XNGW29IfkQs]Patient address:  Home Full Address (stacked)

	[bookmark: PQjibFHI3FoGC2y6cVWW][bookmark: PaL52pgjOHraiWwy7Hoc]Daytime contact Tel:        Home: Patient Home Telephone  Mobile: Patient Mobile Telephone 
Please check telephone numbers

	Email:      

	Does the patient have the capacity to consent? Yes |_|   No |_|  

	

	Carer/ key worker details:

	Name:           
	Contact Tel:         

	Relationship to patient:      
	



	3. REASON FOR REFERRAL – ESSENTIAL
See BNSSG Non-Specific Symptoms Cancer Remedy page

	[bookmark: _Hlk99623297]
Please record below the history and findings on physical examination and why you feel the patient may have cancer:
[bookmark: Text96]      
	





	4. Referral criteria – patients must have one or more of the following in addition to a clinical suspicion of cancer and not meeting the referral criteria for site specific referral – ESSENTIAL

	
· New unexplained and unintentional weight loss (either documented > 5% in three months or with strong clinical suspicion)  |_|

Current BMI:      
Kg loss:       Kg
Duration:       Weeks 

· New unexplained vague abdominal pain of four weeks or more, less if very significant concern |_|

· New unexplained constitutional symptoms of four weeks or more if very significant concern. Symptoms include loss of appetite, fatigue, nausea, malaise, bloating. |_|

· New unexplained, unexpected or progressive pain, including bone pain, of four weeks or more |_|

· Abnormal laboratory findings not explained by established or self-limiting disease and not needing admission |_|

· Ongoing symptoms despite one negative 2ww referral |_|

· GP ‘gut feeling’ of cancer diagnosis - essential that further details are given. |_|



	5. INVESTIGATIONS AND ACTIONS TO BE COMPLETED PRIOR TO REFERRAL – ESSENTIAL


	FBC 		     
Ferritin		     
UE 		     
LFTs 		     
CRP 		     
TFTs 		     
B12	 	     
Calcium 	     
HbA1c 	     
CXR 		     
CA 125 (Female) 	     
PSA (Male) 	     
Urine dip 	     
qFIT 		     
Myeloma Screening (for patients over 60)  
· Serum electrophoresis	      
· Urine electrophoresis		      
Weight 	      
BMI 		     
BP 		      




	6. INFORMATION FOR HOSPITAL ASSESSMENT – ESSENTIAL

	WHO Performance status

	|_|   0   Fully active
|_|   1   Restricted physically but ambulatory and able to carry out light work
|_|   2   Ambulatory more than 50% of waking hours; able to carry out self-care
|_|   3   Limited self-care; confined to bed or chair more than 50% of waking hours
|_|   4   Completely disabled; cannot carry out any self-care. The patient is totally confined to bed or chair

	Other access needs - Please detail per the selected options in the field below

	[bookmark: PtLanguage]|_|  Interpreter required - If Yes, Language:      
|_|  Transport required
|_|  Mobility needs
|_|  Wheelchair access required
	|_|   Cognitive impairment including dementia
|_|   Learning disability 
|_|   Autism
|_|   Mental health issues that may impact on engagement
|_|   Severe mental illness

	[bookmark: PtAddress]Details of access needs:      



	7. ADDITIONAL IMPORTANT CLINICAL INFORMATION 

	Past history of cancer:      

	Relevant family history of cancer:      

	Safeguarding concerns:      

	Other relevant information about patient’s circumstances:      

	[bookmark: _Hlk106012452]Patient referred/previously investigated for similar symptoms at other hospital/service?     
|_| No     |_| Yes, please give details:     



	|_|   I have discussed the possible diagnosis of cancer with the patient

	|_|   I have provided the patient the urgent fast track referral leaflet (Patient Information & Safety netting)

	|_|   I have advised the patient to prioritise this appointment & confirmed they’ll be available within the next 14 days.

	|_|   The patient has been advised that the hospital care may contact them by telephone

	|_|   Patient added to the practice safety-netting system, where available

	Where required, please provide additional information here concerning the above questions e.g. if patients have dates that they are not available:
     






	8. CONSULTATIONS, PAST MEDICAL HISTORY, MEDICATIONS AND INVESTIGATIONS 

	[bookmark: _Hlk106012524]Please note: You will need to add pending test results, requests and relevant excluded medical history (e.g. trans history, sexual health, private patients) manually in the text boxes below.

	[bookmark: TKcx9kL5fkN83jZPLegK]Consultations: Problems

	Medical history:      

	[bookmark: Tnm1Cnikh3hk2yOFdmTb]Medication: Medication

	[bookmark: ToSOFpmrxreZ14CijwdO]Allergies: Allergies

	Imaging studies (in the past 12 months):  Date:        Hospital Location:      
     

	Renal function (in the past 6 months):       

	[bookmark: _Hlk106012538]Test results pending (type of investigation) :       Trust / Organisation:       Date:       
     

	All Values and Investigations (in the past 6 months):      

	BMI (latest):      

	Weight (latest):      

	Blood Pressure (latest):      

	Safeguarding history:      

	[bookmark: T8AviPVdiM14bvPljKF4]Smoking status: Smoking

	[bookmark: TLzZFR4oKAdQXktbGhq5]Alcohol Consumption



	
Which hospital do you normally refer your patients to (this information will be used to book diagnostic tests at a preferred location)

UHBW (Bristol Hospitals – formerly UH Bristol) 	|_|

NBT (Southmead Hospital) 				|_|

UHB Weston (formerly WHAT) 			|_|





	
For hospital to complete	UBRN:
				Received date:



Refer to:
[bookmark: Check20]UHBW 	|_|

2
The content of these forms will be reviewed as part of regular cancer auditing.
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