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Bristol Testicular Cancer Service

BRISTOL HAEMATOLOGY AND ONCOLOGY CENTRE

MDT Referral Form
	Date of Referral
	___/___/___

	Referring Trust: 

Referring Clinician: 

Urology CNS & contact:

NHS Number:

GP details:


	Patient Details: 

Surname:

Forename(s):

Address:

Gender Male / Female

DOB:

Patients telephone Number:


	USS Date & Result. 

(Please include side of tumour, please tick)
	

	
	Right
	
	Left
	

	Date of Orchidectomy
	

	Prosthesis offered

	Yes
	
	No
	

	Prosthesis placed
	Yes
	
	No
	

	Sperm Storage Offered
	Yes
	
	No
	

	Sperm Stored
	Yes
	
	No
	


	Tumour Markers
	AFP
	HCG
	LDH

	Pre – Operative 
	
	
	

	Post-Operative 
	
	
	


	Staging CT Scan (within 2 weeks of surgery)
	Date:___/___/___


	Please ensure the patient has the following information:

	Network Radical Orchidectomy Patient Information Leaflet
	Yes
	
	No
	

	Information for Men Diagnosed with Testicular Cancer
	Yes
	
	No


	

	Germ Cell Key Worker Details
	Yes
	
	No
	

	Website Address
www.uhbristol.nhs.uk/itsinthebag
	Yes
	
	No


	

	Additional Clinical  Information:


	Please note the Bristol Testicular Cancer MDT is held on Fridays at 8.30am

The cut off for New Patient referrals is Thursday at 12:00, any received after this time will be added to the next available MDT.
Please Fax/email this referral to: Toni-Marie Harvey Testicular MDT Co-ordinator

Toni-marie.harvey@UHBristol.nhs.uk Fax - 0117 342 0652 / Tel – 0117 342 0618
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