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Urgent Suspected Cancer Referral 
CHILDREN’S CANCER

PLEASE COMPLETE ALL SECTIONS 

THE CENTRAL REFERRAL POINT TELEPHONE NUMBER IS 01482 604308

ALL REFERRALS MUST BE SENT VIA THE E-REFERRAL SYSTEM TO Urgent Suspected Cancer - PAEDIATRIC MEDICINE (TRIAGE) SERVICE

PATIENT NAME………………………………………………………………………….…     

DATE OF BIRTH…………./…………/…….. GP NAME………………………………...

	ADDRESS

POST CODE
	PRACTICE ADDRESS

POST CODE


PATIENT TEL NO……………………………   GP’S TEL NO………………………………

HOPSPITAL NUMBER (IF KNOWN)

…………………………………………………    

NHS NUMBER

…………………………………………………

ARE THE PARENTS / GUARDIANS AWARE OF POTENTIAL DIAGNOSIS?

Yes  (  No  (
The referral will be passed to Dr Kotwal, Consultant Paediatrician or, in her absence, an appropriate colleague.

Telephone discussion is also actively encouraged, either with Dr Kotwal on Telephone Number (01482) 674039 or with the Consultant Paediatrician On Call via the main 

switchboard on Telephone Number (01482)328541.

Has this patient been seen before by a Paediatrician?     Yes  (     No  (
Name of Consultant…………………………..    Date seen………………………..

· Performance Status (compulsory) Please tick appropriate response
	
	0
	Fully active

	
	1
	Cannot carry out heavy physical work

	
	2
	Up and about more than half the day and can look after yourself

	
	3
	In bed or sitting in a chair for more than half the day and need help in looking after yourself

	
	4
	In bed or chair all the time and need a lot of looking after


· COVID-19 Risk (compulsory) Please tick appropriate response
	
	Standard
	No co-morbidities

	
	Vulnerable
	Co-morbidities/frailty

	
	Shielded
	In the shielded group because of high risk from COVID-19 infection


SUSPECTED DIAGNOSIS (PLEASE TICK BOX)

	Leukaemia
	(
	Soft Tissue Sarcoma
	(

	Brain Tumour
	(
	Bone Tumour
	(

	Lymphoma
	(
	Retinablastoma
	(

	Neuroblastoma
	(
	Hepatoblastoma
	(

	Wilms’ Tumour
	(
	Uncertain/Other
	(


SYMPTOMS (PLEASE TICK RELEVANT BOXES)

(
FATIGUE

in a previously healthy child combined with one or more of the following:

(
lymphadenopathy


(     hepatosplenomegaly

(
clinical evidence of anaemia

(
BONE PAIN

especially if it is diffuse or persistently localised, limiting activity or requiring analgesia

(
LYMPHADENOPATHY

which has one or more of the following characteristics:

(
painless


(
firm/hard and >3cms in diameter

(
fever and/or weight loss
(
associated with signs of generalised 







ill health


(
unresolved after a course of antibiotics


(
involves axillary or supraclavicular nodes

(
HEADACHES

or recent origin with one or more of the following features:


(
increasing frequency or severity (eg causing nocturnal awakening)


(
associated with behavioural change or deterioration in school 

performance

(
associated with neurological signs

(
SOFT TISSUE MASS

(
size > 3 cms


(
shows rapid or progressive growth

(
fixed or deep to fascia
            (
associated with regional lymph node







enlargement

MEDICAL HISTORY/DRUGS/ALLERGIES/ANY OTHER COMMENTS:

Signature of GP……………………………………………..

DATE OF DECISION TO REFER………./………./……….

DATE OF REFERRAL                 ………./………./……….
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USC





�

















PATIENTS NAME...................................HOSPITAL NUMBER........................





FOR AUDIT USE ONLY:				Date seen____________________________


Compliance of referral against standard:	Yes / No  (if no please write explanation overleaf)
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