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Cambridge Memorial Hospital Medical Day Care
Oncology Patient Referral Form Requirements

Referrals MUST be accompanied by:
= Pathology reports documenting a cancer diagnosis
= A consultation letter/note highlighting presenting signs, symptoms and findings
«  Completed referral form - please inform patient of referral

Please note we do NOT treat sarcoma (other than GIST), primary CNS cancers, hematological
cancers, head and neck cancers or gynecological cancers. Please refer to Grand River Regional
Cancer Centre.

Our wish is to process referrals ASAP and to see patients within 2 weeks of receiving the referral. If
tests/reports are in progress, please note the date of the procedure and the location on the referral
form.

The following information and tests are required for staging and are important for patients to start on
treatment as quickly as possible. Please order required testing in hopes the results will be available
when patient is seen by the Oncologist.

Breast Gastrointestinal Genitor-urinary Lung
Lab Stage 1 and DCIS CEA for colon cancer | Prostate: CBC, lytes, LFT's
Results no further labs All P5A levels Creatinine
Stage Il - IV Testes:
CBCI/LFT's HCG, AFP, LDH
{pre and post-op)
Pathology Estrogen Pathology report Pathology report if Bronchoscopy
Progesterone done report
and HER2 Endoscopy report
receplors Pathology/OR
reports
Diagnostic Mammaogram CT Frostate: cT
Imaging Chest/abdo/pelvis bone scan Chest/abdo/pelvis
and other Stage 1 and DCIS TRUS if done
no further D.1. MRI for rectal ca MRI brain
Testes:
Stage Il with CXR PET (early stages)
greater than 4 nodes CT abdo/pelvis
Bone scan Pulmonary
Bladder: Function test
U/S abdodiver Cysto
and CXR CT
or chest/abdo/pelvis
CT chestfabdo/
Pelvis Kidney:
Bone scan
Stage Il and IV CT
-bone scan Chest/abdo/pelvis
-CT chest/abdo/
pelvis

¥-3505-130 MDC C25 CC R 05 2024 Rev 05 PD



DOLOE Cambricge. ON - N1R 362
Hr_ ISPITAL s19-621-2330

Dncology/Falliative Care

Patient Referral Form
FAX: 519-T40-7TT22

PATIENT INFORMATION (Complete form required. Incomplete forms WILL be returmed)

Patianl Narma: Date of Raferral:

Addrass: CMH Unit #:

Heaalth Insurancea #

Date Of Birth: Home Telephona #: Businass/Other Telaphone #:

Mext of Kin: Telephone Mumber #:

Patiant Currently: Home: J Hospital: O Oither:

Referring Physician: Telephone &:

Billing #:

Family Physician: Telephone #:

Referral Disease Sita:

< Breast J Gastmointestinal J Lung I Genitourinary d Melanoma

< Hepalobiliary/pancreatic 0 Othear:

Sarvice Requested: 1 Medical Oncologist 1 Radiation Onoalogist Is patient aware of their diagnosis | Yes

Menwdy Diagnosed: Recurrent/Progressive Disease:

Procedures Relative To Condition

Operations/Procedures Hospital Date

Diagnostic Imaging

Location Completed

Mammogram

X-ray

cT

Uitrasound

MRI

Muclear Madicina

Laboratory Tesis

Signature of Referring Physician:

TO BE COMPLETED BY CMH ONCOLOGY STAFF

Clinic Appointrment Date: Booked to:
Given io Referring Physician Patient 1 Hospital Staff a
Data: intakalTriage/Claerical Associata:

=-3505-117 MDC C28 CC R 05 2024 Rev 05 OD




	CMHReferral1
	CMHReferral2

