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PATIENT DETAILS

SURNAME:
ISLHD MRN:

DOB:

FIRST NAME:

SEX MO FO

GP:

REFERRER

surcgeoN Q speciaList O
SPECIALIST DOCTOR NAME:

MEDICAL ONCOLOGISTO RADIATION ONCOLOGISTO

15T DATE REFERRED TO SPECIALIST

15T CONSULTATION DATE

TRIAGE CATEGORY

1. For priority discussion

2. For Discussion 3. Not for Discussion

1Ai New cancer —curative intent O
1Aii New cancer - QoL intentO

1Aiii New cancer - Palliative IntentO
1Bi Complex metastatic cancerO
1Bii New cancer - rediscussO

2Ai New issue - Imaging AbnormaIO

3A Treatment declinedO
2Aiii New Metastases to IungO 3B Data onIyO
2Bi Imaging suggests cancerO

2Bii Clinical review suggests cancero

2Aii Post-surgical review

WORK-UP

PRESENTATION:

Incidental Imaging O Symptomatic O

Asymptomatic O Surveillance O

SYMPTOMS: Chest Pain O Cough O Dysphagia O Dyspnoea/SOB O Weight Loss O Lethargy O
CO-MORBIDITIES: Smoker - NeverO Ex OCurrentO Pack Years

Respiratory condition O
PS (ECOG): Select an item

FITNESS FOR RADICAL TREATMENT:
Upper IobeOMiddIe IobeOLower IobeO

CANCER SITE: Main Bronchus(O)

EToH (high) O

Cardiac O Prior Cancer

Yes O No O Unsure 0O

OverIappingO Lung NOSO Mediastinal LN LNs OtherO UnknownO
IMAGING

RADIOLOGY PROVIDER DATE TYPE

1. Select Radiology Provider Select item

2. Select Radiology Provider Select item

3.
SURGERY/PATHOLOGY

PROCEDURE DATE PATHOLOGY PROVIDER EPISODE NO.

1. Select Item

SEALS - NSW Health Pathology

2. Select Item

3.

Select Pathology Company

CLINICAL QUESTION
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