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SUSPECTED CANCER REFERRAL FORM: 
LOWER GI (COLORECTAL) CANCERS
Date of Referral: Click or tap here to enter text. 
	Patient details Mandatory

	Surname: 
	First name: 
	Title: 

	DOB: Click or tap here to enter text. 
	NHS number: 

	Ethnicity: 
	Interpreter required: Choose an item. 
	Language: Click or tap here to enter text. 

	Address: 
	Postcode: 

	Tel. home: 
☐Preferred contact
	Tel. mobile: 
☐Preferred contact

	GP practice details Mandatory

	Usual GP Name: 

	Address: 
	Practice name: 
	Practice code: 

	Tel. main line: 
	Tel. direct line: 

	Referring clinician: 
	Practice Email: 

	Patient engagement and availability Mandatory

	I confirm the following: 
	Yes
	No

	The possibility that the diagnosis may be cancer has been discussed with the patient
	☐
	☐

	The patient has been offered a suspected cancer referral leaflet 
	☐
	☐

	The patient has been informed that they could be contacted at any time within the next 14 days for investigations.  Availability/attendance is strongly advised
	☐
	☐

	Please note any dates the patient is NOT available for an appointment (virtual or face to face) in the next 14 days: Click or tap here to enter text.

	Patient’s WHO Performance Status and Frailty - Desirable

	
	Grade
	Explanation of activity

	☐
	0
	Fully active, able to carry on all pre-disease performance without restriction.

	☐
	1
	Restricted in physically strenuous activity but ambulatory and able to carry out work of a light or sedentary nature, e.g. light house work, office work.

	☐
	2
	Ambulatory and capable of self-care but unable to carry out any work activities. Up and about more than 50% of waking hours.

	☐
	3
	Capable of only limited self-care, confined to bed or chair more than 50% of waking hours.

	☐
	4
	Completely disabled. Cannot carry on any self-care. Totally confined to bed or chair.

	Please only complete one of the below scores if over 65 (Desirable not Mandatory)

	Electronic Frailty Index 
	☐ Fit/☐Mild/☐Moderate/☐Severe 

	Clinical Frailty Score/Rockwood (1-9) 
	Click or tap here to enter text.


	Please detail any Mental Health/Cognitive/Sensory/Mobility/Impairment if known: 
Carer/Keyworker nameClick or tap here to enter text. Contact details Click or tap here to enter text. Relationship to Patient Click or tap here to enter text.


	Clinical Details 

	Weight 
	Height 
	BMI 

	Smoker/ever smoked 
	Alcohol units 

	Any known Allergies – 

	
	Yes
	No
	Unknown

	If the patient has a known diagnosis of Lynch Syndrome
	
	
	

	If the patient has a known family history of colorectal cancer 
	Click or tap here to enter text.

	Digital Rectal Exam (DRE) summary of finding
	Click or tap here to enter text.

	Reason for suspected cancer referral: Mandatory - Hyperlink to Guidance

	Suspected Colorectal Cancer (FIT not required for the below 3 conditions)
☐   Rectal mass
☐   Anal mass
☐   Anal ulceration
☐   Patient is unable to complete a FIT test due to physical/mental constraints but has colorectal symptoms (please state) Click or tap here to enter text.

Suspected Colorectal Cancer - FIT above threshold (FIT ≥ 10) 
FIT value Click or tap here to enter text. 
Reason FIT was requested:
☐  Abdominal mass
☐  Change in bowel habit; or
☐  Iron Deficiency Anaemia (IDA)
☐  ≥ 40years with unexplained weight loss and abdominal pain
☐< 50 years with rectal bleeding AND any one of the following 
· Abdominal pain OR weight loss
☐≥50 years with any of the following unexplained symptoms 
· Rectal bleeding OR abdominal pain OR weight loss
☐  ≥ 60 years with anaemia even in the absence of iron deficiency 
☐  FIT is below threshold (FIT<10) but there is strong suspicion of colorectal cancer 
(please state) Click or tap here to enter text.
	
Consider referring patient with unexplained persistent rectal bleeding and a FIT <10 via an urgent colorectal pathway where available

Please Note: FIT should be offered even if the person has previously had a normal FIT result through the NHS bowel cancer screening programme.
Please note: that a FIT result enables patients to be prioritised to the correct service and enhances patient care to the right test at the right time. Please refer with a FIT result where possible. 
Please note: If your patient is symptomatic (regardless of age) and FIT is below threshold (<10) then options to consider are:
· Consider referral on an urgent colorectal pathway or other cancer pathways including Non-Specific Symptoms (NSS) where they are available
· Consider advice and guidance
· Faecal calprotectin pathway. For patients under 60yr old, Faecal calprotectin is more appropriate for Change In Bowel Habit – if > 250 make an urgent or non-urgent referral or use A+G as per local trust/primary care policy
· Negative FIT=CRC risk <1% if normal examination and no weight loss or IDA
· For more information ctrl click here - Lower GI / Colorectal referral guide


	☐Referral is due to CLINICAL CONCERNS that do not meet NICE referral guidance. Please include any additional clinical concerns:Click or tap here to enter text.

	Investigations

	Blood Test (less than 12 weeks old) Results: Date of Test: DD/MM/YYY 

	Useful blood tests to accompany referral:

	☐  FBC 
☐  Ferritin 
	☐  Liver Function Test 
☐  U+E 

	Additional Clinical Information/referral letter
If this case has been discussed with the secondary care clinical team, please specify with whom, when and advice given:

	Relevant Consultation Notes including referral letter – 

	Patient summary to include; past medical history; recent investigations and medications

	



If eRS is not available or in business continuity, please use relevant trust email address for urgent suspected cancer referral
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