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SKULL BASE MDT PRO-FORMA
                                                                                       MDT Co-ordinator: Tracy Watts- Tel: 0114 2712010
                                                                                       MDT Support: Maxine Maia - Tel: 0114 2713463 

                                                                                      Email: sth.SkullBaseMDTReferrals@nhs.net
Date of MDT Meeting for discussion: 
Patient Type (*please delete):

* New / Ongoing / Follow up / Post Op / Recurrence / Complex Benign / Mortality / Discussion Only
Date of previous MDT (if appropriate):



	Patient Name:


	Gender:


	Referring Consultant:



	Patient Address:


	DoB:

	Age:
	Contact Tel:

	
	NHS No:
	Department:


	
	STH No:
	Referring Hospital:



	
	
	Date of Referral:




	Patient History/Presenting Symptoms:



	Question to the MDT:



Confirmation that patient is aware that STHFT MDT may contact them urgently
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

	WHO Performance Status
	

	0
	Fully active.  Pre-disease performance
	 FORMCHECKBOX 


	1
	Restricted in strenuous activity. Performs light work.
	 FORMCHECKBOX 


	2
	Self caring but unable to work. Ambulatory. Up and about >50% or waking hours.
	 FORMCHECKBOX 


	3
	Limited self-care. In bed/chair >50% of waking hours.
	 FORMCHECKBOX 


	4
	Completely disabled.  No self-care.  Confined to bed/chair.
	 FORMCHECKBOX 



	Histology Required?

Yes/No
	Date of Histology:


	Lab No (if known):
	Histology performed at:


	Imaging Required?

Yes/No
	Imaging type:

MRI/CT/CXR/US/BS/PET


	Date of scan(s):
	Radiology performed at:


Referral Completed By:

Designation/Grade:

Contact Tel:
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