


CAS Lynch Regional Expert Discussion Proforma

	Patient Name: 

	Hospital Number: 


	Referring Clinician:

	Contact Number: 

	Trust Lynch Champion clinician 
	Trust Lynch Nurse

	Clinical Details (Include radiology, histology, PMH, current medication):







	Reason for referral/ Question for MDT:





	Is the patient aware of the referral to the MDT?   Yes ☐                         No ☐	


	Diagnosis:



	Site of lesion:


	Performance Status: 


	Co-morbidities: 



Investigations Performed/ Booked:

	Biopsy (1) Date:

	Pathology available?  Yes ☐      No☐

	Biopsy (2) Date:

	Pathology available?  Yes ☐      No☐

	Biopsy (3) Date:

	Pathology available?  Yes ☐      No☐

	Other (Please specify):




Outcome:

	



Please send completed proforma to CASLynchREN@uhb.nhs.uk
 
Patients will not be listed for discussion unless all essential information is provided.


