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	URGENT REFERRAL FOR SUSPECTED COLORECTAL CANCER 

If you wish to include an accompanying letter, please do so. On completion please FAX to the Cancer Referral Centre ​01562 754312 or 01562 513021  




These forms should only be used for suspected cancer and in conjunction with the NICE Referral Guidelines for Suspected Cancer, June 2005

Have you informed the patient there is a suspicion of cancer?          YES  FORMCHECKBOX 
        NO  FORMCHECKBOX 

Please tick the corresponding box for preferred appointment location:
	Alexandra Hospital
	
	Worcestershire Royal Hospital
	
	Kidderminster Hospital
	
	Evesham Community Hospital
	




Do not use this form for patients who do not meet the criteria. Please use a routine letter

6 weeks rectal bleeding > 60 years



 FORMCHECKBOX 







6 weeks change in bowel habit (looser stools/ increased 

stool frequency) > 60 years




 FORMCHECKBOX 






6 weeks bleeding and change of bowel habit (looser 

stools/ increased stool frequency) > 40 years


 FORMCHECKBOX 






Right sided abdominal mass 




 FORMCHECKBOX 






Rectal mass






 FORMCHECKBOX 





 

Unexplained iron deficiency anaemia (<11g males and 

<10g in post menopausal females)



 FORMCHECKBOX 







Suspicious Barium/CT/USS or other abnormal investigation

(please specify)





 FORMCHECKBOX 





 


For 2ww office use only:

	Date Fax Received:
	
	Appointment Date/Time/Site/Consultant:


	


Revised September 2014 – THIS FORM MUST BE USED FROM 1.10.14 ONWARDS

GP Details (inc fax number)





Patient Details





























Date of Decision to Refer  





Date Referral Faxed        


  


GP Signature























Surname      


Forename           


D.O.B.                                           Gender    


Address         








Postcode               


Telephone           


NHS No                


Interpreter required?   Yes/No (Delete as applicable)


If yes, state language 


Does the patient have a disability? Yes/No (Delete as applicable)


If yes, please state 








Clinical Details


History/Examination/Investigations…………………………………………………..………………………………………………





…………………………………………………………………………………………………………………………………………..





..…………





…………………………………………………………………………………………………………………





























