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GAMMAKNIFE - SRS MDT REFERRAL PROFORMA

Please send all referrals to:        
               gammaknife.referrals@nhs.net 
Date:  

Consultant:   

& Speciality
Hospital:
	


Diagnosis:   
Question to MDT:
	


Presenting symptoms / previous medical history):
	


	IMAGING
Hospital/s where imaging was performed: 

Date/s of referral imaging: 
MRI 
Cerebral Angiography
CT Head

	Medication:
Is patient currently on?
Anticoagulant            Yes [ ] / No [ ]
If yes please provide details (inc dose) below 

Antiplatelet                Yes [ ] / No [ ]
Dexamethasone        Yes [ ] / No [ ]        

...............................................................................



Details of  any previous treatment, (if appropriate)

	


Additional relevant information (e.g., comorbidities) 
	


Please confirm the following:

	


Referral completed by:  
	     


Designation/grade:          
	


Contact Number for referral queries 
Outcome of MDT discussion to be communicated via nhs.net email:

Email contact: 

Consultant’s nhs.net Email address:                    

Consultant’s secretary nhs.net Email address:    
Clinical Referral Letter attached?  Yes [  ] / No [  ]
NHS Number: 		 


DoB:         		 


Patient Name:    	


Patient Address:        	


			














Is the patient aware of the referral and is expecting to be 


contacted by our department?							Yes [ ] / No [ ]





If applicable, have you provided details of any 


Implants/shunt devices in situ? If yes, please provide details, i.e.:


make, model and settings					N/A	[ ] 	Yes [  ] / No [  ]





�
�



If applicable, have you provided details of any 


Cardiac devices? If yes, please provide details, 


i.e.: Make and model						N/A	[ ] 	Yes [  ] / No [  ] 
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