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Pregnancy Associated Breast Cancer (PABC)
Referral Form 

[bookmark: _Hlk203402702]This form is intended for the referral of patients diagnosed with breast cancer (any type, including DCIS) during pregnancy.

· Please send the completed form as a Word document to the Christie PABC new referrals inbox 
the-christie.pabcmdt@nhs.net.  

· Referrals received by Tuesday will be reviewed at the Thursday MDT. Please indicate if your referral is urgent.

· The subject line must follow the format ‘[Urgent (if applicable)] New Referral PABC [NHS number] [Christie number (if applicable)]’.

· Please also provide the patient’s most recent pathology and imaging reports.

Please note: We do not need a separate referral letter but enclosing any correspondence to GP/patient is helpful.
	PATIENT DETAILS
	REFERRER DETAILS

	Name: Click or tap here to enter text.
DOB: Click or tap to enter a date.
NHS No: Click or tap here to enter text.
Tel: Click or tap here to enter text.
GP details: Click or tap here to enter text.
Date of diagnosis: Click or tap here to enter text.
	Referring clinician: Click or tap here to enter text.
Lead consultant: Click or tap here to enter text.
Referring hospital: Click or tap here to enter text.
Tel: Click or tap here to enter text.
Email: Click or tap here to enter text.
Date of referral: Click or tap to enter a date.

	Does the patient require an interpreter?
	Yes ☐
	No ☐

	
	If yes, please confirm which language:
Click or tap here to enter text.



	Section One 

	INVESTIGATION FINDINGS Please include the patient’s most recent pathology & imaging reports 

	Ultrasound size of breast cancer
	Click or tap here to enter text.
	Ultrasound of axilla findings
	Click or tap here to enter text.
	Multifocal? 
	Yes ☐
	No ☐ 

	
	If yes, size of two largest tumours on mammogram:
1.Click or tap here to enter text. 
2. Click or tap here to enter text.

	Axillary biopsy performed?
	Yes ☐
	No ☐

	
	If yes, please provide details: 
Click or tap here to enter text.

	Genetic screening undertaken?
	Yes ☐ 
	No ☐

	
	If yes, please provide results: 
Click or tap here to enter text.
Awaiting results  ☐









	Section Two

	TREATMENT TO DATE

	Surgery
	Yes ☐
	No ☐
	Click or tap here to enter text.
	Chemotherapy
	Yes ☐
	No ☐
	Click or tap here to enter text.
	
	If yes, where available, please provide the latest blood and ECHO reports.

	Endocrine
	Yes ☐ 
	No ☐
	Click or tap here to enter text.


	Section Three

	OBSTETRICS  

	Pregnancy confirmed by USS?
	Yes ☐
	No ☐

	
	Date of planned USS if known: Click or tap to enter a date.

	Gravidity
	Click or tap here to enter text.
	Parity
	Click or tap here to enter text.
	Gestational age (Weeks/Days)
	Click or tap here to enter text. 

	EDD
	Click or tap to enter a date.
	Gynaecological history
	Click or tap here to enter text.
	Intention to continue with pregnancy?
	Yes ☐ 
	No ☐
	Undecided ☐

	Intended hospital for delivery?
	Click or tap here to enter text.


	Section Four

	MEDICAL HISTORY

	Significant family/social history
	Click or tap here to enter text.
	Smoking status
	Choose an item.
	Significant medical history
	Click or tap here to enter text.
	Current medications
	Click or tap here to enter text.


	Section Five

	Do you have any specific questions for the MDT?
	Click or tap here to enter text.
	Would you like us to provide advice only, or would you prefer that we take over the patient's care?
	Click or tap here to enter text.
	Any further comments or information?
	Click or tap here to enter text.



FORM END 
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