Oxford Skull Base Tumour MDT Referral Form  
Please complete all the fields below. If you have any letters/scan reports etc. that you think will be useful please attach them, but this form MUST be completed.
If we don’t have sufficient information your patient will not be discussed.
	Patients Name:
Address:

Telephone No:
	Date of  Birth:
Hospital No: 
NHS No:

NHS Number:
Sex:  M   F 

	Specific Question for the MDT:

Working/known Diagnosis: 



	Presenting Symptoms/Signs:
Comorbidity:  
Investigation

Dept. & date:

                                            Findings

MRI Head

CT Head

CT CAP
Audiology 
Vision
Facial Palsy 
House Brackman Score    
I    normal     II    slight        III    moderate    

                        IV moderately severe         V severe              VI  no function   
Cranial Nerves         

deficit 


	Previous Treatment: 



	Location of the patient:(home/hospital details)                                   


	Consultant in Charge of Patient:                                              Referrer to MDT: (name/contact details)




All Referral to be sent via email to the MDT Coordinator

Email: oxfordskullbase.tumourmdt@nhs.net

 (Please mark clearly for the attention of the Skull Base Tumour MDT)

Tel: 01865 223165   Fax: 01865 231885.

GH Nov 2014 


