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DEADLINE:  11:00am MONDAY 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 

 

Clinical Status:  Malignant ☐  Benign ☐   Suspicious ☐                           

Clinical Summary:  

 

 
Performance Status  
 
Question to MDM:  

Reason for discussion:  

Investigations:   

MRI                                                             CT/CTC                                                       Colonoscopy/Flexible Sigmoidoscopy 

Date:       Date:            Date:        

 PET               Barium Enema          Other 

Date:        Date:                   Date:         

Date of Biopsy/Resection:   

 Date:                                                                                               

Co-morbidities: 
COPD    ☐   Diabetes   ☐   IHD   ☐   CHF/Other Cardiac   ☐   Renal Disease   ☐   CVD   ☐   PVD   ☐   
Hypertension ☐   Dementia   ☐    Other Malignancy  
Other Co-Morbidities:  
 
Blood thinning medication YES ☐ Please specify  
                                                  NO ☐ 
 

 

Patient Name:        
 
DOB:          
 
HCN:        
 
Hosp No.  
 
   
        
        
      
 

Referring Consultant:    
 
 
 
 

Copy of MDM report to  
 

Patient aware of diagnosis:  Yes ☐       No   ☐ 
 

For Registration only:  Yes ☐  No ☐   
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