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Cancer Care Program 

Referral Form
Referral Office:
Tel: (902) 473-5140
Fax: (902) 473-6079

Please attach a referral letter in all cases

Reason for Referral: __________________________________________________________________________________
_____________________________________________________________________________________________________
_____________________________________________________________________________________________________
_____________________________________________________________________________________________________
Has the patient been informed of cancer diagnosis: nn

            

Yes nn

  

No
Service Requested: nn

    

Radiation Oncology nn

  

Medical Oncology nn

  

Uncertain
nn

  

Palliative Care nn

  

Hematology
Emergency/Urgent:  We recommend you page the appropriate specialist on call through Locating at 

(902) 473-2220 to discuss the referral

PATIENT INFORMATION
Name: __________________________________________________ Date of birth: ____________________________

nn

      

Male    nn

  

Female
Mailing address: ______________________________________ Phone #: ___________________________________ 
_____________________________________________________ Alternate contact: ___________________________
_____________________________________________________ Alternate phone #: __________________________
Patient location: nn

  

Home nn

  

Hospital nn

  

Nursing Home nn

  

Out of Country
nn

  

Other  ____________________________________________________________________________________________
Health Card #: _____________________________________ Hospital Chart #: ____________________________ 

(Last, First, Middle Int.) (YYYY-MM-DD)

Ref Phys: _______________________________________ Fam Phys: _______________________________________
Ph #: __________________________________________ Ph #: ___________________________________________
Fx #: ___________________________________________ Fx #: ____________________________________________
Surgery date: ________________________________________________________________________________________
Please “ ” the information accompanying this referral:
nn

    

Referral Letter nn

  

Laboratory Reports nn

  

OR Report
nn

  

Pathology nn

  

Discharge Summary nn

  

Diagnostic Imaging Films/Reports
nn

  

Other______________________________________________________________________________________
NOTE:  See reverse side for Cancer-Site-Specific requirements #: ___________________________________________ 

ü

  

To process your referral efficiently, we require the following information:

Pending Investigations/Reports Date of Test(s) Location
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For general cancer information and services in the community patients and families may call:
The Canadian Cancer Society at 1-888-939-3333 open Monday-Friday 9 a.m. to 6 p.m.

All referrals MUST be accompanied by:
l

      

a legible consultation letter highlighting presenting signs and symptoms and findings
l

    

pathology report documenting cancer diagnosis
l

  

operative reports relevant to the cancer

We do not wish to delay any referrals! Therefore, please indicate on Page 1 if there are any outstanding
investigations or pending reports. Please include the date when and the location where the tests are to be
performed. In addition, cancer-site-specific information necessary for properly triaging referrals is outlined below.
(For information on cancer sites not listed, please call the Referral Office at 902-473-5140)

BREAST
l

     

Index mammographic films and report

l

  

Any available recent x-ray films and reports 

performed within the preceding 6 months related 

to current presenting problems

HEMATOLOGY
l

   

Pathology Report:
Lymph node and tissue biopsies, Bone marrow 

(if done)

l

   

Laboratory Reports: CBC, Lymphocyte surface  

markers (if done), Immunoglobulin profile 

(if done) 

l

   

Scans: CT, MRI, Nuclear Medicine (if done)

GENITO-URINARY
l

    

Lab reports: Prostate All PSA

Testes HCG, AFP, LDH

l

      

Imaging Reports and films (if done):

Prostate Bone Scan,  Ultrasound 

Testes Chest X-Ray,  Ultrasound, 

CT Chest/Abdomen 

Bladder Cysto,  CT Pelvis, 

IVP/Renal Ultrasound 

Kidney Chest X-Ray,  Bone Scan,  CT 

Chest/Abdomen

LUNG
l

           

Any thoracic operative reports relevant to the 

cancer including bronchoscopy and endoscopy 

l

  

Imaging Reports and Films (if done):

Current and old Chest X-Rays

CT Scan

Bone Scan

l

  

Any Pathology/Cytology Reports (if done)

l

  

PFT Reports (if done)

l

  

Blood work (if done)

GASTROINTESTINAL
l

   

Any available recent x-ray films and reports  

related to current presenting problems 

Patients remain under the care of the referring physician until seen by an Oncologist 
at the Nova Scotia Cancer Centre.

  


