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Radiotherapy clinical information sheet and booking form
Also includes pre-treatment radiation exposures
For completion by consultant

	Bookings Office
	Tel:
	020 7616 7759

	
	Fax:
	020 7616 7792

	
	Email:
	radiotherapybookings@thelondonclinic.co.uk


	PATIENT INFORMATION
	 

	TITLE:……………… SURNAME:………………………………………………….........
	L NUMBER:…………………………...

	FORENAME: ……………………………………………………………………………...
	DOB:……………………………………

	ADDRESS:…………………………………………………………………………………
	SEX:……………………………………

	……………………………………………………………………………………………...
	TELE: HOME:…………………………

	GP NAME AND ADDRESS:……………………………………………………………...
	 MOBILE:………………………………

	LANGUAGE  …………………………………………………….               INTERPRETER NEEDED:      FORMCHECKBOX 
YES           FORMCHECKBOX 
NO

	       FORMCHECKBOX 
IP                     FORMCHECKBOX 
OP                      FORMCHECKBOX 
WALKS                  FORMCHECKBOX 
 CHAIR                    FORMCHECKBOX 
  STRETCHER               


	DIAGNOSIS………………………………… …   SITE OF TREATMENT………………………………………………………….

	CONSENTED FOR RADIOTHERAPY                         FORMCHECKBOX 
   YES          FORMCHECKBOX 
 NO

	PATIENTS FIRST DEFINITIVE TREATMENT              FORMCHECKBOX 
  YES           FORMCHECKBOX 
 NO        PACEMAKER      FORMCHECKBOX 
   YES     FORMCHECKBOX 
 NO

	CONCURRENT CHEMO                                                 FORMCHECKBOX 
 YES            FORMCHECKBOX 
NO          DETAILS………………………………….

	 FORMCHECKBOX 
 RADICAL        FORMCHECKBOX 
 PALLIATIVE        FORMCHECKBOX 
 URGENT                                  FORMCHECKBOX 
  NEW PATIENT         FORMCHECKBOX 
 PREVIOUS PATIENT    

	
PREVIOUS XRT TREATMENT DETAILS: ……………………………………………………………………………………………



	 FORMCHECKBOX 
 CT CONTRAST 

	SCANNING LEVEL REQUIRED:
 FORMCHECKBOX 
HEAD AND NECK       FORMCHECKBOX 
 CHEST      FORMCHECKBOX 
  ABDOMEN    FORMCHECKBOX 
 PELVIS      FORMCHECKBOX 
 OTHER(specify)     
POSITIONING:          FORMCHECKBOX 
SUPINE  /      FORMCHECKBOX 
PRONE      ARM POSTION :  FORMCHECKBOX 
UP   /   FORMCHECKBOX 
BY SIDES                                                                  HEAD POSITION:       FORMCHECKBOX 
NEUTRAL /    FORMCHECKBOX 
EXTENDED 
 FORMCHECKBOX 
 SHELL   REQUIRED         FORMCHECKBOX 
 MOUTHBITE  REQUIRED         FORMCHECKBOX 
 OTHER IMMOBILIZATION:………………………………..


	TREATMENT PLANNING INFO   
 ENERGY:           FORMCHECKBOX 
6MV      FORMCHECKBOX 
16MV  
                        FORMCHECKBOX 
4 MeV   FORMCHECKBOX 
6 MeV  FORMCHECKBOX 
9 MeV  FORMCHECKBOX 
12 MeV  FORMCHECKBOX 
16 MeV  FORMCHECKBOX 
20 MeV

	TOTAL DOSE  /  FRACTIONATION    …………….. Gy / ………..# / ………days      NUMBER OF PHASES……………

	TREATMENT:  FORMCHECKBOX 
VIRTUAL SIM      FORMCHECKBOX 
CONVENTIONAL 3D PLANNING       FORMCHECKBOX 
IMRT        FORMCHECKBOX 
RAPIDARC       FORMCHECKBOX 
CYBERKNIFE
  MODALITY                                                   
DIAGNOSTIC SCANS REQUIRED:            FORMCHECKBOX 
 MRI               FORMCHECKBOX 
  PET                

LOCATION OF SCAN :                                FORMCHECKBOX 
 INTERNAL   FORMCHECKBOX 
 EXTERNAL:  ……………………………………………………
BOLUS NEEDED:                                         FORMCHECKBOX 
 YES                FORMCHECKBOX 
NO        THICKNESS:…………….cm                

SPECIAL PLANNING REQUIREMENTS:……………………………………………………………………………………………...


	FUNDING INFORMATION 

	 FORMCHECKBOX 
SELF PAYING ……………………..       FORMCHECKBOX 
INSURANCE    ..………………………..    FORMCHECKBOX 
EMBASSAY …...…………………….


	PT PREFERRED PLANNING DATE / TIME…………………… PT PREFERRED START DATE/ TIME………………………    

	 

	ELECTRONICALLY SIGNED (CONSULTANT)……………………………………………  DATE:  ……………………………...
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