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Radiotherapy Booking Form
(Includes pre-treatment radiation exposures)

Bookings Office: Tel:  020 7616 7759   Fax:   020 7616 7792
radiotherapybookings@thelondonclinic.co.uk


	For completion by consultant
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	PATIENT INFORMATION


	
	
	
	
	
	
	

	Title:                     Surname:      
	L number:      

	Forename:      
	DOB:      

	Address: 
	Sex:  FORMDROPDOWN 


	
	Tel home:      

	GP Name and Address:      
	Tel mobile:      

	Interpreter Needed:   FORMCHECKBOX 
Yes        FORMCHECKBOX 
No
	Language:      

	
	
	
	
	
	
	
	
	

	 FORMCHECKBOX 
IP                                                                   
	 FORMCHECKBOX 
OP       
	
	
	 FORMCHECKBOX 
Walks      
	 FORMCHECKBOX 
 Chair       
	 FORMCHECKBOX 
  Stretcher              
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	

	DIAGNOSIS      
	SITE OF TREATMENT      


	 FORMCHECKBOX 
 Radical       
	 FORMCHECKBOX 
 Palliative  
	 FORMCHECKBOX 
 Urgent                                                                            
	
	
	 FORMCHECKBOX 
  New patient        
	 FORMCHECKBOX 
 Previous patient    

	Consented For Radiotherapy:                        
	 FORMCHECKBOX 
   Yes         
	 FORMCHECKBOX 
 No
	
	
	
	
	

	Previous RT:
	 FORMCHECKBOX 
   Yes         
	 FORMCHECKBOX 
 No
	Details      

	Pacemaker
	 FORMCHECKBOX 
   Yes         
	 FORMCHECKBOX 
 No
	Details      

	Concurrent Chemotherapy:                                       
	 FORMCHECKBOX 
   Yes         
	 FORMCHECKBOX 
 No
	Details      

	Timed Chemotherapy:
	 FORMCHECKBOX 
   Yes         
	 FORMCHECKBOX 
 No
	Start Date      

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	CT

	
	
	TREATMENT PLANNING

	Contrast:
	 FORMCHECKBOX 
 Oral
	 FORMCHECKBOX 
IV
	Total Dose Fractionation:

	4D:
	 FORMCHECKBOX 
   Yes         
	 FORMCHECKBOX 
 No
	
	
	
	
	
	
	

	Scanning Level Required:
	
	       Gy
	       #
	       Days
	Energy:
	 FORMDROPDOWN 

	

	 FORMCHECKBOX 
Head And Neck
	
	
	
	
	
	
	

	 FORMCHECKBOX 
Chest   
	Boost/PHII:
	       Gy
	       #
	       Days
	Energy:
	 FORMDROPDOWN 

	

	 FORMCHECKBOX 
Abdomen
	
	
	
	
	
	
	

	 FORMCHECKBOX 
Pelvis   
	
	
	
	
	
	
	

	 FORMCHECKBOX 
Other     
	 FORMCHECKBOX 
Virtual Sim     
	 FORMCHECKBOX 
3D  Plan     
	 FORMCHECKBOX 
IMRT      
	 FORMCHECKBOX 
Rapidarc  
	 FORMCHECKBOX 
CyberKnife

	
	
	
	
	
	
	
	

	Positioning:
	Diagnostic scans required:
	 FORMCHECKBOX 
 MRI              
	 FORMCHECKBOX 
  PET                
	
	

	 FORMCHECKBOX 
Supine         
	 FORMCHECKBOX 
Prone   
	
	
	
	
	
	
	

	 FORMCHECKBOX 
Arms Up     
	 FORMCHECKBOX 
Arms by Sides
	Location of scan:
	
	 FORMCHECKBOX 
 Internal  
	 FORMCHECKBOX 
 External -Location:      

	 FORMCHECKBOX 
Head Extended
	
	
	
	
	
	
	
	

	 FORMCHECKBOX 
Immobilisation Shell
	
	Bolus needed:
	
	 FORMCHECKBOX 
 Yes               
	 FORMCHECKBOX 
No        
	Thickness:      cm       

	 FORMCHECKBOX 
 Mouthbite
	
	
	
	
	
	
	
	

	Other Immobilisation:      
	Special requirements: 

	
	
	
	
	
	
	
	
	
	

	FUNDING AND SCHEDULING


	
	
	
	
	

	 FORMCHECKBOX 
Self pay


	 FORMCHECKBOX 
Insurance
	 FORMCHECKBOX 
Embassy
	Details:      

	Preferred Planning Date:                           Time:      
	Preferred Treatment Date:                            Time:      


	 FORMCHECKBOX 
 I wish to attend the CT appointment


	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	AUTHORISATION

	
	
	
	
	
	
	

	Consultant electronically sign:      
	
	Date:      

	(Accepted from consultant e.mail account only)
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