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	University Hospitals Dorset Breast Pain Pathway Referral Form

	Please use this form for patients with breast pain only without any red flag breast symptoms. 
Please be aware that this patient will be seen in a community breast pain clinic and there will be no imaging. If after attendance at the clinic patients require further assessment, this will be arranged directly from the breast pain clinic. 

A Breast Urgent Suspected Cancer/ Symptomatic referral form should be used if the patient has other breast symptoms.
Please continue to refer those with implants to the high-risk pathway as they may require imaging.



	Date of decision to refer
	${createdDate}
	Date referral received at Trust
	



	
PATIENT DETAILS

	Surname: ${surname}      First Name: ${firstname}    Title: ${title}

	
	Gender: ${gender}          DOB: ${dob}                NHS Number: ${nhsNumber}

	
	Ethnicity: ${ethnicity}   

	
	Patient Address: ${patientAddress}    
Postcode: ${postcode}

	
	Contact numbers:
Home: ${home}     Mobile: ${mobile}      Preferred phone number: ${preferredPhoneNumber}           Email: ${email}

	PRACTICE DETAILS

	Registered GP Name: ${usualName}

	
	Practice Name: ${practiceName}    

	
	Direct line to the practice (Bypass): ${bypass}

	
	Main:  ${main}              Fax: ${fax}              Email: ${gpEmail}

	
	Referring Clinician: ${referringClinical}



	REFERRAL CRITERIA (all criteria must be met)

	|_|
	Patient has breast pain only


	|_|
	Primary pain management has been attempted for 8 weeks (regular NSAID or Paracetamol, lifestyle and bra advice etc)


	|_|
	Patient does not have breast implants


	|_|
	Patient has no previous history of breast cancer


	|_|
	Patient has no physical findings on breast examination


	|_|
	Patient was born female


	|_|
	Patient is aged 18+


	|_|
	Patient is not pregnant or breastfeeding




	PATIENT INFORMATION

	Please tick to confirm:

	|_|
	Patient has been provided with a breast pain pathway information leaflet or sent an electronic link. 

	|_|
	Patient is expecting to be contacted by secondary care within 2 weeks and knows who to contact if this doesn’t happen.

	|_|
	The patient is aware they will not have imaging undertaken at the breast pain clinic.



	ACCESSIBILITY

	Please tick any of the following that apply to your patient:

	|_|
	Patient has cognitive impairment that may affect their mental capacity for consent. 
If yes, please confirm date best interests meeting completed: ${mentalCapacityDate}

	|_|
	Patient has significant mobility impairment (specify): ${mobilityImpairmentSpecified}

	|_|
	Patient has significant sensory impairment (specify): ${sensoryImpairmentSpecified}

	|_|
	Patient will require an interpreter (specify): ${language}

	|_|
	Patient requires hospital transport, please specify type: ${transportRequiredDetails}



Rockwood Clinical Frailty Scale. Please tick most appropriate box:
	ROCKWOOD CLINICAL FRAILTY SCALE (CFS)

	|_| 1 - Very Fit
|_| 2 - Well
|_| 3 - Managing Well
|_| 4 - Vulnerable
|_| 5 - Mildly Frail
	|_| 6 - Moderately Frail
|_| 7 - Severely frail
|_| 8 - Very Severely frail
|_| 9 - Terminally ill


	
When scoring frailty in people with dementia the degree of frailty corresponds to the degree of dementia i.e. Mild dementia = CFS 5, Moderate dementia = CFS 6, Severe dementia = CFS 7

For more information: 
https://www.england.nhs.uk/south/wp-content/uploads/sites/6/2022/02/rockwood-frailty-scale_.pdf



	CLINICAL DETAILS

	Details of other significant medical history:
${medicalHistory}

Previous breast history (including implants):
${breastHistory}

Family history:
${relevantFamilyHistoryOfCancer}


	Anticoagulation and / or antiplatelet medication – please state indication, medication taken and latest INR if applicable:
${isAnticoagulatedWith}
${antiPlatelets}
${inr}

List or attach regular medication:
${medication}

Allergies:
${allergies}





Please attach this completed form when booking via the Choose and Book system.
Any referrals received without a completed form will be rejected


Name: ${surname}, ${firstname}             NHS no.: ${nhsNumber}              DOB.: ${dob}
Completed by C the Signs
Version: 1.0
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