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Referral Form for Spinal Metastasis
Fax to: 902-473-8912
Date of Referral: ______________________
Urgency of Referral:         Today	   48 Hours	   1 Week	 2 Weeks	    Other     


Primary Tumor: ______________
Site of Concerning Metastasis: _________________________
Primary controlled:           Yes           No
Other Metastasis:              Yes           No
Other sites of Metastasis: ____________________________
Systemic Therapy:          Yes, on: __________________________       
                                       Planning in future             No further planned
Radiation to the area:           Yes             No          If yes, when: ___________________________
Prior Radiation to the area:         Yes          No 
Further Radiation Treatment possible:        Yes         No   If yes: _________________________
[bookmark: _GoBack]
Goal of spinal surgery:         Pain Control
                                              Current Spinal Cord Compression/ Symptoms
			           Prevent Spinal Cord Compressions/ Symptoms
                                               Long Term disease control (Example Solitary metastases only) 
Estimated prognosis of patient: ________________ months    _____________________years.

Physician Name: __________________________    
Physician number/ pager: ____________________Barcode Area 

Physician Signature:________________________
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