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To be completed by health professionals in the primary care sector and returned to the Service Co-Ordinator, UCF, 40-44 Eglantine Avenue, Belfast, BT9 6DX. 

This driving service is for those cancer patients with no other means of independent transport to and from their hospital appointments. 
Referral Information:
	Name of Referrer:
	

	Position of Referrer:
	

	Contact Details of Referrer:
	

	Reason for Referral: 
	


Contact Details for GP if Different from Referrer:

	Name of GP:
	

	GP Address:
	

	GP Tel No:
	


Patient Details:

	Name of Patient:
	

	DOB:
	

	Address:
	

	Tel No:


	

	Email Address: 
	

	Male


 FORMCHECKBOX 




Female


 FORMCHECKBOX 



Type of Cancer:

Stage of Cancer – 
Patient has suspected cancer diagnosis yet to be confirmed/denied 
 FORMCHECKBOX 

Patient recently diagnosed and attending treatment for first time
 FORMCHECKBOX 

Patient undergoing ongoing treatment




 FORMCHECKBOX 

Patient has cancer for years and has had a recurrence


 FORMCHECKBOX 

Patient requires a follow-up to confirm good health


 FORMCHECKBOX 

Treatment:
	Treatment Centre:


	

	Type of Treatment: 
	

	No and frequency of appointments:


	


Patient Health:
	Any other conditions e.g. epilepsy, asthma, diabetes, heart condition etc. 


	

	Any allergies: 
	

	Is patient on oxygen?


	Yes
 FORMCHECKBOX 


No 
 FORMCHECKBOX 

If yes, please give details:




Patient Mobility:
	Is patient fully mobile? 
Yes
 FORMCHECKBOX 


No
 FORMCHECKBOX 




	Does patient use walking aids e.g. crutches, zimmer, wheelchair? 

Yes  
 FORMCHECKBOX 



No
 FORMCHECKBOX 
 

If yes, please give details:




	Does patient need help entering a car? 

Yes  
 FORMCHECKBOX 



No
 FORMCHECKBOX 
 

If yes, please give details:




	Does patient need assistance when walking?

Yes  
 FORMCHECKBOX 



No
 FORMCHECKBOX 
 

If yes, please give details:




	Does patient suffer any symptoms that impact on mobility e.g. breathlessness 

Yes  
 FORMCHECKBOX 



No
 FORMCHECKBOX 
 

If yes, please give details:




Any other difficulties:
	Does patient have any hearing/sight impairment?

Yes  
 FORMCHECKBOX 



No
 FORMCHECKBOX 
 

If yes, please give details:




	Does patient have any speech or communication impairments?

Yes  
 FORMCHECKBOX 



No
 FORMCHECKBOX 
 

If yes, please give details:




	Any other information relevant to the patient using this service?




Signature of Referrer:__________________________   Date:______________
