
National AYA Cancer Service MDM Referral Form  

             AYA MDM phone: 087 1999 013 
Additional forms can be downloaded via: https://bit.ly/AYAreferral 

 

 

Patient Details 

Given Name  Family Name  
 

D.O.B.  

MRN  Sex at Birth 
 

Male               Female Age  

Address  Twin  

Yes                   No 
Patient 
consent for 
AYA MDM 
referral 

 
  
Yes      No Ethnicity  

Postcode  
 

Referrer Details 

Referral 
Type 

e.g. new diagnosis, EOT, case review, death Referral Date  

Referring 
consultant 

 Principal treatment 
centre 

 

CNS  GP Name (& address)  

Contact # 
(MDT 
presenter) 

 

 

Cancer Details 

Diagnosis  Stage/Grade  Est. date of 
symptom onset 

 

Primary site  Prognostic Score 
(& system used) 

 Est. date 1st 
presented to 
primary care 

 

Metastatic 
sites 

 Tumour Markers  Est. date 1st 
seen by cancer 
services 

 

Morphology 
(if relevant) 

 Treatment Intent 
e.g. curative, 
palliative, other 

 Diagnosis date  

Investigations  
 
 

Treatment 
start date 

 

Treatment 
Plan 

 
 
 

Anticipated 
EOT date 

 

Palliative 
Care 

Palliative Care Needs 
assessment performed? 

 

Yes             No 
Palliative Care referral 
sent? 

 

Yes             No 

Outcome of 
local MDT 

 
 
 
 
 

Local MDT 
Date 

 

 

Clinical Information 

Presenting history 
 

Please include comment on diagnostic pathway with dates / involved specialties where relevant 

 
 
 

Co-morbidities and past 
medical history 
 

Please include comment on additional health issues which may impact on therapy 

 
 
 

Relevant family history  
 
 
 

 

Contact: Email (referral submission/queries): ayamdm@healthmail.ie



National AYA Cancer Service MDM Referral Form  

             AYA MDM phone: 087 1999 013 
Additional forms can be downloaded via: https://bit.ly/AYAreferral 

 

 

 

 

 

 

 

 

Clinical Trials 

Clinical trial available?  

Yes                           No 
 

Name of Trial  

Eligible 
 

Yes                           No If ‘no’, please specify reason 
 

 

Offered 
 
 

Yes                           No 
 

Consented Yes                           No 

Fertility Issues 

Fertility discussed & 
documented 

 

Yes                           No 
If ‘no’ please provide comment on 
reasons 

 

Fertility preservation 
undertaken 

 
Yes                           No 

If ‘yes’ – which type of fertility 
preservation 

 

If none undertaken please 
provide comment on reasons 

 

Psychosocial status/support                                                                 The AYA service recommends  the HEEADSSS assessment tool 
Health Needs 
Assessment 
status: 

 For further guidance on performing a HEEADSSS assessment: 
https://starship.org.nz/guidelines/adolescent-consultation/ 

 

Significant 
areas for 
discussion: 

 

AHP 
referrals 
required 

 

   Yes                       Required 
                                 (but unavailable)   
 
 

   No                       Patient declined 
 
 

If “yes” please indicate which teams involved: 
 

Physiotherapy           Dietician              OT               MSW  
 

Other (e.g. community services): 

Psycho-
oncology 
input 
required 

   Yes                       Required 
                                 (but unavailable)   
 
 

   No                       Patient declined 
 

If “yes, required” please select which team is required: 

Discussion points for MDM 

 

Contact: Email (referral submission/queries): ayamdm@healthmail.ie

https://eur04.safelinks.protection.outlook.com/?url=https%3A%2F%2Fstarship.org.nz%2Fguidelines%2Fadolescent-consultation%2F&data=05%7C01%7CSarah.Lawrence%40childrenshealthireland.ie%7Cd68b38ac70a94a48ed3708dba9681b8f%7C0949ccf236a643aeb33c482df77f0393%7C0%7C0%7C638290036816503761%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=1QQPIkqfgP7yKE51T2Kqa8dAfxty38eaNm9MswqfJj8%3D&reserved=0
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