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                                                    Fax: 07 839 8770 Ph: 07839 8899 Ext.96447
DEPARTMENT OF RESPIRATORY MEDICINE CHEST CONFERENCE                               Please Email the completed form to: 

Chestconf@waikatodhb.health.nz
	Referral/s from MDM to:  FORMDROPDOWN 
              



	D Demographics & Referral                                               MDM Date        

	First name: 
	     
	
	Surname: 
	     

	Referral date:
	     
	
	Domicile DHB:
	 FORMDROPDOWN 


	NHI: 
	     
	
	DOB: 
	     

	Ethnicity:
	 FORMDROPDOWN 
        (Enter no of Ethnicity)
	
	Age: 
	     

	Previous conference:
	     

	Sex:
	 FORMDROPDOWN 


	Referring consultant:
	     

	CC (GP):
	     

	 CC (Others):
	     

	Triaged HSCAN:    FORMDROPDOWN 
            FSA within 2 weeks :     FORMDROPDOWN 
           HSCAN breach date 62 day FCT :        

	If referred in from another DHB (mandatory):

          Address:                 

        Phone no:                                                                                  

	Diagnosis 

	Diagnosis:
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Other :      

	Pathology:
	 FORMDROPDOWN 
                                                                                                                                       

	Laterality:
	 FORMDROPDOWN 


	Staging

	Clinical:
	T
	 FORMDROPDOWN 

	N
	 FORMDROPDOWN 

	M
	 FORMDROPDOWN 

	Stage grouping:
	 FORMDROPDOWN 


	Pathological:
	T
	 FORMDROPDOWN 

	N
	 FORMDROPDOWN 

	M
	 FORMDROPDOWN 

	
	

	

	Co-morbidities  

	 FORMDROPDOWN 
                                                  
	 FORMDROPDOWN 

	 FORMDROPDOWN 


	 FORMDROPDOWN 

	 FORMDROPDOWN 

	 FORMDROPDOWN 


	Additional details:      

	Clinical details
	(Please include presenting symptoms and length of symptoms e.g. cough, dyspnoea, haemoptysis, lymphadenopathy, chest/shoulder pain, hoarseness, fatigue, weight loss, finger clubbing).

	History:
	     

	ECOG Status (Mandatory)
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Select:  FORMDROPDOWN 
 
Additional details:      

	Weight Loss > 10% in last 6 months? 
	 FORMDROPDOWN 

	Asbestos Exposure? 
	  FORMDROPDOWN 


	

	Question for conference

	     

	Smoking history

	
	
	Status
	    FORMDROPDOWN 

	Number of Cigarettes a Day
	     
	Number of years smoked 
	     

	
	If ex smoker, for how long?
	      
	Pack Year
	        

	Bloods

	Date:      
	
	CBC
	Hb
	     
	Platelets
	     
	WBC
	     
	
	
	

	Date:      
	
	Renal
	Na
	     
	K
	     
	Cr
	     
	
	
	
	

	Date:      
	
	Liver
	Alb
	     
	Alk Phos
	     
	ALT
	     
	Ca
	     
	cCa
	     

	Date:      
	
	CEA
	     
	                        INR
	     
	              APTT
	     
	
	

	
	
	

	Molecular markers

	
	Date:
	     

	
	EGFR:
	 FORMDROPDOWN 

	ALK:
	 FORMDROPDOWN 


	
	
	

	Lung function Test

	     Date:      
	

	                            FEV₁:                                         
	(      % Pred.)

	                            FVC:        
	 (      % Pred.)

	                         DLCO:        
	 (      % Pred.)

	                             KCO:      
	 (      % Pred.)

	Key Investigations 

	     

	                                                                                                                   
	Mode of diagnosis? (tick one)

	
	
	Date
	     
	 FORMDROPDOWN 

	 FORMCHECKBOX 

	

	
	
	Date
	     
	 FORMDROPDOWN 

	 FORMCHECKBOX 

	

	
	
	Date
	     
	 FORMDROPDOWN 

	 FORMCHECKBOX 

	

	
	
	Date
	     
	 FORMDROPDOWN 

	 FORMCHECKBOX 

	

	
	
	Date
	     
	 FORMDROPDOWN 

	 FORMCHECKBOX 

	 

	
	
	Date
	     
	 FORMDROPDOWN 

	 FORMCHECKBOX 

	

	
	
	
	
	
	
	
	

	Pathology

	     

	Bronchoscopy
	(Please state date, who it was performed by and a brief report).

	     

	Radiology (e.g. CXR, CT, PET .Please state date, location and a brief report).

	     

	Other Investigations

	     

	Discussion

	     

	Plan

	Treatment intent:  FORMDROPDOWN 


	Reason for Non curative Management If Applicable:
	 FORMDROPDOWN 
                              

	Primary management:    FORMDROPDOWN 


	Action:      

	Form completed by:      

	Person responsible for action:      

	MDM attendees:      
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