DELTA PHYSIOTHERAPY 
EXERCISE ONCOLOGY SERVICE
Clinician Referral Form
1. Patient Details
	Full name
	

	Date of birth
	

	NHS number
	

	Address
	

	Telephone / email
	


2. Referring Clinician
	Name & role
	

	Organisation / practice
	

	Telephone / email
	

	Date of referral
	


3. Oncology Details
	Diagnosis
Type, site, stage
	

	Date of diagnosis
	

	Treatment status & current treatment
Pre/active/post-treatment/surveillance/palliative; surgery, chemo, radio, hormone, immunotherapy + dates
	

	Relevant metastases
Especially bone — site(s)
	

	Lead oncology consultant / team
	


4. Medical Clearance & Safety Screening
Tick any that apply — informs risk stratification, not a substitute for clinical judgement.
	☐  Unstable cardiac condition
	☐  Uncontrolled hypertension

	☐  Severe anaemia / thrombocytopenia
	☐  Bone metastases — fracture risk

	☐  Spinal cord compression risk
	☐  Significant lymphoedema / at risk

	☐  Peripheral neuropathy affecting balance
	☐  Active infection or neutropenia

	☐  Recent major surgery (< 6 weeks)
	☐  Lines, stoma, or surgical drains

	☐  Cognitive impairment affecting instruction
	☐  None of the above — suitable for standard assessment

	Other safety information
	




5. Functional & Activity Status
	Activity level
Sedentary / occasional / regular / prior athlete
	

	Fatigue level
Mild / moderate / severe
	

	Recent falls
In the last 12 months
	

	Relevant symptoms
Pain, breathlessness, dizziness, cardiotoxicity
	


6. Reason for Referral
	☐  Prehabilitation before treatment/surgery
	☐  Management of treatment side effects

	☐  Support during active treatment
	☐  Rehabilitation post-treatment/surgery

	☐  Long-term survivorship / risk-reduction
	☐  Other — specify:
____________________


7. Patient Consent
	☐  Patient consents to referral & being contacted by Delta Physiotherapy
	☐  Patient consents to medical information being shared with the service


8. Referrer Declaration
I confirm the above is accurate and this patient is, in my clinical opinion, appropriate for referral.
	Signature
	

	Print name & GMC/NMC/HCPC no.
	

	Date
	












For Delta Physiotherapy use only:
 Date received:
Triaged by:
 Priority: Routine / Urgent 
 Outcome:
