TRUST LOGO
Dear Dr_________________________________________________________                                                            

Ongoing Treatment & Progression Summary for (Name) 
_______________________________________________________________                                                                                     

DOB ____  / ____  / ____   Hospital number __________________________  

Consultant ______________________________________________________
Date of primary breast cancer diagnosis or N/A
Date of secondary breast cancer diagnosis
Histology (circle) ER +/-   PR +/-   HER 2 +/-             Metastatic site/s biopsied Y/N
Sites of spread:   Bone    Lung    Liver    Brain    Other _____________________
Description of metastatic spread (circle)      Limited   Widespread
Summary of treatment to date and relevant dates ______________________
________________________________________________________________
Date of (change to) agreed treatment plan ____  / ____  / ____   
Reason:   Progression   Quality of Life   Side effects
Imaging results new sites/progress __________________________________
_______________________________________________________________
Treatment Aim
_______________________________________________________________
Patients understanding of their current situation and future progress 
_______________________________________________________________
Possible treatment toxicities of current/new treatment
_______________________________________________________________
Ongoing Care and Support
Referred to palliative care Y/N 
Referred to community nursing Y/N
Other__________________________
GP actions required:
Cancer Care review
Prescription Charge Exemption
Provide Ongoing Prescriptions
DS1500 completed  Y/N  (has AA/PIP has been applied for?)
PIP/AA application completed Y/N
[bookmark: _GoBack]Please refer to:  District Nurse Social Worker Dietician Psychologist   Other ______
Lifestyle support needs ________________________________________________

Red flag symptoms that require referral to treatment team:
Shortness of breath					Dizziness
New/unmanaged pain					Headaches
Weight loss							Visual disturbances
Persistent nausea/vomiting				Confusion/memory loss
Symptoms of Malignant Spinal Cord Compression require urgent attention

Contact Numbers:                                Support and Self Management Signposts:
In hours:				        Breast Cancer Care 0808 800 6000
Out of hours:			        Macmillan Cancer Support 0808 808 0000
Clinical Nurse Specialist:		        Benefits Advice Service_________________
____________________________   Other _______________________________


Completed by Dr/CNS ____________________________   
Signed ____________________________   
Date ____  / ____  / ____   
