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Request for discussion at 

Skull Base MDT Meeting

(PLEASE COMPLETE FORM FULLY AND IN BLOCK CAPITALS)
Please be aware if the form is not completed fully then it will be returned without discussion 
	New patient         Follow Up  □      
	SKULL BASE LEAD FOR CASE
	


	When complete please email to: Kay.Green@wales.nhs.uk


	Patients Name: 

	DOB


	Referring Consultant’s Name: 


	Patients Address: 


	Referring Hospital and Contact Details: 

	NHS Number: 
	
	

	Hospital number 
	
	Date of Referral: 
	

	GP Details
	

	DIAGNOSIS: 

	Reason for review: 

	HISTORY OF PRESENTING COMPLAINT: 



	CLINICAL FINDINGS: 



	MANAGMENT (if any):



	PAST MEDICAL HISTORY: 


	CURRENT MEDICATIONS: (Including information on anti-coagulant medication, if stopped when?)


	INVESTIGATION RESULTS

	CT Head
	Yes    FORMCHECKBOX 
             No  FORMCHECKBOX 

	Dates:      

	MRI Head
	Yes    FORMCHECKBOX 
 FORMCHECKBOX 
             No  FORMCHECKBOX 
 FORMCHECKBOX 
   Scan Location:      
	Dates:      

	Other imaging:
	Yes    FORMCHECKBOX 
 FORMCHECKBOX 
             No  FORMCHECKBOX 
 FORMCHECKBOX 

	Dates:      

	Audiometry
	Yes   FORMCHECKBOX 
  FORMCHECKBOX 
             No   FORMCHECKBOX 
  FORMCHECKBOX 
        (Please attach)                
	Dates:      

	Histology
	Yes   FORMCHECKBOX 
              No   FORMCHECKBOX 

	Dates:      

	Print Name:  
	Date: 
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