School of Clinical Medicine

Clinical Trial Referral Form

Patient Information

Full Name:

Date of Birth: Age:

Gender: [Male/Female/Other]

Contact Number:

Email Address:

Medical History

Primary Diagnosis:

Relevant Medical History:

Please circle one if known (Neoadjuvant/Adjuvant/ 1%, 2", 3™ line Systemic therapy)

Reason for Referral

I.e. Why are you interested in participating in a clinical trial?

Please attach any relevant copy of your medical history, including relevant diagnoses, treatments, and
medications or any supporting documentation required by the trial, such as laboratory results or imaging
reports.

O 1 understand that the decision to accept participants into the clinical trial is based on various
factors, including availability and suitability. The Cancer Clinical Trial Unit will promptly review your
application.
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