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REFERRING HEALTHCARE PROVIDER (please print or stamp): 

Full Name:______________________________________ 

Address: _______________________________________ 

_______________________________________________ 

OHIP Billing #:________________________________ 

Phone #:_________________Fax#:__________________ 

URGENCY (please provide details): 

□ Expedited Breast Cancer (see criteria on page 2):
If eligible by criteria 1, provide estimated start date of radiotherapy: _______________________ 

If eligible by criteria 2, provide estimated OR date:_____________________________________ 
NB: Testing will not be performed on an EXPEDITED basis if OR or RT scheduled to start < 8 
weeks from day referral received.   

□ Results will alter clinical management in near future (please provide details): ___________________

□ Palliative:_________________________________________________________________________

□ Clinical trial (specify): _______________________________________________________________

□ Routine

PERSONAL HISTORY OF CANCER (please provide details regarding cancer type, age of diagnosis 
and provide pathology): 

FAMILY HISTORY OF CANCER 

Relative Type of Cancer Age at Diagnosis 

HEREDITARY CANCER CLINIC REFERRAL FORM 

Please provide PATIENT INFORMATION including name, 

DOB, address, phone number and Health Card number 

Patient email address: 



https://www.cheo.on.ca/en/clinics-services-programs/hereditary-cancer-clinic.aspx 
 

 

 
 

 

 

 

 

 

 

 

The patient must meet the provincial guidelines for offering genetic testing and must meet criteria 1) or 2) below. 
 

1. Patient is currently receiving treatment for breast cancer. Expedited testing would allow the patient the 
option of proceeding with prophylactic mastectomy, instead of radiation therapy, if she is found to carry a 
BRCA1/2 mutation. If mastectomy is chosen, the patient can avoid unnecessary radiation.  

 
 Please note: this criteria EXCLUDES elective reconstruction and/or prophylactic surgery as a reason for 

expedited testing, unless it is being done at the same time as surgery to treat the patient’s cancer. 
       OR 

2. Patient requires surgery for other urgent medical reasons (e.g. hysterectomy for uterine bleeding causing 
anemia) and may use the information to alter surgical decisions (e.g. salpingo-oophorectomy to be done 
with hysterectomy). 

  AND 
   Patient’s surgery is to take place no sooner than 8 weeks from the date of blood draw. 

 
 
 
 

CRITERIA FOR REFERRAL:  INHERITED BREAST AND/OR OVARIAN CANCER 

CRITERIA FOR REFERRAL: INHERITED COLORECTAL CANCER 

CRITERIA FOR EXPEDITED BRCA1/2 TESTING (For Newly Diagnosed Breast Cancer) 
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