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BREAST UNIT REFERRAL FORM – Adult Male
	Patient Name:      
DOB:      
Address:

     
Mobile/Home preferred number for appointment:      
NHS No:      
	GP Name:      
Surgery Address:

     
Telephone:      
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1. Unilateral lump AND
+ Patient >50 y/o
  FORMCHECKBOX 

+ Genetic predisposition
  FORMCHECKBOX 

+ Increased risk (ie FHx, previous radiotherapy)  FORMCHECKBOX 

	Normal Bloods
	Please confirm normal ; 9am Testosterone TFTs/LFTs/β-HCG/αFP
	   FORMCHECKBOX 
  
Date: 

	No significant drug causes
	See list at https://bit.ly/2WeDPr9 including recreational drugs
	    FORMCHECKBOX 
  


+ No obvious physiological or drug cause *  FORMCHECKBOX 
      
2. Nipple Changes 
+Discharge     FORMCHECKBOX 



+Unilateral Nipple Ulceration   FORMCHECKBOX 
     
3. Persistent Painful Gynaecomastia **

+>6/12 AND no reversible causes *
Other information ……………………………………………………………………………………………………………….
………………………………………………………………………………………………………………………………………………

Signature of referring doctor:……………………………………………………..Date:………………………………… 
Notes to referrer: 

1. Where requested (*) please ensure table is completed. This referral will be rejected if it is not.
2. ** Please ensure that patients are aware that surgery for gynaecomastia is only available in exceptional circumstances as per Surrey Heartlands IFR policy.
3. For advice on patients who don’t meet these criteria visit; www.royalsurreybreastunit.com/gynaecomastia 
Area of Concern








	Please submit this referral via the ERS platform.
For enquiries please Email  rsc-tr.BreastUnit@nhs.net or use Advice and Guidance
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