NHS GG&C UROGYNAECOLOGY MDT FORM


	PATIENT NAME:  
	REFERAL DATE:  

	CHI: 

	CONSULTANT:  

	REFERRING UNIT :

	REFERING CLINICIAN: 

	AGE:  
	BMI: 

	PELVIC FLOOR SYMPTOMS :

	

	PREVIOUS UROGYN HISTORY:


	MEDICAL/SURGICAL HISTORY:


	Is patient on any anticoagulant therapy-  No



	EXAMINATION FINDINGS:



	MANAGEMENT TO DATE:

	UROGYN SP NURSE:-  


	PHYSIOTHERAPY:-  

Completed

Offered - patient declined

Referred 

Ongoing



	VAGINAL PESSARIES:-  


	MEDICATION FOR OAB :-  



	OTHER RELEVANT TREATMENT: 


	INVESTIGATIONS: 


	URODYNAMICS :


	OTHERS:

	PIL GIVEN :  
	PATIENT ADVISED ABOUT MDT DISCUSSION :  

	PLANNED MANAGEMENT:
 

	

	MDT INPUT FOR:



	MDT recommendation AND ACTION PLAN: 


	

	Suitable for 23 hour theatre

	LA cases only- need to be referred to preop

 assessment for VTE risk assessment

	MDT DATE : 
	


Please send forms to UrogynMDT@ggc.scot.nhs.uk
Please note that the MDT is acting in an advisory role and its recommendations are based on the information available at the time of the meeting. As always, the patient, who may not be aware of the proposed plan, should decide with their treating clinician what is right for them. The responsibility of the patient remains with the referring clinician until seen in the OPD or otherwise stated”
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