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Regional Haemoglobinopathy Service 
[bookmark: _Int_DfnAjhm5]MDT review proforma for South West HCC MDT
MDT date: 
Present at MDT: (name and centre) 

	Hospital:

	

	Responsible Consultant:

	

	Referrer (if different from responsible consultant):
	

	Date patient referred:

	

	Patient Surname:

	

	Patient First name:

	

	Gender:

	

	DOB / Age:

	

	NHS Number:

	

	Patient registered on NHR (National Haemoglobinopathy Register):
	


If patient is not registered please give reason




	Diagnosis

	

	Treatment

	

	Relevant investigation results
	




	Reason for MDT referral
	Disease complication (if yes please specify):
	
	Mortality
	

	
	Heart failure
	
	
	

	
	Ischaemic stroke
	
	Referral for transplant / gene therapy
	

	
	Haemorrhagic stroke
	
	
	

	
	Intrauterine death
	
	Transition from paediatrics to adults
	

	
	Pneumococcal infection
	
	
	

	
	DHTR
	
	Other reason
	

	
	Other (specify below)
	
	
	

	Details of reason for MDT referral


	





	MDT discussion



	

	MDT Outcome


	

	Other
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