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Genomic Tumour Advisory Board (GTAB) 
Referral Form 

     

How to submit this referral 

1.  Complete all sections of this form 

2.  Please attach genomic report(s) and relevant pathology reports 

3.  Email to: gstt.gtabsoutheastglh@nhs.net  

 

PATIENT INFORMATION  

Patient Name   Hospital Number   

Gender   Referring Hospital   

Date of Birth   Referring Clinician   

NHS Number   Referring Pathologist   

SAMPLE INFORMATION  

Tumour type   

Tumour subtype   

Sample type   

Pathology 
sample number  

 

PANEL INFORMATION  

Panel(s)   

Date issued   
 

CLINICAL INFORMATION 

Include: diagnosis, treatment history (lines of therapy received), current disease status, and any 

standard-of-care molecular testing already performed. 
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FAMILY HISTORY 

Include any known family history of cancer or inherited genetic conditions relevant to this case. If no 

family history is documented, please indicate which of the following applies:  → Click a box to tick it 

☐ Negative family history (family history has been taken and none identified) 

☐ Not recorded (a full family history has not yet been taken) 

If positive or relevant, please provide details: 

 

 
 

 

REASON FOR REFERRAL 

Select all that apply. Include any specific clinical questions below → Click a box to tick it 

☐ Complex large panel result requiring expert interpretation (multiple variants of uncertain 

significance requiring interpretation) 

☐ Potentially actionable alteration (variant likely to influence targeted therapy selection or 

eligibility) 

☐ Review of potential pathogenic somatic variant (clarification of clinical significance and 

therapeutic implications) 

☐ Review of potential pathogenic germline variant (somatic findings suggesting inherited 

risk; Clinical Genetics referral may be indicated) 

☐ Eligibility for clinical trial (genomic finding may qualify patient for a specific trial; please 

specify below) 

 

☐ Treatment resistance (acquired genomic alteration after prior therapy; guidance on 

resistance mechanism or next-line options needed) 

☐ Other (please specify below) 

 

Specific clinical question(s)   

 

 

 

Please attach a copy of the full genomic report and any relevant pathology reports 

to this referral 
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