[bookmark: _Toc196291302][bookmark: _Toc220592230]Appendix D	Draft request for sentinel node biopsies
	Please give patient details 
	Surname:
	Forename(s):

	
	Hospital/Unit No:  
	NHS number:

	
	Date of birth:
	Sex:
	Date of biopsy:

	
	Clinical information:



	Please give contact details 
	Hospital:
	Consultant surgeon:

	
	Phone no.:
	Mobile no.:
	Fax no.:

	
	Address for report:




Site of primary oral cavity T1 or T2 OCSCC: ………………
Date of proposed MDT discussion: ………………
	 Right sentinel node(s) 
	 Left sentinel node(s) 

	
	Neck level
	Scint. count
	Bed count
	Blue (Y/N)
	
	Neck level
	Scint. count
	Bed count
	Blue (Y/N)

	Node 1
	
	
	
	
	Node 1
	
	
	
	

	Node 2
	
	
	
	
	Node 2
	
	
	
	

	Node 3
	
	
	
	
	Node 3
	
	
	
	

	Node 4
	
	
	
	
	Node 4
	
	
	
	



	Is this part of a training or validation program?
	Yes □	No □

	If part of training or validation program, please state hospital pathology department where elective neck dissection sent:
	

	Has patient consented for additional tissue to be banked for research?
	Yes □	No □





Use the table below if any non-sentinel nodes were removed at time of procedure and submitted together with sentinel node to the same pathology laboratory.
	Right non-sentinel node(s) 
	 Left non-sentinel node(s) 

	
	Neck
level
	Scint. count
	Bed count
	Blue (Y/N)
	
	Neck
level
	Scint. count
	Bed count
	Blue (Y/N)

	Node 1
	
	
	
	
	Node 1
	
	
	
	

	Node 2
	
	
	
	
	Node 2
	
	
	
	

	Node 3
	
	
	
	
	Node 3
	
	
	
	

	Node 4
	
	
	
	
	Node 4
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