
THE CANCER COUNCIL TASMANIA 

REFERRAL TO CANCER NURSE NAVIGATOR    

PRIVACY STATEMENT:  The Cancer Council Tasmania respects the privacy of patients and their families.  Any external parties 
consulted will be done with the permission of the patient or family.  

 
Please fax this completed form to Cancer Council Nurse Sharon Murcott 

at TCCT on 6336 2789 (Launceston).  For further information about  
TCCT services please phone 6336 2030 or Help Line 13 11 20. 

 
DATE:  ___________________  
 

CLIENT DETAILS 

NAME:  ______________________________________  AGE OR DOB:  ___________  

ADDRESS:  ______________________________________________________________________________________  

________________________________________________________________________________________________  

PHONE:  home _______________________ work  _____________________  mob _______________________  

EMAIL:  _________________________________________________________________________________________  

DIAGNOSIS:  ____________________________________________________________________________________  

GP:  ____________________________________________________________________________________________  

TREATING SPECIALIST:  __________________________________________________________________________  

TREATING HOSP/CENTRE:  ________________________________________________________________________  

TREATMENT DETAILS: ____________________________________________________________________________  

_______________________________________________________________________________________________ 

CARER DETAILS 

NAME:  __________________________________  RELATIONSHIP TO PATIENT:  ______________________  

ADDRESS:  ______________________________________________________________________________________  

________________________________________________________________________________________________  

PHONE:  home _______________________ work _____________________  mob _______________________  

IS THE CLIENT / FAMILY AWARE OF THE REFERRAL?     �  Yes          �  No 

SERVICES REQUIRED 

WHAT SUPPORT SERVICES MAY THE CLIENT, CARER OR FAMILY REQUIRE?  

� Information (individual discussion, booklets) 

� Emotional support 

� Financial assistance or practical support 

� Outside services (eg. counseling / home care, etc) 

� Education 

� Transport assistance 

� Accommodation  

� Other  _____________________________________  

ADDITIONAL INFORMATION 

________________________________________________________________________________________________  

________________________________________________________________________________________________  

________________________________________________________________________________________________  

REFERER DETAILS  

NAME:  _________________________________________  DESIGNATION:  _____________________________  

PHONE:  __________________________  EMAIL:  _________________________________________________  
 


