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SOUTH AFRICAN ONCOLOGY CONSORTIUM: ONCOLOGY MOTIVATION FORM

155 WEST STREET, SANDTON PO BOX 3888, RIVONIA, 2128
http://www.discovery.co.za REG NO 1966/003901/06

Please complete this form and return it to the Oncology Department on fax number 011 539 5417 or email to mmdoncology@discovery.co.za to ensure a prompt reply regarding treatment request.
Discovery Health Oncology Call Centre 0860 100 417

1. PATIENT DETAILS

suname | | | | [ [ [ L[ PP [ eestnames| [ [ [ [ [ [ [ [ [ Jmedas | | ][ ][
ID number ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ Date of first diagnosis ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ Date of birth ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘
Department code ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ Telephone number‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ Gender Dj

2. MEDICAL AID DETAILS

principal memoer sumame | | [ | | | [ [ | [ | [ [ [ [ ][] [ [ ][] ][] was | [ ][] |emvershiprumeer] | | [ | [ [[]]]

Medicalaid | | | | | | | [ [ [ [ [ [ L[ [ L[ [ [ [ ] geneiopion| | | | [ [ [ [[[[[[[[I[[I[[[T[[T[]]
suname | | [ [ | [ [ ][ [ ][ [ T[] [[T[JTI] ][] [[]] mbas] [ ][ [ [ [Practioenumber| [ 1]
Contactpersonsurname‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ H Contact person initials‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘Contactpersonname‘ ‘ ‘ ‘ “ ‘ ‘

|

emailagaress [ | [ | [ [ [ [ [ I [ I[P LTI TP ]]

Practice number to receive email authorisation ‘

4. PATIENT HISTORY
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4. PATIENT HISTORY (continued)

revious treatment Outcomes Comments

Dates P
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iR NN EEEEEEEEEEEEEEEEEEE
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Disease stage rL L o w L] o m ] otver:specity | | | [ [ [ L[ [ L[]
Metastases Lung D Brain D Bone D LiverD Other: specify ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘
| |

5. CRITERIA FOR PMB CONDITION

Descrption ofconciton | [ | [ [ [ [ [ [ [ [ T[T [TTIITIITIITITTITT ] Jemeeose [ [ [ [ [T [[]]

D Spread to adjacent organ D Irreversible/irreparable damage to organ of origin or other vital organ

D Evidence of distant, metastatic spread D Demonstrated 5 year survival rate for this cancer is greater than 10%

6. TREATMENT INTENT AND REVIEW

Plan effective date ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ Treatmentintent‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

chemotherapy | | | | | | | | | | ]

sroclevel | | | | [ [ [[]]] moutpoicy | | | | | [ | [ ]

|

DHormone manipulation D Radiotherapy treatment Other treatments: specify ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘
|
|

osptalname | [ | [ | [ [ [ [ [ [ [ [[[[[T[[[[[T[[[[]]

Motivation for hospitalisation ‘

Treatment review ‘ ‘ ‘ ‘

HEEEEEEEEEEEEEEREEEEENENEEEEEEEN
adaitonal comment | | | | | | [ L[ L[ L]

HEEEEEEEEEEEEEEREEEEENENEEEEEEEN
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Practitioner’s signature Date‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘
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7. TREATMENT — RADIOTHERAPY (RAD)

Providername(professional)‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘Practicenumber(professional) ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘
|

Provider name (technical) ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘Practicenumber(technical)

[v[v[m[m[D[D] weaofinerest | | | | | [ [ [ [ [ [[[[[[[[[]]]
Code(s) Quantity Prof fee Tech Fee Total

If no technical

Planning code 1 ‘
‘ fees are
|

Planning code 2 reflected in

this section,
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Radiation code 1

for a separate
‘ quote from a
‘ hospital

Brachy code 1

Brachy code 2

provider

L[]
L[]
L[]
Radiation code 2 H“
L[]
L[]
L]

Brachy code 3

Supporting items

Estimated total costs ‘

8. TREATMENT — CHEMOTHERAPY DRUGS (CHEM)

Providername(professional)‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ Practicenumber(professional)‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

provider name (raciity | | | [ | [ L [ LD DL LT[ L [ ] practienumber gy [ [ [ [ [ [ [ [ [ ]

Height Djjj Weight Djjj Body surface Djjj

|
Professional fee code ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ Professionalfeequantity‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

Chemotherapy starting date‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

Professional fee amount ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

|
Facility fee code ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ Facility fee quantity ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ Facility fee amount ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘
|

‘ ‘ ‘ ‘ Estimatedcostpercycle‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

Number of cycles ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ Supportingitems(est)‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘Drugs(est)‘ ‘ ‘ ‘

SAOC equivalent codes ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ PortD Toitalestimatedcost‘ ‘ ‘ ‘ ‘ ‘
UANTITY FREQUENCY
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9. TREATMENT — SUPPORTING DRUGS / ISOTOPES / MATERIALS / FLUIDS

COST PER CYCLE

FREQUENCY

ROUTE QUANTITY

PROV

NAPPI

DRUG/ISOTOPES/MATERIALS/FLUIDS

N/A
N/A

See account

Material estimate

See account

Fluid estimate

Chemosupporttotal‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

Radsupporttotal‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

Practitioner support total
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