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CNAO – FORM “ACCESS TO TREATMENTS” 
Dear User,

we hereby inform you that the personal data you will provide to Fondazione CNAO will be used for the only purpose of carrying out a preliminary assessment of the clinical case submitted.
All the documents and information required in this form are necessary for the correct evaluation of current clinical condition of the user/patient.

No other use of the communicated data will be made, unless expressly requested and consented.

All the data will be deleted after 30 days of receipt, the feasibility of the hadrontherapy treatment has been established, in that case the patient will receive a specific consent form for sensitive data management. For the purpose of the evaluation, the data will be processed exclusively by clinical staff, in accordance with the provisions of the European Data Protection Regulatory Framework.
If the personal and health related data are provided on behalf of the patient we need to receive:
1. patient’s permission to send the documents 
2. patient passport copy

3. delegate’s passport copy

If those 3 documents are missing, Fondazione CNAO will not proceed to carry out the preliminary assessment of the clinical case submitted.
Please fill out this form in block letters.
PATIENT PERSONAL DATA

Surname_____________________________ Name_____________________________________

Date of birth________________________
 

Gender   
□   Male    □   Female

Phone______________________ Email_______________________________________________

HOW DID YOU FIRST HEAR ABOUT CNAO?

□ Television



□ Newspaper/magazine


□ CNAO website

□ Social Network


□ General practitioner/specialist


□ Events
□ Word-of-mouth


□ Other (Please specify)_______________________________
DIAGNOSIS and MEDICAL ISSUES

Please note that all fields marked with * are to be considered compulsory for the preliminary assessment purpose.
Tumor site and histology – (Please, describe the pathology site and histology)*
_______________________________________________________________________________

_______________________________________________________________________________
Has the patient done a histology/biopsy exam?*   


□   YES    
□   NO
Date of diagnosis*____________________(YYYY)

Allergies to drugs*(Please, specify which drugs)_________________________________________

______________________________________________
__________________________________
Comorbidities ____________________________________________________________________

________________________________________________________________________________

Oncological clinical summary*: (Please, specify the presence of any metastases / recurrences / secondary lesions)
________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________
Previous surgeries, chemotherapy or radiotherapy

Has the patient ever had surgeries*?

1.Kind________________________________________________________________  year_____________ 

2.Kind________________________________________________________________  year_____________

3.Kind________________________________________________________________  year_____________

4.Kind________________________________________________________________  year_____________

Has the patient ever had chemotherapies*?

1.____________________________________________________________________  year_____________ 

2.____________________________________________________________________  year_____________ 

3.____________________________________________________________________  year_____________ 

4.____________________________________________________________________  year_____________

Has the patient ever had radiotherapies*?

1.Dose_________________________________________________________________  year____________ 

2.Dose_________________________________________________________________  year____________ 

3.Dose_________________________________________________________________  year____________

4.Dose_________________________________________________________________  year____________

Recent imaging exams carried out*: (Please, select the available exams)
□ MRI


□ TC


□ PET


□ Bone scintigraphy

Date MRI___________________

Date TC_______________________
Date PET__________________

Date Bone scintigraphy_________________________

REQUIRED CLINICAL DOCUMENTS
For the preliminary assessment by the healthcare professionals, please send all documents listed below:

· “Access to treatment&quot; form completed and signed by the patient - downloadable

· Copy of histological examination
· Copy of most recent MRI (magnetic resonance imaging) and/or CT (computed tomography) performed within 3 months (report and images in DICOM format)

· Copy of the most recent report/referral of examination by the referring doctor, with update date within 3 months from the sending date of the request for consultation.

In case of surgery performed within the last 12 months, to be added:

· Copy of the report of last surgery

· Copy of pre-operative MRI (magnetic resonance imaging) and/or CT (computed tomography) scan (report and images in DICOM format)

In case of previously performed radiation treatment, to be added:

· Copy of report of previous radiation treatments

Please send the diagnostic images in DICOM format so that they can be properly read by the medical staff.

It is possible that you are asked for additional documentation based on the examination of the initially requested one. Clinical documentation received in a manner not complying with the above and/or specifically requested will not be considered.

HOW TO SEND THE REQUIRED CLINICAL DOCUMENTS
To ensure the security of data transmission, please send all the required documents by using one of the following methods:
1. Click here to send us directly and quickly your clinical documentation through an encrypted channel
2. by Fax to the following number: +39 0382-078903

3. by courier to the following address:

Fondazione CNAO

Att: International Patients
Via Erminio Borloni, 1
27100 Pavia (PV) - Italy
We will evaluate only clinical documentation received by using one of the previous methods.
Date_________________
Signature___________________________________________
Via Erminio Borloni, 1 – 27100 Pavia Tel. +39 0382 0781 - P. IVA 03491780965
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