[bookmark: _GoBack][image: TUOM_4COL]                                                                                                    




Measurement of ACTH Precursors

Clinical Details Request

In order to select the appropriate range of concentrations to measure we require some clinical details. Please provide as much information as possible. If you cannot collect all the information to send with the sample then please collect it later and send the additional information by email to Suzanne.meredith@manchester.ac.uk

This is very important as it provides us with the resource to give more details of the concentration ranges for different ACTH-related disorders so will benefit you and others in the future.

Patient Name:______________________________________________________________
Sample Date:_______________________________________________________________
Consultant Name: ___________________________________________________________
Hospital: ___________________________________________________________________            
ACTH Results-with details of whether patient on treatment or post-op when sample taken: __________________________________________________________________________
__________________________________________________________________________
CORTISOL RESULTS
______________________________________________________________________________________________________________________________________________________

Preliminary Diagnosis:________________________________________________________ __________________________________________________________________________
______________________________________________________________________________________________________________________________________________________

Symptoms/Clinical Features:
__________________________________________________________________________
______________________________________________________________________________________________________________________________________________________

Results of other diagnostic tests, e.g. HDDST, IPSS, (if applicable):
__________________________________________________________________________
______________________________________________________________________________________________________________________________________________________
__________________________________________________________________________
______________________________________________________________________________________________________________________________________________________

Relevant surgery (if applicable): _________________________________________________
__________________________________________________________________________
______________________________________________________________________________________________________________________________________________________
___________________________________________________________________________

Please send this form with the patient sample to: Dr Suzie Meredith/Professor Anne White, Division of Diabetes Endocrinology & Gastroenterology, School of Medical Sciences, Faculty of Biology Medicine and Health, The University of Manchester, AV Hill Building, (3rd floor labs, Delivery Point 76), Dover Street, Manchester, M13 9PT.
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