Appendix D. Application for funding for a named patient under the Cancer Drugs Fund
	1. PATIENT PERSONAL DETAILS

Patient Name: 

Date of Birth: 

NHS Number: 

GP Name & Practice Details (including postcode): 

 


	2.  DETAILS OF REQUESTER 

Name:                                                         Designation: 

Provider Trust: 

Contact Telephone Number: 

Secure Email or Postal Address for correspondence: 

Must be NHS.net email. Only NHS.net can be used for correspondence re CDF requests.

Provider Trust Clinical Director Support: 

(signature of Clinical Director) 

Provider Trust Approval (please indicate as appropriate)
Multidisciplinary team (MDT)…………………………

YES

NO

Date to MDT: 
If discussed and supported by an appropriate MDT, please provide notes here:




	3. CONSENT

I confirm that this Individual Cancer Fund Request (ICDFR) has been discussed in full with the patient.                            

The patient is aware that they are consenting for the Individual Funding Request Team to access confidential clinical information held by clinical staff involved in their care about them as a patient to enable full consideration of this funding request  

YES  /  NO

[Please indicate] 

Signature of Requester:                                              Date:   

Please note that all personal information will be removed prior to the consideration by the Cancer Drugs Fund Panel. Do not use patient or clinician/trust identifiers in the remainder of the form



The requesting clinician is responsible for presenting a full submission to the ICDFR Team which sets out a comprehensive and balanced clinical picture of the history and present state of the patient’s medical condition, the nature of the treatment requested and the anticipated benefits of the treatment. All necessary information including research papers must be submitted with this form. 

Requests can only be considered based on the information provided.  Incomplete forms providing insufficient information will be returned.
	4. TREATMENT REQUESTED

Drug Name:

Regimen:

Line of Therapy: 




	5. DIAGNOSIS
PRIMARY  DIAGNOSIS:

Stage of disease:

ICD10 Code:

SECONDRY DIAGNOSIS:

Stage of disease:

ICD10 Code:




SUPPORTING INFORMATION

Please provide all the information requested to avoid delays in processing this request.  
	6. CLINICAL BACKGROUND

Outline the clinical situation. Please include details of:

· previous therapies tried and the response, including intolerance

· current treatment and response, including intolerance

· current performance status and symptoms

· anticipated prognosis if treatment requested is not funded (include what alternative treatment will be given).




	7.  INCIDENCE 

Definition of Incidence in the context of the CDF:

This drug is expected to be required for 20 or fewer patients with the condition outlined above per year in England
References are to be provided for stated incidence.

What is the anticipated need for this treatment per 1000 head of population i.e. how often per year would you expect to request this treatment for this condition at this stage of progression of the condition for a given size of population? 



	8. Is the drug licensed for the intended use?



	9. What is the evidence base for the use of this treatment? 

Please outline the key research results with respect to:

· clinical effectiveness (impact on progression free survival and/or overall survival)

· safety/toxicity profile

· impact on quality of life

· cost effectiveness

Has it been subjected to NICE appraisal or other scrutiny? 
If Yes please provide details

Is the procedure/treatment part of a current or planned national or international clinical trial or audit? If Yes please provide details

Please include copies of all relevant clinical research to support the evidence base.




	10. What are the anticipated clinical benefits in this individual case of the treatment requested over other available options? 




	11. Why are standard treatments (those available to other patients with this condition/stage of the disease) not appropriate for this patient?




	12. How will the benefits of the procedure/treatment be measured? 

· What are the intended outcomes and how will these be determined? 
· What ‘stopping’ criteria will be in place to decide when the treatment is ineffective? (The NHS England Area Team will require regular feedback on the outcome if the treatment is approved).




	13. What is the cost of the treatment/procedure and how does this compare with the cost of the standard therapy it replaces?

Please ensure you include all attributable costs that are connected to providing the treatment e.g. drug costs, molecular testing.




	14. How will the treatment/procedure be given to the patient (e.g. oral/IV) and where will the treatment take place?

Is this a single treatment/procedure or part of a course? 

· If part of a treatment course, what is the number of doses that will be given and at what intervals? 
· What is the total length of time of the proposed course of treatment?  




	15. Clinicians are required to disclose all material facts to the NHS England Area Team as part of this process. 

This includes relevant honoraria, meeting support or research grants.  Are there any other comments/considerations that are appropriate to bring to the attention of the CDF panel?




Please complete and return this form to the Area Team as per contact details.
