
 

 

 
General Booking Notes:  

▪ Referrals to a Cancer Centre should only be made if the patient meets the established Cancer 
Centre REQUIRED referral criteria outlined below: 

 

▪ For patients who do not meet the required criteria and there is suspicion of 
esophageal/gastric mass/ no tissue please refer to the Esophageal Diagnostic Assessment 
Program (EDAP) at St. Josephs Healthcare Hamilton: https://www.stjoes.ca/hospital-
services/chest-program/esophageal-diagnostic-assessment-program 

 

Disease Site: Gastrointestinal 

 
REQUIRED 

Must be completed and results 
available to book appointment 

 
REQUEST 

If Available – send results 
Results do not need to be available at time 

of booking  

Esophageal/Stomach: 

 
Referral Form 
History/physical 
Surgical Consult note including clinical 
plan or operative note (if applicable) 
Pathology 
Imaging- CT, Upper endoscopy 

 
Labs (CEA, CBC, LFT) 
PET Scan 
EUS if completed 
 

 

 

 

 

 
Disease Site: Gastrointestinal 
Referral Guidelines 

https://www.stjoes.ca/hospital-services/chest-program/esophageal-diagnostic-assessment-program
https://www.stjoes.ca/hospital-services/chest-program/esophageal-diagnostic-assessment-program


 

 

REQUIRED 
Must be completed and results 
available to book appointment 

REQUEST 
If Available – send results 

Results do not need to be available at time 
of booking 

Colorectal and Small Bowel 

Referral Form/ Rectal Intake Form – Link  
History/physical 
Surgical Consult note including clinical 
plan or operative note (if applicable) 
Biopsy 
Pathology 
Imaging- CT, Colonoscopy 
 

MRI  
Tumor Marker (CEA) 
 

Anal 
 
Referral Form  
History/physical 
Surgical Consult note including clinical 
plan or operative note (if applicable) 
Biopsy 
Pathology 
 

CT scan 
Colonoscopy 
MRI 
 

Pancreas 
 
Referral Form  
History/physical 
Surgical Consult note including clinical 
plan or operative note (if applicable) 
Imaging – CT Scan 
Biopsy -  strongly recommended if 
pathology unavailable consistent CT and 
tumor marker are required for diagnosis 
(CA 19-9) 
 

MR, MRCP 
ERCP Notes 
EUS Notes 
 

BTC and Gallbladder 
 
Referral Form  
History/physical 
Surgical Consult note including clinical 
plan or operative note (if applicable) 
Imaging – CT Scan 
Biopsy or brushing attempted  

MR, MRCP  
ERCP Notes 
Tumor Marker (CA 19-9) 
Abdominal ultrasound 
 



 

 

REQUIRED 
Must be completed and results 
available to book appointment 

REQUEST 
If Available – send results 

Results do not need to be available at time 
of booking 

Neuroendocrine 
 
Referral Form  
History/physical 
Surgical Consult note including clinical 
plan or operative note (if applicable) 
Imaging – CT Scan 
Pathology OR diagnostic functional 
imaging (Gallium or Octreotide scan)  
 

 
Gallium or Octreotide scan 
Chromogranin A 
24 Hr urine 5HIAA 
Tumor Marker (KI67%) 
MRI 
 

Liver 

Referral Form  
History/physical 
Surgical Consult note including clinical 
plan or operative note (if applicable) 
Multiphase CT or MRI confirming HCC or 
positive Pathology.  
 

 
Tumor Marker (AFP) 

 


