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Lutetium (177Lu) Vipivotide Tetraxetan (PLUVICTO)  
RPT Therapy Referral Form 
Protocol Code UGUPLVT, Genitourinary Tumour Group BC Cancer 
Protocol for treatment of Metastatic Castration Resistant Prostate 
Cancer using Lutetium (177Lu) Vipivotide Tetraxetan (PLUVICTO) 
REFERRAL DATE:

ALL FIELDS MUST BE COMPLETED ON THIS FORM

Email completed referral to: pluvictoreferrals@bccancer.bc.ca 
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IF YES, DATE: ______________________________________
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IF YES, LANGUAGE:  

IS PATIENT AMBULATORY WITHOUT ASSISTIVE AIDS (NO 
WHEELCHAIR OR WALKER)? - CHECK YES OR NO
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