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NEW PATIENT REFERRAL TO CANCER CARE PARTNERSHIP
                                                                                                              Today’s date:____________

Patient Name: ________________________________________________ DOB:_________________

Insurance: _____________________________________ Policy #:_____________________________

Patient’s Phone: ____________________

Patient’s Address: _______________________



     _______________________



     _______________________

Provider Requested: ___________________________________________________________________

Provider Referring:_________________________________ Fax Number __________________________
Primary Care Provider:__________________________________________________________________
Diagnoses/Reason for Referral: ___________________________________________________________

Please fax this sheet along with the following information to  814-231-7295

For a Oncology Diagnosis:

Last 2 Provider Notes

Last 2 Sets of Labs

Pathology Reports

Med List/Allergies/Medical Hx/Surgery

Operative/Biopsy Report

Any Oncotype Testing (Breast Cancer Only)
For a Hematology Diagnosis:

Last 2 Provider Notes

Last 2 sets of Labs

Any Coagulation/Specialty Testing
Med List/Allergies

Medical History/Surgery

Any Imaging in the last 6 Months. 

Once we have received this information we will call and schedule with the patient directly, as well as fax the referring office the Intake Document with the patients scheduled appointment date and time. 
Thank you for your continued cooperation and efforts to make this as seamless and quick as possible for the patients.


[image: image1.jpg]