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Oncology / Hematology: New Patient Referral Form 
 

Physician Notes: 

Diagnosis / Reason for Visit: _________________________________________________________________________________________ 

Appointment Preference: We will book an appointment with one of our specialists unless a specific provider is requested. 

Requested Provider: _________________________ 

Urgency:   Within 24 Hours Within 48 Hours Within 1 Week  Specific Date: _______________ 

Does this patient know why they are coming to West Cancer Center?        Yes                 No           Uncertain 

Can West Cancer Center reach out to the patient directly to schedule their appointment:  Yes         No 

How would you like to be notified of the patient appointment date/time?          Fax               Email               Phone 
 

Patient Information:  

Name: ______________________________________________    Date of Birth: _______________________     Female ____    Male ____ 

Address: ____________________________________________   City / State: _________________________   Zip: ___________________ 

SSN: _______________________   Primary Phone: _________________________   Secondary Phone: ___________________________ 

Does this patient have any communication, language, cultural, or ethnic needs?          Yes          No 

If so, please describe: ____________________________________________________   Preferred Language: ______________________ 
 

Referring Provider Information: 

Referring Provider: ________________________________   Office Name: ___________________________________________________ 

Address: ____________________________________________________________________________   Fax: ________________________ 

Contact Person: _____________________________   Phone: ______________________   Email: _________________________________ 
 

Patient Insurance Information: 

Primary: _______________________________________________   Insurance: ________________________________________________ 

Insured: ________________________________________________   Insured: _________________________________________________ 

ID Number: _____________________________________________   ID Number: ______________________________________________ 

Phone Number: _________________________________________   Phone Number: __________________________________________ 

Policy Holder SSN: ______________________________________   Policy Holder SSN: ________________________________________ 
 
 
 


