
 
 
 
 

RADIATION ONCOLOGY: NEW PATIENT REFERRAL FORM 
 
*Records Required to Schedule* 

× Pathology Report 
× Recent Office Notes 

 
Physician Notes:  
Diagnosis (Reason for Visit): __________________________________________________________________________________ 

Requested Provider: ________________________________________________________________________________________ 
* We will schedule with one of our specialists based on availability and diagnosis unless a specific provider is requested. 

Urgency: Within 24 Hours Within 1 Week  Date to Schedule: ____________ 

Does this patient know why they are being referred to West Cancer Center? Yes No 
 
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: ________________________________________________________________________________ 

Patient’s Preferred Language: ________________________________________________________________________________ 
 
Referring Physician Information:  
Referring Physician Name & Office: ___________________________________________________________________________ 

Address: ___________________________________________________________________________________________________ 

Contact Person: ______________________________________     Contact Person Phone: _______________________________ 

Contact Email: _______________________________________     Office Fax: __________________________________________ 
 
Patient Insurance Information: 

Primary: ___________________________________________ Secondary: ________________________________________ 

Policy Holder Name: ________________________________ Policy Holder Name: ________________________________ 

ID Number: ________________________________________ ID Number: ________________________________________ 

Policy Holder SSN: __________________________________ Policy Holder SSN: __________________________________ 
      
 

Appointment Notes (Internal Use Only): 

Scheduler Name: _______________________________________ 

Date of Intake: __________________________________________ 

Time of Intake: __________________________________________ 

× Imaging Report 
× Lab Report 

× Recent Office Notes 

West Cancer Center & Research Institute 
Radiation Oncology Department 

Phone: 901.624.2600 / Fax: 901.922.6767 
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