
FOX CHASE CANCER CENTER (fax completed form to:  215-728-4766, Referral Coordinator) 
REFERRALS TO NETWORK/AFFILIATE  

 
Physician Referring to Network Hospital          
 
FCCC Phone #      Medical Record #     Date    
 
Referring to (Network Hospital)           
 
Patient Name       Address       
 
City & State             
 
DOB     Phone #    Social Security #     
 
Inpatient    Outpatient   Routine    Emergency   
 
Emergency Contact      Relation       
 
Phone #       Insurance      
 
If HMO, was a referral obtained from the patient’s primary physician? Yes/No    
 
Original Cancer Diagnosis      Date     
 
Hospital             
 
Other Biopsies, Hospitals, Dates           
 
             
 
Reason for Referral: Second Opinion   Radiation Therapy   Chemotherapy   
 
Curative Treatment   Palliative Treatment   Protocol Therapy         
         (Study Name & # if known) 
Comments:            
 
             
 
Please list all physicians involved in the care of this patient:   
 
Referring:             
 
Family:            
  
 
Other:              
Records Needed:       Medical Records: 
Pathology Slides & Reports    Operative Reports 
Cytology Slides & Reports    Discharge Summaries 
ER/PR Assays     X-Ray/Scan/Mammography Reports 
X-Rays/Ultrasound     Inpatient/Outpatient Chemotherapy Flow Sheets 
Mammography Films    Radiation Therapy History & Completion Note 
Nuclear Medicine Studies/CT Scans   Recent Labs/Short Procedure Notes 
Radiation Portal Films & Diagram   Revised:  January 1998  mtu 


