
NEW PATIENT REFERRAL FORM

Thank you for referring your patient to Hematology Oncology Associates of Fredericksburg. To ensure that your patient receives care 
in a timely manner please fill out this form and fax back with all the requested records listed below.

Patient’s Name_________________________________________________________________ 	 Date of Birth_____________

Referring Provider________________________________________________________________________________________

Primary Care Provider_____________________________________________________________________________________

We are referring our patient for (Please circle one): HEMATOLOGY or ONCOLOGY

Patient DX_ _________________________________________ 	 ICD 10__________________________________________

Please fax the following records to (540) 656-2652:

•	 Demographics and insurance cards

•	 Last 6 months of office notes

•	 Last 3 months of labs

•	 Radiology related to diagnosis

•	 Op reports

•	 Pathology reports

•	 Echo, EKG, PFT reports

if this is an oncology referral please provide:

Height__________________ 	 Weight__________________
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