
DOB: __________________

Sex: ☐ M   ☐ F

☐ Surgical Oncology ☐ Breast ☐ Gyn 
☐ Hem/Med Oncology ☐ Lung ☐ Head & Neck
☐ Cancer Support Services ☐ GI ☐ Brain / Spine
☐ Radiation/Proton ☐ GU ☐ Metastatic 
☐ Unknown ☐ Melanoma / Skin ☐ Unknown

☐ Liver / Pancreas ☐ Other: ________________
Please note: Medical Oncology is currently accepting referrals for GI, Melanoma, and Lung diagnoses only.

REFERRAL DETAILS

☐ Treatment

☐ Surveillance / Follow-Up

☐ Consult / Second Opinion

☐ Navigation
☐ Clinical Trials

☐ List of Medications (include OTC and herbs/supplements)  ☐ Allergies
☐ Provider Notes   ☐ Labs/Imaging   ☐ Insurance   

REFERRING PROVIDER

REQUIRED DOCUMENTATION

Signature: _____________________________________________________    Date: _____________________

Facility: Provider Name:
Office Fax:Office Phone:

Office Contact Person and Ext:

CONFIDENTIALITY NOTICE: This facsimile transmission contains confidential information, some or all of which may be protected health information as defined by the 
federal Health Insurance Portability & Accountability Act (HIPPA) Privacy Rule. This transmission is intended for the exclusive use of the individual or entity to whom it is 
addressed and may contain information that is proprietary, privileged, confidential and/or exempt from disclosure under applicable law. If you are not the intended recipient 
(or an employee or agent responsible for delivering this facsimile transmission to the intended recipient), you are hereby notified that any disclosure, dissemination, 
distribution or copying of this information is strictly prohibited and may be subject to legal restriction or sanction. Please notify the sender by telephone (number listed 
above) to arrange the return or destruction of the information and all copies.

☐ Suspicion of Cancer     ☐ Confirmed Cancer     ☐ Other: ___________________________

Fax completed referral and records to: 309-717-0458

1310 N Missouri Ave 
Peoria, IL 61603

Phone: (309)624-5151

REQUESTED SERVICES:

Patient Name:______________________________________________________

Phone: _______________________________    Alternative Phone: ___________________________

CANCER TYPE / SITE:

☐ Other: _____________________________

Alternative Contact Person & Number: _________________________________________________________________

Address: ___________________________________________________________________________________________

Reason for Request/Diagnosis (ICD-10): ________________________________________________________________

For suspected or confirmed cancer diagnoses
☐ CANCER SUPER REFERRAL

PATIENT INFORMATION

By selecting this option, you confirm understanding that an RN will perform a clinical review and facilitate appropriate cancer services and referrals based on clinical findings.




