)

CAROLINA KBREAST
& ONCOLOGIC SURGERY

Your Partner \ in Breast Health & Breast Cancer Care
2223 Hemby Ln Phone 252-413-0036
Greenville, NC 27834 Fax 252-413-0038

Referral Request

Referring Provider Information

Name of individual initiating referral:

Referring Provider:

Referring Facility:

Phone (Best phone # to reach you): Fax:

Patient Information (Please provide copy of patient demographics/face sheet):

Referral Date: / / Patient Email address:

Patient Name:

Date of Birth:

SSN:

Address:

Home Phone: Work Phone: Cell Phone:

Insurance:

Authorization:

Medicaid CA Auth: NPl # # of visits: Exp: Rep:

Reason for Referral

Palpable: Y or N

Mammogram: Date: Birads/Category:
Ultrasound: Date: Birads/Category:
MRI: Date:
Miscellaneous Test: | Date:

Documentation Required (Please fax with this form):
® Mammogram report
e Recent/relevant clinical notes, test results and h&p
® Medication list

CBOS ONLY

Appointment Date: Time:

MRN:

PLEASE ASK PATIENTS TO VISIT OUR PORTAL AT carolinabreast.com to complete HISTORY FORMS.




