Carilion Children’s
Pediatric Hematology / Oncology & Palliative Care Referral Request Form
Thank you for referring your patient to Carilion Children’s Pediatric Hematology/Oncology and/or Palliative Care. Please include all of the following required documents along with any referral requests. Please fax all referrals requests to our office 540-985-5306. For questions, please phone them at 540-981-7376.

Referring Provider:

· Providers Name: ____________________________________________________________________________

· Office Staff  faxing the referral: ________________________________________________________________

· Telephone Number: ________________________________Fax Number:______________________________

Patient Demographics:

· Patient Name: _____________________________________________________DOB:____________________

· Current Address: ___________________________________________________________________________

· Contact Phone Number: _____________________________________________________________________

· Reason for Referral: _________________________________________________________________________

Guarantor Information:

· Parent/Legal Guardian Name:_________________________________________DOB:____________________ 
(If patient has a legal guardian please provide a copy of the document proving guardianship)

· Relationship to the patient: ___________________________________________________________________

· Contact Phone Number: _____________________________________________________________________

Insurance (Please include front and back copy of the insurance card)

· Carrier Name: ______________________________________________________________________________

· Policy Number: _____________________________________________________________________________

· Group Number: ____________________________________________________________________________

· Policy Holder Name and DOB: _________________________________________________________________

Please fax the following information:
· Office notes and labs pertaining to the reason for the referral.
· Insurance referral/authorization. Please include the referral/authorization number, start and end date of auth, and number of auth visits.

Please note that we will fax your office back with appointment information. Your office will be responsible to contact the parents/legal guardians with the appointment information. We will mail a new patient pack (new patient paper work, appointment information and directions to our office) to the address that you provided above.

If you are referring a patient for oncology or palliative care, please have your physician call our physicians as soon as possible. (Office 540-981-7376 / After Hours 540-981-7000 and have the on call attending paged)
Carilion Children’s Pediatric Hematology/Oncology 1906 Belleview Ave. S.E. Roanoke, VA 24014
 P# 540-981-7376      Fax # 540-985-5306
