
 

cancer.dartmouth.edu 

Phone: (603) 653-3541 
Toll free: (800) 251-0097 

Fax: (603) 653-3583 
Familial Cancer Program 

Referral Form 
 

Internal use only 
Appt. Date:  ________________________ 

Appt. Time:  ________________________ 

Location: ________________________ 

DHMC MR# (if known):  ________________________ DOB: _______________________ SS #: ________________________ 

Marital status: _______________________________________ Also known as:  _______________________________________ 

Patient Name: Last __________________________________ First _______________________________ MI ____________ 

Home phone: _________________________________ Best times:  ______________________________ Msg OK? __________ 

Work phone: _________________________________ Best times:  ______________________________ Msg OK? __________ 

Cell phone: __________________________________ 

Email address: ______________________________________________________________________________________________ 

Mailing address: ____________________________________________________________________________________________ 

City: ________________________________________ State: __________________________________ Zip: _______________ 

Referring Provider (or source): ________________________________________________________________________________ 

Address: ___________________________________________________________________________________________________ 

Phone: _____________________________________________ Fax: ________________________________________________ 

Brochure given to patient?  Yes  No Need more brochures?  Yes  No 

Name of insurance company (if known): ________________________________________________________________________ 

Referral needed?  Yes  No  Unsure 

Primary Care Provider (if different than above): _________________________________________________________________ 

Address: ___________________________________________________________________________________________________ 

Phone: _____________________________________________ Fax: ________________________________________________ 

Manchester appointment:  Yes  No  Need to ask 

Referral date: ___________________________________________ 

Reason for referral: 

Patient: ____________________________________________________________________________________________________ 

Internal use only 

Patient contacted date: _____________________ 

By whom:  ________________________________ 

Initial packet sent:  _________________________ 

 __________________________________________________________________________________________________________ 

 __________________________________________________________________________________________________________ 

Family Hx: _________________________________________________________________________________________________ 

 __________________________________________________________________________________________________________ 

 __________________________________________________________________________________________________________ 
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