
NEW PATIENT REFERRAL FORM
Call or Fax Your Referral

REASON FOR CONSULT/DX CODE (REQUIRED)________________________________________________

Urgency: 	  ASAP (24 hrs.)  	  Routine (48-72 hrs.) 	  1-2 Weeks

Patient Name ______________________________________________________________________

Patient Address ____________________________________________________________________

Date of Birth_____________________________   	Phone_ ______________________________________

Cell_ _______________________________________ Referring Doctor_______________________________

Phone _________________________________  _ Fax__________________________________________

Primary Care Provider (if different than the referring doctor)___________________________________

Phone __________________________________  Fax______________________________________

Primary Insurance Carrier_____________________________________________________________

Name of Primary Policy Holder_________________________________________________________

Policy #/Group ID___________________________________________________________________

Thank you for entrusting your patients’ care to Bay Hematology Oncology.

We appreciate your confidence in BHO to care for your patients. Thank you for taking the time to send all 
required paperwork at time of referral (recent office notes, lab, radiology reports and ALL pathology) 
so we may see your patient as soon as possible. Please contact the office if you have any questions 
regarding necessary paperwork. Thank you.

LOCATION:

 CENTREVILLE | 2977 4-H Park Road, Suite 102, Centreville, MD 21617 
	 Phone: (410) 758-4030 • Referral Fax: (410) 758-4733

 EASTON | 8221 Teal Drive, Suite 302, Easton, MD 21601 
	 Phone: (410) 820-5945 • Referral Fax: (410) 820-9642

 MEDICAL ONCOLOGY	  HEMATOLOGY

 Bill Gai, MD, PH.D., MS	  Muhammad Siddique, MD      	  Pamela Simpson, MD		

 1st Available

RTS_BHO_0626 (13931)


