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One-Step Referral Form
Today’s Date________________

[bookmark: _GoBack]Referring Physician______________________________________________________	Phone#_________________

Staff Member Coordinating Referral________________________________________	Fax#____________________

Patient Name_______________________ 	Patient DOB_________________________

Phone #____________________ Contact Name/Relationship if other than patient ____________________


Consult for Evaluation and Treatment of:
	
	BCC/SCC Other
	Location
	Clinical Size (cm)
	Clinically Aggressive? (Y/N)
	Pre-Op Photo Taken? (Y/N)

	A
	
	
	
	
	

	B
	
	
	
	
	

	C
	
	
	
	
	



[bookmark: kix.uyschhu08acp][bookmark: kix.3lgqj2vgfjci][bookmark: kix.uezbzkiltf72]Are above lesions close in proximity (<5mm)? (Y/N) 	 Which Sites? ☐ A   ☐ B   ☐ C

( Internal Referral Y/N, Directed Referral Y/N)  Name of surgeon   ______________________________
							 
[bookmark: kix.p9p2nvhenw0w]Please attach the following:				 
[bookmark: kix.hanbon42qzyn][bookmark: kix.pijyxqnx4rv1][bookmark: kix.4ybm1igierw3]☐ Demographic Information				  ☐ Pathology Report
☐ Insurance Card (if Medicaid with Restricted Access)               ☐ Pertinent Dr/Chart Notes
☐ Pre-Op Photo     					  ☐ iTASC Consent and Release
[bookmark: kix.b8yqe2g7vv30]☐ iTASC HiPAA Release					  ☐ iTASC Media Release

[bookmark: kix.b9vxp11p1qk9]Confirmation Preference:
[bookmark: kix.yb5vcq120y27][bookmark: kix.8jed99m010zb]☐ Fax _______________	☐ Call Back _______________	☐ Email ____________________	

[bookmark: kix.xj8hdudv0fj3]We will relay appointment confirmation upon scheduling of appointment;  To decline, check here ☐
PLEASE FAX THIS REFERRAL FORM TO  iTASC ADMIN:  937-345-2351
We will contact your patient to schedule an appointment. 
For additional questions,  please contact iTASC admin team at 937-345-2350

iTASC USE ONLY
APPOINTMENT SCHEDULED

Date: _______________________	Time: _______________________	Physician: _____________________________	Initials: _______

APPOINTMENT CONFIRMATION:

Fax/Call Back/Email:  ________________________	to Dr. _________________________on (date)____________________________	 Initials: _______
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