
Appointment
*Appointment Date:  _____/______/______   Time:  ___________    

Physician:  _______________________________________________  Offi ce Location:  __________________________________________

Patient Profi le
Patient Name: _________________________________________________________________     DOB: ____/_____/_____      Sex:  ❏ M  ❏ F
                                                                  Last                                                           First                                                MI

Patient Address: _______________________________________________________________________________________________________
                                                                         Street                                                         City                                                                   State                                                    Zip

Home Phone: (        )  ______________________________________  Work Phone: (        )  _______________________________________

Social Security Number: _________________________________

Referring Physician Information
Referring Physician:  ______________________________________  Phone: ____________________   Fax: _____________________
 
Practice Name:  ___________________________________________
 
Address:                                                                ____________________________________________________________________________________________________________________
                                                     Street                                                         City                                                   State                                   Zip

Diagnosis: ______________________________________      Reason for referral: __________________________________________________

Insurance
(Include front and back copies of insurance cards)

Primary Carrier:__________________________________________    Phone#:  _________________________________________________

ID #: _______________________   Group: _______________________    Insured: _______________________   DOB: ____/_____/_____

Auth/Ref#: ____________________________    Pending ❏   Not Required ❏

Secondary Carrier:_________________________________________    Phone#:  _________________________________________________

ID #: _______________________   Group: _______________________    Insured: _______________________   DOB: ____/_____/_____

Auth/Ref#: ____________________________    Pending ❏   Not Required ❏

Cancer Centers of Florida Physician

Date: _____/______/______
From:                                                                                                     
Sender’s Fax #:                                                                                   
Sender’s Phone #:                                                                              

To refer or schedule a patient:
1. Fax this form to the number listed below
and include all pertinent records
  
(407) 426-8575 - 70 Gore Street
(407) 339-8670 - Winter Park
(352) 243-6359 - Clermont
  
2. Call patient scheduler at the numbers listed below
  
(407) 426-8484 - 70 Gore Street
(407) 478-4200 - Winter Park
(352) 243-8001 - Clermont

NPI:

www.CancerFlorida.com

Medical Oncology and Hematology  
❏  Geetha Akula, M.D.   ❏  Maria R. Flores, M.D.   ❏  Gopal Kunta, M.D.   
❏  Alberto Mizrachi, M.D.   ❏  First Available       

Radiation Oncology  
❏  Douglas Calvin, M.D.      
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70 W. Gore Street 
Suite 100 
Orlando, Florida 32806

Phone: 407-426-8484  
Fax: 407-426-8575
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52 W. Gore Street 
Orlando, Florida 32806

Phone: 407-426-8484  
Fax: 407-426-8586

1804 Oakley Seaver Drive 
Suite F 
Clermont, Florida 34711

Phone: 352-243-8001  
Fax: 352-243-6359

1561 W. Fairbanks Ave. 
Suite 300 
Winter Park, FL  32789

Phone: 407-478-4200  
Fax: 407-339-8670

Radiation Oncology 
Douglas Calvin, M.D.

Medical Oncology and Hematology 
Gopal Kunta, M.D.
Eric Santos, M.D.

Medical Oncology and Hematology 
Geetha Akula, M.D.
Maria R. Flores, M.D.
Alberto Mizrachi, M.D.
	

Medical Oncology and Hematology 
Maria R. Flores, M.D.
Alberto Mizrachi, M.D.

www.CancerFlorida.com
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