
For Fullerton Genetic Center Use: 

Date and Time of Appointment: _________________________________________________ 

 

11 Vanderbilt Park Drive Asheville, NC 28803 

Phone: 828-213-0022 Fax: 828-213-0039 Toll Free: 888-810-2800 

Hereditary Cancer Counseling Referral Form 

Date: ___________________ 

Patient Information 

Patient Name: _____________________________________________ DOB: ____________ 

SSN: ___________________________  Male____  Female____ 

Address: ___________________________________________________________________ 

City: __________________________ State: __________ Zip: __________________ 

Home Phone: ___________________ Work: __________________  Cell:_________________ 

Insurance:_____________________________________________ 

Reason for Referral: ________________________________________________________ 

Interpreter Needed (if yes, type)?:_______________________ 

Physician Information 

Referring Physician: ________________________________NPI:_________________ 

Practice Name:___________________________________________  

Address: ___________________________________________________________________ 

City: __________________________ State: __________ Zip: __________________ 

Phone: ________________________  Fax: ________________________ 

Primary Care Physician: _____________________________________________ 

Please fax this form along with records, including:  physician dictations (especially first 

visit note with comprehensive history), pathology and diagnostic imaging reports 


