CANCER CENTER
or SOUTH FLORIDA

Affiliated with Massachusetts General Hospital Cancer Center

FOR COMPLETION BY REFERRING PHYSICIAN

I wish to refer my patient to the Cancer Center of South Florida for:

Dr. Abraham Schwarzberg, MD
Dr. Talya Schwarzberg, MD

DIAGNOSIS:

Certification Statement: I have received authroization from this patient to release the information
below and to permit the staff of the Cancer Center of South Florida to contact him/her directly
for follow up. (Physician signature required below)

Physician Name:

Physician Signature:
Date:

PATIENT INFORMATION

Name:
Date of Birth:
Phone:

CANCER CENTER OF SOUTH FLORIDA USE ONLY

Patient has authorized verbally at appointment scheduling for us to obtain the information on this
referral form and release to their physician:

Date of Appointment:

Patient Insurance:

Social Security:
Phone:
Address:

4801 South Congress Avenue * Suite 201 * Lake Worth, FL 33461-4746 « Phone: 561-253-3980 « Fax: 561-253-3985




