
Division of Surgical Oncology and Endocrine Surgery 
University of Florida Department of Surgery 

Phone 352-265-0604 
 
New Patient—Fast Fax Referral       

Please fax diagnostic studies, most 
recent notes and insurance card 

FAX 352-265-0190 
 
PATIENT INFORMATION: 
 
Patient Name_____________________________  M____/F____ DOB_____________ 

Address_____________________________________________ SSN_____________ 

City/State____________________________________________ ZIP______________ 

Home Phone #__________________________Work #_________________________   
                                      (Area Code)                                                                            (Area Code) 
Insurance Information __________________________________________________ 
 
 
Physician Information:                             Please Circle Physician Requested—if Applicable 

Cance          Copeland         Grobmyer     Hochwald       Vogel 
 

Diagnosis: ____________________________________________________________ 
 
 
Reason for Referral: ____________________________________________________ 
 

 
Referring Physician Information: 

Name_______________________________________ Contact___________________ 

Address___________________________________________ 

City/State_________________________________________ ZIP _________________ 

Phone# ____________________________  FAX# _____________________________ 
              (Area Code)              (Area Code) 
Specialty ___________________________ 

 
 

Primary Care Physician Information (if different from referring MD) 
Name_____________________________________________  

Address___________________________________________ 

City/State_________________________________________ ZIP _________________ 

Phone# ____________________________  FAX# _____________________________ 
              (Area Code)              (Area Code) 

 


