
REFERRAL/CONSULTATION 
SARCOMA INSTITUTE 

MENORAH MEDICAL CENTER 
Howard G. Rosenthal, MD, Medical Director 

5701 W. 119th St, Suite 308 
Overland Park, KS 66209 

913-498-6840 * 1-888-LIMB-SAV (546-2728) * 913-696-1434 (fax) 
 
Today’s date________________________ Preliminary diagnosis_______________ 
Patient info provided by________________ Phone___________________________  
 
 
__________________________________________ ___________ __________ 
Patient’s first name, middle initial, last name   DOB  SSN 
 
______________________________ _____________ __________ __________ 
Patient’s address    City   State  Zip 
_________________ ______________________ _____________________ 
Home phone   Work phone    Cell phone 
 
________________________  ________________________________ ____________ 
Patient’s employer   Employer address, city, state, zip  Phone 
 
Patient employment status: Full time Part time Retired  Unemployed 
Patient’s race   Asian  Black  Caucasian Hispanic 
Marital status   Single  Married Divorced Widowed 
__________________________ __________________________ ________________ 
Spouse’ s name   Spouse’s employer   Employer’s Phone 
__________________________ __________________________ _________________ 
Emergency contact   Relationship    Phone 
__________________________ ___________ ____________________ ___________ 
Referring Physician   Phone    Primary care physician Phone 
 
______________________________ _____________________________________ 
Primary insurance company   Secondary insurance company 
______________________________     _____________________________________ 
Policyholder’s name    Policyholder’s name 
______________________________  _____________________________________ 
Relationship to patient   Relationship to patient 
______________________________ _____________________________________ 
Policy #/Group #    Policy #/ Group # 
 

MEDICAL RECORDS 
______________________________ ____________________________________ 
Hospital     OP reports 
______________________________ ____________________________________ 
Pathology reports    X-ray films/report 
______________________________  ____________________________________ 
Lab reports     CT/MRI/PET reports 
______________________________ ____________________________________ 
History & Physical    Nuclear Med scans/reports 
 
Appointment date______________________________________________________________ 
Additional notes_______________________________________________________________ 
Precertification/Referral (if required)________________________________________________ 



 


