
BlueRidgeCancerCare.com  One Victory at a Time 

REFERRAL FORM – Medical Oncology 
 

Thank you for your referral.  Please choose the office and physician and fax this form to the 

office fax number. Please include a copy of all insurance cards (front and back). 
 

     

BEDFORD OFFICE 
1710 Whitfield Dr., Bedford, VA 24523 
P: (540) 586-5770     F: (540) 982-1153 

 ROANOKE OFFICE 
2013 S. Jefferson St., Roanoke, VA 24014 

P: (540) 491-2240     F: (540) 982-1153 

 ROCKY MOUNT OFFICE 
390 S. Main St., Ste. 103, Rocky Mount, VA 24151 

P: (540) 489-6522     F: (540) 982-1153 
  

  

  Daniel S. Temeles, M.D.    Lowell F. Inhorn, M.D.    Suzan R. Merten, M.D.  

      Mark Kochenderfer, M.D.      

CHRISTIANSBURG OFFICE 
2955 Market St., Ste. 5, Christiansburg, VA 24073 

P: (540) 391-4140     F: (540) 381-7857 

   Padmaja Mallidi, M.D.  SALEM OFFICE 
1900 Electric Rd., Salem, VA 24153 

P: (540) 491-2440     F: (540) 774-9195 
   Suzan R. Merten, M.D.  

   Stephen H. Rosenoff, M.D.  

  Jerome H. Goldschmidt, M.D.    Gerald L. Schertz, M.D.    William A. Fintel, M.D.  

  Harry E. McCoy, M.D.    Matthew Skelton, M.D.    Paul D. Richards, M.D.  

  Robert M. Rotche, M.D.    Daniel S. Temeles, M.D.    Mark Kochenderfer, M.D.  

            

ALLEGHANY OFFICE 
1 ARH Lane, Ste. 203, Low Moor, VA 24457 

P: (540) 862-2400     F: (540) 862-9261 

 MARION OFFICE 
1020 Terrace Dr., Ste. 101, Marion, VA 24354 

P : (276) 781-1400     F : (540) 381-7857 

 WYTHEVILLE OFFICE 
590 West Ridge Rd., Ste. L, Wytheville, VA 24382 

P: (276) 228-7665     F: (276) 228-6155 

 

   

   

  Lowell F. Inhorn, M.D.    Jerome H. Goldschmidt, M.D.    Jerome H. Goldschmidt, M.D.  

  Paul D. Richards, M.D.    Robert M. Rotche, M.D.    Robert M. Rotche, M.D.  

  Gerald L. Schertz, M.D.          

  Matthew Skelton, M.D.          

 

Patient Name:       Date:       

 Last    First  M.I.  

SSN:       DOB:       

 
Phone Numbers: (      )         (      )         (     )       

 Home Phone  Work Phone  Other Phone 

Home Address:       

   
  Street   

       ,                   

  City    State      Zip 

 
 

Diagnosis:       

 

Referring Physician:        (     )       

 Name Office Number 

Contact Person:        (     )       

 Name Fax Number 

 

 

 
 Primary Ins:       

Policy #:       Group #:       

    Secondary Ins:       

Policy #:       Group #:       

    Tertiary Ins:       

Policy #:       Group #:       

    
 

Thank you for completing the form.  Once all information is received, we will contact you to give you an appointment.  

Incomplete information could possibly delay response time. 


