
 

Refer Your Patient to Lokmanya Holistic Cancer Center 

During the initial evaluation, your patient will meet with a team of our experienced cancer 

treatment physicians and specialists, determining the best, evidence-based clinical treatment for 

their personal situation. 

PHYSICIAN REFERRAL FORM 

Please print and complete the Physician Referral form, include patient demographics and any 

applicable records, and email to contactlmrc@lmrc.in.   

Patient Name    ______________________________ 

DOB    _______________________________ 

Phone Number  _______________________________ 

Primary Cancer  ______________________________ Date Diagnosed 

__________________ 

Metastatic Site(s)  ______________________________ Date Diagnosed 

__________________ 

Other Comments/Concerns  

______________________________________________________________________________

_______________ 

______________________________________________________________________________

_______________ 

Referring Physician  ____________________________________ 

Contact Phone   ____________________________________  

Email Address   ____________________________________ 

In response to this referral, would you prefer us to contact the patient directly or contact you 

first?  

Contact Patient Directly    Contact Me First  

 

______________________________ 

Professional Signature     Date _____________________ 
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