
 

APPOINTMENT REQUEST TRANSMITTAL 
University of Tennessee Cancer Institute -GI Tumor Service (GITS) 

1934 Alcoa Highway, Suite 473    
 Knoxville, TN  37920 

Telephone: 865-305-4487  
       FAX: 865-305-5453 

                                                                           http://www.utmedicalcenter.org/ 
Please note: once the information is faxed, you will be notified of the appointment time                                         
within 24 hours, with the appointment being within 5 business days. The patient will be                                 
contacted the next business day with additional information about our location, etc. 
 
To:      Elaine Rector, RN, BSN                       Date: _________________________ 
           Nurse Navigator                                  

 
Name:   ___________________________      
 
Diagnosis:_________________________ 
 
Referring MD:______________________ 
         
Phone:____________________________  
      
Fax:   _____________________________ 
 
Contact name:_______________________  

When faxing records, please include the 
following: 
 - Demographic sheet including:  
      SSN  or  UT Medical Record Number, 
      Address, home/work/cell/ and emergency #  
 - Insurance card     
 - Radiology reports (w/facility name on report) 
 - Lab results  
 - Procedure and pathology reports 
 - Most current History/Physical 

 
The specific provider/service needed for your patient may be requested by 
marking the boxes below.  If there is no preference, then the patient will be 
assigned to the next available provider.  
 
 Diagnostic or interventional procedure-(most of these require prior office consultation)   
 
GI-         EGD           ERCP/ERCP w/stent    EUS       EMR    Diagnostic Colonoscopy 

  
  IR-         FNA/core    Chemoembolization    TACE    SIRS    RFA/microwave ablation   
 Gastroenterology-             requesting Dr ___________________or_____________________ 
 

  Medical Oncology-            requesting Dr___________________ or____________________ 

 Radiation Oncology-         requesting Dr __________________ or____________________ 
 
 Surgeon-                             requesting Dr___________________or_____________________ 
 
 Interventional Radiology-requesting Dr ___________________or ____________________  
 
 Second opinion: 
     regarding _____________requesting Dr____________________or_____________________   
PLEASE NOTE:The information contained in this facsimile medical record is privileged and confidential information intended for the use of the addressee listed 

above.  If you are neither the intended recipient or the employee or agent responsible for delivering this information to the intended recipient, you are hereby notified that any 
disclosure, copying, distribution, or taking of any action in reliance on the content of this telecopied information is strictly prohibited. 

For information about our physicians go to……………… http://www.utmedicalcenter.org/findadoc.asp 
For directions to UT Medical Center go to……http://www.utmedicalcenter.org/cms/About+Us/Directions/79.html 


	APPOINTMENT REQUEST TRANSMITTAL
	PLEASE NOTE:The information contained in this facsimile medical record is privileged and confidential information intended for the use of the addressee listed above.  If you are neither the intended recipient or the employee or agent responsible for delivering this information to the intended recipient, you are hereby notified that any disclosure, copying, distribution, or taking of any action in reliance on the content of this telecopied information is strictly prohibited.


