
 

Referral Form 

 

Date: ______________    Referring Provider: ____________________________________________ 

 

Clinical concern to be addressed: ____________________________________________________ 

____________________________________________________________________________________ 

 

Please fax referral form & records to: 760-770-4392 

Carolyn Barnes, MD     Ted Ling, MD 

Board Certified Radiation Oncologist   Board Certified Radiation Oncologist 

40055 Bob Hope Drive 

Suite B 

Rancho Mirage, CA 92270 

Ph: 760-202-3946 

Patient Information: 
 
Name:_________________________________________   DOB____________________________ 
 
Phone Number:__________________________________________________________________ 
 
Address: ________________________________________________________________________ 
 
Insurance Name: ________________________________________________________________ 
 
ID number: ______________________________________________________________________ 
 

 


