
 

Atrium Medical Center 

501 Atrium Dr. 

Franklin, OH  45005 

First Available ⃝ 

Trevor Bluemel, MD ⃝ 
Praveena Cheruvu, MD ⃝               

Douglas Ditzel, DO ⃝  

Douglas Einstein, MD PHD ⃝ 

Greg Rasp, MD ⃝ 

Guy Savir, MD ⃝ 

Ryan Steinmetz, MD ⃝ 
 

Greater Dayton Cancer Center 

3120 Governor’s Place Blvd. 

Kettering, OH  45409 

First Available ⃝ 

Trevor Bluemel, MD ⃝ 
Praveena Cheruvu, MD ⃝               

Douglas Ditzel, DO ⃝  

Douglas Einstein, MD PHD ⃝ 

Greg Rasp, MD ⃝ 

Guy Savir, MD ⃝ 

Ryan Steinmetz, MD ⃝ 
 

Miami Valley Hospital North 

9000 N. Main St., Ste. G-37 

Dayton, OH  45415 

First Available ⃝ 

Trevor Bluemel, MD ⃝ 
Praveena Cheruvu, MD ⃝               

Douglas Ditzel, DO ⃝  

Douglas Einstein, MD PHD ⃝ 

Greg Rasp, MD ⃝ 

Guy Savir, MD ⃝ 

Ryan Steinmetz, MD ⃝ 
 

Miami Valley Hospital South 

2300 Miami Valley Dr. 

Centerville, OH  45459 

First Available ⃝ 

Douglas Ditzel, DO ⃝  

Douglas Einstein, MD PHD ⃝ 

Greg Rasp, MD ⃝ 

Guy Savir, MD ⃝ 

Ryan Steinmetz, MD ⃝ 
 

Upper Valley Medical Center 

3130 N. Dixie Highway, Ste 0500 

Troy, OH  45373 

First Available ⃝ 

Trevor Bluemel, MD ⃝ 
Ronald Setzkorn, MD ⃝ 

 

Wayne Cancer Center 

1111 Sweitzer St. 

Greenville, OH  45331 

First Available ⃝ 

Trevor Bluemel, MD ⃝ 
           

 

 

 

 

 

 

Referral Form 
Radiation Oncology 

Date: __________________________ 

Patient Information: 

Name __________________________________________________________________________ ⃝ Male               ⃝ 

Female 

Address __________________________________________ City ___________________ State _________ Zip ____________ 

Daytime Phone ____________________________________ Alternate Phone ______________________________________ 

Date of Birth ______________________________________ Last 4 Digits of Patient’s SS 

______________________________ 

Language Spoken __________________________________ Hearing Impaired                                     ⃝ Yes                    ⃝ No 

Insurance ________________________________________ 

 

*Please send copy of insurance card. 

Contact Information if Different From Above: 
Name ____________________________________________ Phone __________________________________ 

Referral Information: 

Physician Name ____________________________________ Phone__________________________________ 

 

Fax ______________________________  Scheduler Name _________________________________________ 

Reason for Referral/Diagnosis:  ______________________________________________________ 

⃝ Urgent                                 ⃝ 2nd Opinion                             ⃝   Previous XRT? _____                        ⃝   Routine    

Please Fax/Email Most Recent Pertinent Records         

Pathology reports        Radiology reports        Blood work       Progress notes       Copy of current insurance card 

Dayton Physicians will be happy to contact the patient and notify your office when the appointment is 

scheduled                    ⃝ Yes                                                     ⃝ No 

Please provide more information about Dayton Physicians Network               ⃝ Yes                                  ⃝ No 

Direct Referrals To: 
Phone: (937) 771-2474 

Fax: (937) 245-6318 

Email:  roscheduling@daytonphysicians.com 

 

 

For Office Use Only: 

Appointment Date _____________________________________ Time _______________________________ 

Physician _____________________________________________ Location ____________________________ 

Best Expertise - Best Access - Best Value 

REF 2/4/2025  

mailto:roscheduling@daytonphysicians.com

