Sacramento Center for Hematology and Medical Oncology, Inc.

PATIENT INFORMATION

Name DOB SS#
AKA
Mailing Address City State Zip
Residence Address City State Zip
Home Phone # ( ) Cell Phone # Driver’s License # State
Employer Work #( )
Address City State Zip
IS PATIENT THE RESPONSIBLE PERSON?  YES NO

SPOUSE/RESPONSIBLE PERSON INFORMATION
Name DOB SS#
Mailing Address City State Zip
Home Phone # ( ) Cell Phone # Driver’s License # State
Employer Work#( )
Address City State Zip

Relationship To Patient: Spouse ___ Father _ Mother ___ Guardian ___ Other

CONTACT PERSON (NOT LIVING IN YOUR HOME)

Another person and phone number to contact when unable to reach you at home:

Name Relationship
Home Phone # ( ) Work Phone ( ) Cell Phone ( )
2nd Contact: Name Relationship

Home Phone # ( ) Work Phone ( ) Cell Phone ( )




INSURANCE INFORMATION

Primary Insurance Company Name

Address City State Zip
Subscriber I.D.# Plan #

Name of Subscriber Relationship To Patient

Eligibility/Pre-authorization Phone # ( )

Primary Care Physician Name Phone # ( )

Referring Physician Name Phone # ( )

Are you enrolled in the Medicare Automatic Crossover program for your Supplemental Insurance? Yes No

Secondary Insurance Company Name

Address City State Zip
Subscriber ID# Plan
Name of Subscriber Relationship to Patient

Eligibility/Pre-authorization Phone # ( )

RELEASE OF MEDICAL INFORMATION

I authorize Sacramento Center for Hematology and Medical Oncology to release
medical information, including medical records and x-rays concerning my past
and present medical history and condition to other physicians involved in my
care.

This authorization will remain in effect as long as I am a patient in this
practice, or until I withdraw my authorization in writing.

Signed: Date:
(Patient)

Date:

Witness Signature




