
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


