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Date: Patient RT#:

PATIENT INFORMATION

/ /
First Name Ml Last Name Date of Birth Age
Address Apt# City State Zip
Home Phone Work Phone Cell or Message Phone

Attention: We will use all phone numbers listed above to contact you as necessary for treatment and
payment purposes unless you place a restriction on the use of these numbers in writing. Please only list
phone numbers that you wish to be contacted at.

Social Security # (optional): Sex: M F  Marital Status: S M W D
Retired: N 'Y Disabled: N Y From what company?

Date Date
Are you currently staying in a SNF, Convalescent Home or enrolled in Hospice? Yes No

NOTE: If NO, Patient or Caregiver must immediately notify staff if Patient is admitted to a hospital, SNF, Convalescent Home, or Hospice.

Name of Facility Phone

Address City State Zip

INSURANCE INFORMATION

Primary Insurance Medical Group (HMO) ID# Group #

/ /
Name/Relation of Policy Holder Social Security # of Policyholder Date of Birth of Policyholder
Secondary Insurance Medical Group (HMO) ID# Group#

/ /
Name/Relation of Policy Holder Social Security # of Policyholder Date of Birth of Policyholder
Primary Care Physician Phone
Referring Physician Phone
EMERGENCY CONTACT
Name Phone Relationship

Attention: Emergency Contact will only be contacted in the case of a true emergency unless this same phone number is
listed above in which case it may be used to contact you for treatment or payment purposes.

PHARMACY INFORMATION

Pharmacy Name: Phone Number:

Patient/Guardian Signature Date

Patient Registration rev. 09/08
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AUTHORIZATION TO RELEASE MEDICAL INFORMATION

Specified medical information is being requested for:

/ /

Last Name Ml First Name Maiden/Other Name Date of Birth
Phone# Address City State Zip
Date(s) of service requested: / / / /

From To
Purpose for release of this medical information: (Required)
Continuation of Care  Personal Reasons  Insurance/Disability  Legal Other:
Release the medical information from: Disclose the medical information to:
Name: Name:
Address: Address:
Requested medical information authorized to be released: (check items authorized to be released)
Emergency Records Pathology Reports Physician Office Records Psychological Testing
History & Physical Lab Reports Medical Progress Notes Psychological Progress Notes
Operation Notes Cardiac Testing Cardiac Procedure Notes Psychological Assessment
Radiology Reports Radiology Films Physical Therapy Notes Speech Therapy Notes
Other:

Note: While every attempt will be made to protect the privacy of your medical information, please note that release of
your medical information to an authorized person or organization could be the subject of re-disclosure by the recipient and
therefore no longer protected by the Health Insurance Portability and Accountability Act (“HIPAA™) or other federal or
state laws. This authorization will expire within 90 days unless you specify otherwise. | further understand that I may
revoke this authorization by written notice to the physician at anytime during this period except where the physician has
already acted upon a request for the release of my medical record. | understand that revocation may be the basis for denial
of health benefits or other health insurance coverage.

Signature of Requestor Relationship to Patient Date

/ /

Signature of Parent/Guardian (minors age 0-17) Date

Attention Staff: This form may only be completed when there is a need to request medical records/films and must be
completed in full for each entity from which you are releasing records or to which you are sending records.

Under HIPAA, this form is not necessary in order to share or obtain medical information for treatment or payment
purposes of the current medical illness.

Authorization to Release Medical Information 10/08
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Assignment of Benefits

Medicare Lifetime Assignment of Benefits

I request that payment of authorized Medicare benefits be made to me or on my behalf to

Lady Lake Community Cancer Center (the “Provider”) for any services furnished me by the Provider. |
authorize any holder of medical information about me to release to the Centers for Medicare & Medicaid
Services and its agents any information needed to determine these benefits or the benefits payable for related
services.

Patient/Guardian Signature: Date:

Medigap (Medicare supplemental insurance) Assignment of Benefits

I request payment of authorized Medigap benefits be made to the Provider and also authorize any holder of
medical information about me to release to the Medigap insurer listed below any information needed to
determine benefits payable for services from the Provider.

Medigap Insurance Name:

Patient/Guardian Signature: Date:

General Assignment of Benefits

I request that payment of authorized insurance benefits be made on my behalf to the Provider for any
equipment or services provided to me by those organizations. | authorize the release of any medical or other
information to my insurance company in order to determine the benefits payable for the services rendered by
the Provider.

I understand that | am financially responsible to the Provider for any charges not covered by my health
benefits. It is my responsibility to notify the Provider of any changes in my healthcare coverage. In some
cases exact insurance benefits cannot be determined until the insurance company receives the claim. | am
responsible for the entire bill or balance of the bill if the submitted claims or any part of them are denied for
payment. | accept financial responsibility for payment for all services or products received.

Patient/Guardian Signature: Date:

HIPAA Receipt of Notice of Privacy Practices

My signature below indicates that | have received the HIPAA Notice of Privacy Practice and that | have been
made aware of my privacy rights and how | may exercise those rights. | understand that all contact phone
numbers listed on the Patient Registration Form may be used to contact me for treatment or payment purposes
unless | submit a written request to restrict the use of any/all contact phone numbers listed.

Patient/Guardian Signature: Date:

09/04/2008
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DATE:
PATIENT INFORMATION
Patient Name: Soc. Sec.# / /

Do you live with someone else? Y UN If so, with whom?

Name of Spouse:

Address/Phone if different than your own
Do you live in Florida full time? QY UN If no, when are you in Florida?

Other Residence: City: State: Zip:

Nearest Relative not living with you:

Address: City: State: Zip:
Relationship: Phone:
Your Occupation: Are you retired? QY 0N

(if retired, your occupation prior to retirement)
Will you need transportation assistance to the Cancer Center? QY UN

Do you have any financial concerns?

Social History:

Place of birth: Where have you lived most of your life?

List anyone involved in your care:

Have you had radiation therapy before? If yes, when, where, (city, state, name of facility)

Religious preference:

Alcohol History:

Do you drink beer, wine, or other alcohol products?___ If so, what kind and how much?

Age started: Age stopped:

Tobacco History:

Have you every used any tobacco products?

Please circle which ones: cigarettes pipe cigar chew snuff

Age started: Age stopped: Most used per day:
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Family History:

Relation Age

State of health

Cancer? Cause of death

Age at death

Father

Mother

Spouse

Brothers/Sisters

Children

Are you ALLERGIC to any medications, insects, or foods? @Y QN

If yes, which ones?

Have you ever had radiation therapy? QY  UON

treatments?

If yes, to what area(s) of your body, when, where, and how many

Have you ever had chemotherapy? QY QN

If yes, what drugs, when, where, and how many treatments?

Do you have, or have you ever had any of the following conditions/ilinesses? If so, please specify.

Cancer (including skin cancers)

Stroke

Migraines

Epilepsy

Mental illness

Vision Problems

Hearing problems

Thyroid problems

Mouth or throat problems

Seasonal allergies

Heart attack

Angina

Irregular heart beats

High blood pressure

Congestive heart failure

Pacemaker

Free bleeding

Anemia

Other blood disorders

Aneurysms

Emphysema

Chronic bronchitis

Tuberculosis

Asthma

oojdooddopoddooddooo0oooCoo

Other lung problems

podoooddopodooo0o0oo0o0ooocdOooo

Diabetes

Liver disease

Gallstones

Ulcer

Reflux disease

Lactose intolerance

Gl bleeding

Hiatal hernia

Hemorrhoids

Diverticulosis/Diverticulitis

Irritable bowel

Other bowel problems

Kidney stones

Bladder infections

Enlarged prostate

Prostatitis

Prostate surgery

Female problems

Collagen disorders

Other autoimmune disorders

Osteoporosis

Osteoarthritis

Rheumatoid arthritis

Bone problems

Fractures

Muscle problems
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Please list all surgeries, procedures, or hospitalizations you have had.

Type of surgery/procedure When Hospital/City/State




Name:

Medication List

Date:

(Please include all prescription, over-the counter, vitamins, herbals, and other supplements)

ALLERGIES:

PHARMACY NAME:

Phone Number:

Medication

How Often

Reason

Start Date

Stop Date
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