WASHINGTON HEMATOLOGY-ONCOLOGY
Today’s Date:
_____________

LAST NAME:
________________________
FIRST NAME:
____________________     M.I. ______

Date of Birth:
_______________     Age:   _____
Social Security Number: ___________________
S  (  M  (   W  (   D  (
Street Address:  ___________________________
Employer:
___________________________
City:  ________________  State: ____  Zip:  _____
      Emp. Address:  _______________________
(Please circle the phone number below that is the best number to reach you.)

Home Phone:  __________________

      
     City:  ____________  State:____  Zip:  _____

Cell Phone:
__________________

                  Work Phone: _________________________

Mailing address:  ___________________________             Occupation:  _________________________
City:  __________________  State: ______  Zip:  _____ 

Emergency Contact:  ______________________      Relationship:  _________ Phone: __________
SPOUSE/PARENT/GUARDIAN/RESPONSPIBLE PARTY: ________________________________

Relationship _____________DOB:  __________ (Required)  Social Security Number:  ___________

Street Address:  __________________________
Employer:
___________________________

City:  _______________  State: ____  Zip: _____
Emp. Address:  _______________________

Home Phone:  __________________
City:  _____________  State:___  Zip:  _____

Cell Phone:
__________________                                   Work Phone:  _________________________
Mailing address:  __________________________                Occupation:  __________________________
City:  _______________  State: ______  Zip:  _____ 

Name/Relationship of Nearest Relative not living with you: _________________________________________

Address:  __________________________________  City:  ______________  State:  _____  ZIP: ______
Home phone:  __________________________   Alternate Phone:  __________________________

Family Physician:  ________________________________  
Office Phone:  ____________________

Referring Physician:  ___________________________________ (please provide first and last name)

Address:  ______________________________  City:  ______________  State:  _____  ZIP: ______

Office phone:  __________________________   Specialty:  __________________________

INSURANCE:  PRESENT CARDS TO OFFICE FOR PHOTOCOPYING – COPAY DUE AT TIME OF SERVICE




PRIMARY


SECONDARY


TERTIARY

Insurance Company:
___________________

__________________

__________________

Address:

___________________
.
__________________

__________________

City/State/ZIP

___________________

__________________

__________________
Policy Holder:

___________________

__________________

__________________

Date of Birth:

___________________

__________________

__________________

ID Number

___________________

__________________

__________________

Group Number:

___________________

__________________

__________________

Group Name:

___________________

__________________

__________________

To the best of my knowledge, all of the above information is true and complete. I understand that I am responsible to pay for all services rendered to me, and that I am willing to make specific arrangements to pay whatever part is not covered by insurance on a timely basis. I understand and agree that co-payments must be made at the time of service. I authorize Washington Hematology-Oncology to release diagnostic and clinical information to third party payers and/or their reviewing contractors, who may be responsible for payment of services provided to me, when such information is needed to determine coverage for a claim or other related claims. I also authorize clinical information to be released to referring physicians and other facilities for the purpose of my continued health care.
In the event that I or my authorized representative submit payment by check and that check is returned for “Insufficient Funds” by the bank, Washington Hematology-Oncology will add twenty-five ($25.00) dollars to the balance owed on my account.
If this account is assigned to an attorney for collections and/or suit, the prevailing party shall be entitled to reasonable attorney’s fees and costs of collection. I herby assign all medical benefits to which I am entitled to my physician for services rendered to my dependent or me.  This assignment will remain in effect until revoked by me in writing. A photocopy of this assignment is to be considered as valid as the original.

PATIENT SIGNATURE:  _______________________________________
DATE:  __________________

(OR AUTHORIZED REPRESENTATIVE)
MEDICARE ASSIGNMENT/SIGNATURE ON FILE:

I request that payment of authorized Medicare benefits be made either to me, or on my behalf, to Washington Hematology-Oncology for any services furnished me by Washington Hematology-Oncology. I authorize the holder of medical or other information about me to release the Centers for Medicare and Medicaid Services, formerly the Health Care Financing Administration, and its agents, any information needed to determine these benefits. 

SIGNATURE:  ______________________________________________

DATE:  __________________
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