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PATIENT REGISTRATION

Please Print
 Name: _______________________________________________________________________________



Last



             First



     Middle
 Birth:   _____________________________           _________________________________________


Date




              Place
 SSN: _____-____-______                Sex:  M / F   

 Race:  ____ American Indian or Alaska Native 
                Ethnicity:  ____ Latino or Hispanic

             ____ Asian





                       ____  Not Latino or Hispanic


             ____ Black or African American
                                                  ____ Do not know

             ____ Native Hawaiian or Pacific Islander                                            ____  Prefer not to answer

             ____ White/Caucasian

             ____ More than one race – check all that apply

             ____ Do not know

             ____ Prefer not to answer

 Street Address:______________________________________________________________

 City/State/Zip:_______________________________________________________________

 Mailing Address:_____________________________________________________________

 City/State/Zip:_______________________________________________________________

 Home Phone: (____)________________  Cell Phone : (____)________________  

 Email Address: _____________________________________________________
 Employer:__________________________________________________________________ 

 Work Phone: (____)________________

 Address:____________________________________________________________________ 

 Occupation:____________________________________  Active (         )  Retired (        )

 Marital Status:__________________   Spouse/Partner Name:________________________

 Spouse/Partner Employer:____________________________________________________  

 Work Phone:____________________________   Cell Phone:________________________

 Emergency Contact:_________________________________________________________

 Relationship:____________________________     Phone:__________________________

 Primary Care Physician:______________________________________________________

 Referring Doctor:___________________________________________________________

 Insurance:______________________________________ 

 Policy #:_____________________________Group #:_________________________________
Prescription Card #:_____________________________Group #:________________________________

Preferred Pharmacy:___________________________________________________________
ACKNOWLEDGEMENT OF NOTIFICATION OF PRIVACY PRACTICES (HIPPA):
By signing below, I acknowledge that I have been informed of the New England Cancer Specialist’s Notice of Privacy Practices and a copy was made available to me.
AUTHORIZING PAYMENT:
I authorize the release of any medical information necessary to process this claim.  I also request payment of benefits either to myself or to the party who accepts assignment.  I authorize payment of medical benefits to New England Cancer Specialist.  I agree to be financially responsible for balances not covered by my insurance.
MEDICAL RECORDS:
I authorize New England Cancer Specialist to obtain my medical records from other healthcare providers for the purpose of providing medical care to me and I authorize New England Cancer Specialist to release my medical records to other healthcare providers for the same purpose.  

MEDICAL RECORDS:

I authorize the following people to have access to my medical record:

1. Name:_________________________________  

2. Name:_________________________________
Patient Signature:_______________________________________ Date:__________________
                                                                     (or Personal Representative)

