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Today’s Date:
	Thank you for choosing our office.

In order to serve you properly we will need the following information. (PLEASE PRINT)

All information will be held confidentially

	Patient’s Name


	Home Phone Number
	Birthdate

              /            / 
	Marital Status

	Residence Address


	City
	State
	Zip Code



	Mailing Address: (If Different)


	Cell Phone Number


	Driver’s License Number
	Social Security Number



	Name of Employer
	Occupation
	Business Address



	Do you have Health Insurance?

( Yes ( No
	If no, how do you intend to pay? ( Check ( Cash ( Credit Card ⁭ Care Credit

    ( Need to see financial coordinator * Visa/Mastercard are Accepted

	Medi-Cal Pending?

( Yes   ( No
	Person Financially responsible for this account: ( Self ( Other________________



	Primary Insurance Name
	Policy No.
	Is this through your employer? ( Yes ( No



	Name of Primary Insured
	Birthdate  

              /            /           
	Spouse’s Social Security Number (if different from insured)



	Name and Address of Spouse’s Employer
	Spouse’s Business Phone Number



	Secondary Insurance

( Yes  ( No
	Insurance Company Name and Address

	Policy Number 


	Name of other Physicians who care for you?
	
	Emergency Contact
	Phone Number

	Next of Kin:                                                                                                   Relationship:

Address and Phone Number:

	If for any reason you are unable to make medical decisions whom would make them for you?

Name and Address:


	Relationship:
	Phone Number:



	Do you authorize release of protected health information to anyone besides healthcare treatment, payment, and/or operations for you?    ( Yes  ( No

If so whom?

	Do you have a telephone answering machine in your home?        ( Yes  ( No

If so, may we leave messages from this office on that machine?       ( Yes ( No

	I authorize payment of insurance benefits to be made directly to Cancer Care Plus, DBA Solace Cancer Care for services rendered; I understand that I am financially responsible for all charges whether or not they are covered by insurance.  I authorize this health care provider to release all information necessary to secure payment of benefits.

	Patient’s or Guardian Signature
	Date


For Office Use Only
By initialing this section, I hereby state this above information is correct.

_________ Initial
 _________Date
__________ Date __________ Initial

