PATIENT INFORMATION

SOCIAL SECURITY # HOME ADDRESS

FIRST NAME MIDDLE
LAST NAME cIY _ STATE zZiP
SEX DATE OF BIRTH / / : :
EMAIL
MARITAL STATUS [1MARRIED [J SINGLE . .
HOME PHONE (),
O DIVORCED [ WIDOWED _
WORK PHONE ( )

(CHECK ONE) [JEMPLOYED CIRETIRED O FULL TIME STUDENT
— OTHER REFERF_{ING PHY§JCI_AN

EMPLOYER » HOW DID YOU HEAR OF US? | _
INSURANCE INFORMATION
PLEASE PROVIDE YOUR INSURANCE CARD TO THE RECEPTIONIST

O Commercial [ Medicaid [ Medicare [ Worker's Compensation O Other
. INSURANCE COMPANY
INSURED / CARD HOLDER'S NAME —RELATIONSHIP

POLICY # . GROUP # - __PHONE ( )
SECONDARY INSURANCE INFORMATION

[ Commercial [3 Medicaid O Medicare [ Worker's Compensation [ Other

INSURANCE COMPANY
INSURED / CARD HOLDER'S NAME RELATIONSHIP
POLICY # GBOUP #o : PHONE { )}
COMPANY NAME : COMPANY PHONE (. )
SUPERVISOR'S NAME SUPERVISOR’S. PHONE (

EMERGENCY CONTACT

SOCIAL SECURITY # 8EX

FiIRST NAME MIDDLE ~ HOME PHONE { )

. LAST NAME . WORK PHONE (_.-
SPOUSE / GUARANTOR / RESPONSIBLE PARTY

SOCIAL SECURITY # ' SEX____' " DATE OF BIRTH

RELATIONSHIP DAYTIME PHONE ( )

FIRST NAME MIDDLE EMPLOYER

LAST NAME ADDRESS

ADDRESS CITY __ STATE zZIP
cITY STATE zIP |

SIGNATURE (Palient or Parent if Minor)

_ SIGNATURE
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The Center for Gy.nedoldgic Oncology

Jacob Tangir M.D.
Gynecologic Oncology and Pelvic Surgery
www.centergynonc.com

CONSENT FORM

| give this practice/clinic my consent to use or disclose my protected heath
information to carry out my treatment, to obtain payment from insurance
companies, and for health care operations like quality reviews.

| have been informed that | may review the practice/clinic's Notice of Privacy
Practices (for a more complete description of uses and disclosure) before signing
this consent.

I understand that this practice/clinic has the right to change their privacy
practices and that | may obtain any revised notice of the practice/clinic.

| understand that | have the right to request a restriction of how my protection
health information is used. However, | also understand that the practice/clinic is
not required to agree to the request. If the practice/clinic agrees to my request
restriction, they must follow the restriction(s)..

I also understand that | may revoke this consent at any time, by making a request
in writing except for information already used of disclosed.

Signature: Date: / /

If signed by a patient representative, state relationship to patient




The Center_--fbr Gynecologic Oncology

Jacob Tangir M.D.
Gynecolegic Oncology ond Pelvic Surgery
~www.cenfergynonc.com
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INSURANCE FORM

Note: You need to make a choice about receiving these health care items of services.

Patient's name:

Date: / / Insurance Plan:

The fact that your insurance carrier may not cover a service does not mean that you should not
receive the service. There is a medical reason for why your physician recommended said
service(s). The purpose of this form is to help you make an informed choice about whether or
not, to receive said service(s) understanding that you may have to pay for this yourself. Please
read this information in its entirety prior to signing.

* You are encouraged to contact your insurance plan directly prior to services being
rendered if you have any questions regarding service(s) rendered.

itis the patient's responsibility to obtain verification of their insurance plan benefits. Verbal or
On-line verifications in NOT a guarantee of payment. Services are subject to the limitations and
exclusions including pre-existing conditions as stated in the insurance benefit plan.

| understand that in the event my insurance determines a service does not meet their
definition of medical necessity or is considered a non-covered service due to plan exclusions

and limitations including pre-existing conditions, | will be ﬁhancial!y responsible for payment

of the service(s).

L *Diagnostic imaging services scheduled by our office at an outside facility* |

Our office makes every attempt to schedule ALL diagnostic testing/surgical procedures at a
facility that is participating with your insurance plan. However, due to the constant addition
and termination of plan affiliations it is the patient's responsibility to confirm participation prior
to receiving services.

I acknowledge that the office has provided me with a copy of this disclosure and understand
the contents,

Patient /Insured Signature: Date: / /

if signed by a patient representative, state relationship to patient
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REFERRING PHYSICIAN ) . TerL#

ADbRESS REFERRING DR

AGE__
REVIEW OF $YSTENS

PLEASE CHECK (X} IF ANY OF THE FOLLOWRNG APPLY TO YOU NON, IF PRESENT OR HOT T

1. CONSTHUTIONAL ) Yes ) NOTES | -
Weight loss
Weight gain
Fever

Latigue

2. Evss
Double vision
Spots hefore ayos
| Vision changes
3. ENTMouty
Ear aches
Ringing in ears
Sinus problems
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9, SKN/BREAST
Pain in breast
Divcharge
Massos

Rash

Ulcers
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PLEASE CHECK (X) I AINY OF YHE FOLLOWRNG APPLY 1O YOU HOVE, IF FRESENT OR 0T . '

Notes

10. NeuroLOGICAL
Dizziness .
Soinwes
Numbnoss

1 Trouble
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{ 11. Psvomamic
Depression
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| Tetanus

Fhu Shot

T8 Skin Test
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By Newnes Bosage ¥ DrugMName
&
FAMILY HisToRY . s _
Hiness Yes | Relative {finsss Yes | Relative . Age
| Stoke Coion Cancer
| Heoart Disease . Tl Cancer
High Blood Prossure Herine Cancar
brcin Yes _ﬁ_ No _ [= R Padesperday______ Ym
Alcohot Yes &1 No a Dinksperday Duinks per week
Drug Use Yes 03 Mo a ) ——
Seat Beit Use Yes I | Mo £
Regular Exercise Yes [} No o




