Date______________

 

 

NEW ENGLAND HEMATOLOGY /ONCOLOGY ASSOCIATES, P.C.

 

 

PATIENT REGISTRATION INFORMATION SHEET
 

 

JSW                 TOC                CCB               STS               RAR           BMH
 

 

Please print clearly and answer all questions

 

Name___________________________________________________________________

         (Last)                                                      (First)                                       (MI)

 

Patient’s Social Security # _________________________  Date of Birth______________
 

Address__________________________________________________________________

            (Street)                         (City)                                       (State)                          (Zip)

 

Home Phone#_________________________________Marital Status_________Sex_____
 

Cell#______________________________________

 

May we leave a message concerning test results on your answering machine?   yes  or  no

May we leave a message concerning test results with a family member?  yes  or  no

May we leave a message concerning appointments on your answering machine?  yes  or no

May we leave a message concerning appointments with a family member?  yes  or  no

 

Employer_________________________________________________________________

 

Employer’s  Address________________________________________________________
                                  (Street)                               (City)                          (State)          (Zip)
Employer’s Phone#__________________________________Occupation_______________________
 

Primary Care Physician________________________________Address__________________________
 

Referring Physician________________________________Address__________________________
 

 

Emergency Contact___________________________________Relationship_________________

 

Emergency Contact Phone#_____________________________Work#_____________________

 

 

Primary Pharmacy Used________________________________Phone#____________________

 

PLEASE BRING YOUR INSURANCE CARDS WITH YOU.
NEW ENGLAND HEMATOLOGY/ONCOLOGY ASSOCIATES, P.C. 
MEDICAL HISTORY 
NAME_____________________________________(DOB)_______________________

Height___________________________________   Weight________________________

 

Please list any operations and hospitalizations:
Operation or reason for hospitalization                            Year                        Hospital                 Physician
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
  
Please list any other medical history:
Medical problem or disease                               Year (s)                                                  Physician
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
 
Please list all current medications and dosage:
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
  
DrugAllergies:___________________________________________________________________________
Any other Allergies (food, x-ray, dye, etc): ____________________________________________________ 
 
Have you ever had any of the following?                                     Please list any of the following:
 
Cancer                                    Y or N                                               Smoking (how much)_________________
Diabetes                                 Y or N                                               Alcohol (how much)__________________
High Blood Pressure              Y or N                                               Recreational Drug Use________________
Heart Disease                         Y or N                                               Coffee or Tea (how much)_____________
Stroke                                     Y or N                                               Exercise____________________________
High Cholesterol                    Y or N                                               Diet Restrictions __________________       
Arthritis                                  Y or N
 
Family History: (Please note Diabetes, High Blood Pressure, Heart Disease, Stroke, High Cholesterol, Tuberculosis or Arthritis)
 
                                Living?                                   Age                                        Illness (es)
Father__________________________________________________________________________________
Mother_________________________________________________________________________________
Siblings_________________________________________________________________________________
Children________________________________________________________________________________
 
WOMEN ONLY: OBSTRETICS/GYNECOLOGY HISTORY
Are you still having regular monthly menstrual cycles?___________________________________________
Do you have bleeding between cycles?________________________________________________________
Have you ever used birth control pills (present or past)____________________________________________

Any genital or pelvic infections?__________________If yes, when?___________Treatment_____________
Do you see a gynecologist regularly?_____________________ Name of physician_____________________
Last PAP test (date):_____________________________Last Mammogram (date):_____________________
Number of Children:_____________Cesareans?__________________Miscarriages?___________________
Last menstrual period:___________________Length of flow:________________Length of cycle:_________
 
MEN ONLY:
Any genital infections or penis discharge?___________If yes, when?______________Treatment:_______________
Any prostate trouble?_____________________If yes, when?____________________Treatment:_______________
Name:     ________________________________________________   DOB__________________________
 
HAVE YOU RECENTLY HAD ANY OF THE FOLLOWING SYMPTOMS OR MEDICAL PROBLEMS:
 
	 
	 
	Yes
	No
	 
	 
	 
	Yes
	No

	GENERAL
	Anemia
	 
	 
	 
	 
	Nausea
	 
	 

	
	Fevers
	 
	 
	 
	ABDOMEN
	Vomiting
	 
	 

	
	  Night Sweats
	 
	 
	 
	
	Diarrhea
	 
	 

	
	  Weight Loss
	 
	 
	 
	
	Constipation
	 
	 

	
	  Swollen Glands
	 
	 
	 
	
	Change in Bowels
	 
	 

	BREASTS
	  Lumps
	 
	 
	 
	
	Hemorrhoids
	 
	 

	
	  Discharge
	 
	 
	 
	
	Hepatitis (jaundice)
	 
	 

	
	  Pain
	 
	 
	 
	
	Heartburn
	 
	 

	 
	  Ringing
	 
	 
	 
	
	Ulcers
	 
	 

	EARS
	Hearing Loss
	 
	 
	 
	SKIN
	Rash
	 
	 

	 
	  Infections
	 
	 
	 
	
	Easy Bruising
	 
	 

	EYES
	  Blurring
	 
	 
	 
	
	Poor Healing
	 
	 

	
	  Double Vision
	 
	 
	 
	
	Itching
	 
	 

	
	Cataracts
	 
	 
	 
	URINARY
	Increased Frequency
	 
	 

	
	  Glaucoma
	 
	 
	 
	
	Burning
	 
	 

	NOSE AND SINUS
	  Infections
	 
	 
	 
	
	Bloody Urine
	 
	 

	
	  Bleeding
	 
	 
	 
	
	Kidney Stones
	 
	 

	THROAT
	  Infections
	 
	 
	 
	
	Infections
	 
	 

	
	Hoarseness
	 
	 
	 
	BONES, JOINTS
	Pain
	 
	 

	
	 Trouble    

 Swallowing
	 
	 
	 
	
	Stiffness
	 
	 

	ENDOCRINE
	 Thyroid  Problems
	 
	 
	 
	
	Swelling
	 
	 

	
	  Cold Intolerance
	 
	 
	 
	
	Limited Motion
	 
	 

	
	Heat Intolerance
	 
	 
	 
	NERVES
	Seizures
	 
	 

	
	  Excessive Thirst
	 
	 
	 
	
	Tremor
	 
	 

	LUNGS
	  Cough
	 
	 
	 
	
	Fainting, Blackouts
	 
	 

	
	  Sputum (phlegm)
	 
	 
	 
	
	Localized Numbness
	 
	 

	
	Coughing up 
Blood
	 
	 
	 
	
	Localized Weakness
	 
	 

	
	  Short of Breath
	 
	 
	 
	
	Dizziness
	 
	 

	
	  Wheezing
	 
	 
	 
	
	Trouble Speaking
	 
	 

	HEART
	  Chest Pain
	 
	 
	 
	
	Trouble Walking
	 
	 

	
	  Short of Breath
	 
	 
	 
	
	Vertigo
	 
	 

	
	  Palpitations
	 
	 
	 
	
	Difficulty Sleeping
	 
	 

	
	  Ankle Swelling
	 
	 
	 
	
	Anxiety
	 
	 

	VASCULAR
	  Leg Cramps
	 
	 
	 
	
	Depression
	 
	 

	
	Varicose Veins
	 
	 
	 
	 
	 
	 
	 

	
	Phlebitis
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 


 
Please explain any positive or abnormal responses:
 
 
 
NEW ENGLAND HEMATOLOGY/ONCOLOGY ASSOCIATES, P.C.

 

Newton-Wellesley Hospital

Vernon Cancer Center

2014 Washington Street

Newton, MA 02462

Phone: 617-658-6000

Fax:     617-658-6001

                                     

 ASSIGNMENT OF BENEFITS RELEASE AND INSURANCE REFERRAL WAIVER    FORM

 

~I, the undersigned, hereby authorize NEHO to submit Medicare and /or any other insurance claims using my signature on file.

~I also authorize the release of any medical information necessary in order to process this claim.

~I authorize payment of medical benefits to be paid directly to New England Hematology/Oncology Associates as listed above for services rendered.

~I also understand that I am financially responsible for any balances not covered by my insurance or for which they deny payment.

~In the case that I, the undersigned, am a member of either an HMO or other insurance requiring a referral, I understand that I have an obligation to obtain prior approval from my primary care physician (PCP), for any specialty visits or services rendered at this facility.

~I also acknowledge that failure to provide such documentation, and denial of coverage from my insurance company, for any and all related procedures, will ultimately result in my personal obligation for payment of services. This waiver covers all dates of service pertaining to any visits associated with either of the above listed offices.

 

 

            Date_______________________________________________________________

 

Patient Name (Print)

            ___________________________________________________________________
                              

            Patient Name (Signature)

 

            ___________________________________________________________________

 
 
 
 
In order to keep your referring doctor(s) informed, please indicate where you wish reports to be sent.
 

  

Doctor’s Name:_________________________________________________________

 

Address:_________________________________________________________

 

Phone:__________________________________________________________

 

Doctor’s Name:_________________________________________________________

 

            Address:_________________________________________________________

 

            Phone:___________________________________________________________

 

Doctor’s Name:__________________________________________________________

 

            Address:__________________________________________________________

            

            Phone:____________________________________________________________

 

Doctor’s Name:__________________________________________________________

 

            Address:__________________________________________________________

 

            Phone:____________________________________________________________

 

 

 

Acknowledgement of Receipt of Privacy Notice:

 

Patient Name____________________________________________________________________

                        (print)

 

By signing below, I acknowledge that I have received a copy of the Notice of Privacy Practices of New England Hematology/Oncology Associates, P.C.

 

 

Signature of Patient or Personal Representative

 

 

 

Print Name of Patient or Personal Representative

 

 

________________________________________________________________________Date

 

 

Description of Personal Representative’s  Authority

 

 

Contact Information: (The contact information of the patient or personal representative who signed this form should be filled in below):

 

 

Address

 

City                                          State                                        Zip Code

 

_______________________________          _____________________________________

Telephone (Daytime)                                        Telephone (Evening)

 

 

