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PATIENT INITIAL REGISTRATION
Name(Last)_____________________________________ (First)_________________________ (MI)________
Maiden Name (if applicable)_____________________________  Marital Status_________________________
Date/Place of Birth______________________________________________ Age____________ Sex_________ SS#_______-_______-________ Preferred Language_______________________________________________
Race ________________________________ Ethnicity:        FORMCHECKBOX 
Hispanic or Latino       FORMCHECKBOX 
Not Hispanic or Latino 
Home Address_____________________________________________________________________________

City______________________ County_________________________ State_______ Zip__________________

Home Phone (       )___________________ Work(     )___________________ Cell (     )___________________
Email ____________________________________________________________________________________

Your Employer_____________________________________________________________________________

Address___________________________________________________________________________________

Name of Spouse (or Relative)_________________________________________________________________
Home Phone (        )__________________ Work(     )__________________ Cell (     )____________________

Emergency Contact ________________________Relationship_______________ Phone #_________________
Pharmacy Preference_______________________________ Phone____________________________________

For Patient Reminders, how would you like us to contact you?  FORMCHECKBOX 
Mail       FORMCHECKBOX 
Home Phone      FORMCHECKBOX 
Cell Phone     
PRIMARY INSURANCE___________________________________________________________________

Insured Name____________________________   Date of Birth_________________   SS#_____-____-______

SECONDARY INSURANCE________________________________________________________________

Insured Name____________________________   Date of Birth_________________   SS#_____-____-______

(I hereby authorize Optim Oncology to furnish information to insurance carriers concerning my illness and treatments.  I hereby assign to Optim Oncology all payments for medical services rendered to myself.  I understand that I am responsible for any amount not covered by insurance.

(I hereby authorize Optim Oncology to furnish medical record information to my Primary Care Physician and/or other physicians participating in my care as well as obtain records from Primary Care Physician if needed.
(I hereby authorize any agent of Optim Oncology to contact me by email, phone, or cell phone regarding appointment reminders, collecting my dept, test results etc.
(I have been told that photographs of me are necessary for identification to assure that the correct treatment is given.  I understand the photographs will be maintained with as much confidentiality as possible and I agree to have such photographs taken.
Patient Signature:________________________________________ Date:__________________
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