
First MI

City State Zip

Home Phone #:______________________Cell Phone #:________________________Marital Status:__________Sex:______

Social Security #:________________________________Occupation:_____________________________________________

Employer:_______________________________________________________Work Phone #:__________________________

Employer Address:______________________________________________________________________________________

Street City State Zip

Nearest Relative or Friend:________________________________________________Relationship:_____________________

Last First

Address:______________________________________________________________________________________________

Street City State Zip

Home Phone #:_______________________Cell Phone #:_______________________Work Phone #:____________________

In the event you are unavailable to be contacted by our office, please indicate any family member or friend

that we can release any or all information relating to your medical condition.

Name:

The undersigned authorizes, whether he/she signs as agent or as patient, direct payment to Beverly Hills

Oncology Medical Group of any insurance benefits otherwise payable to or on behalf of the undersigned for

Services rendered. It is understood by the undersigned that he/she is financially responsible for charges

not covered over and above the insurance payment. This is to make you aware that your insurance company

can deny payment for a multitude of reasons. Depending on your plan, your insurance can and may deny

payment based on the coverage of your policy. We do not know until your insurance company is billed.

Insurance Companies do not guarantee payment until they have received your claim. If your claim is

denied, Beverly Hills Oncology Medical Group will resubmit the claim. After such resubmission, if the claim

is still denied we will bill you for the procedure.

I agree to be personally and fully responsible for payment to Beverly Hills Oncology Medical Group.

Date:_________________________Signature:______________________________________________________________

Relationship if other than patient:_________________________________________________________________________

Patient Information

Address:________________________________________ _______________________ __________ ________________

Street

Name:____________________________ __________________________ __________ Birth Date:___________________

Last

Assignment of Benefits and Waiver of Liability

Phone Number:

Emergency Information

Relationship:
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I hereby authorize:_________________________________________________________

To release information from my medical records:

Patient Name:____________________________________________________________

Date of Birth:_____________________________________________________________

Social Security Number:____________________________________________________

Records Specifically Requested:

Surgery Report(s)

Pathology Report(s)

X-Ray and Nuclear Medicine Reports

Consultation / History & Physical

X-Rays and Scans

Radiation Therapy Records

Other:_______________________________________

________________________________________________________________________

____________________________________________ __________________________
Patient Signature Date

PLEASE FORWARD RECORDS TO:

 Beverly Hills Cancer Center

8900 Wilshire Boulevard
Beverly Hills, CA 90211
Tel: 310-432-8900 Fax: 310-432-8901

AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS

Chemo Therapy Records
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Patient Questionnaire Date:__________________

Late Name: First Name: Date of Birth:

Primary Care Physician/ Referring Physician:

Reason for Today's Visit:

Past Medical History: (Please check all that apply and explain)

__Glaucoma __Cataracts

__Asthma __Emphysema

__Tuberculosis __Blood Transfusions

__High Blood Pressure __Heart Disease/Procedures

__Ulcers __Thyroid Disease

__Seizures __Jaundice/Cirrhosis

__Gall Bladder Disease __Diverticulitis

__Hemorrhoids __Colon Polyps

__Prostate Disease __Kidney

__Inguinal Hernia __Diabetes

__Lupus __Scleroderma

__Stroke __Blood Clots

__Other:

Have you previously been treated for cancer: Yes No

If so, please explain:

Past Surgical History/Hospitalizations:
Reason: Hospital:

Present Medications:
Dose: How Often:

Allergies ___Yes ____No

(If YES, please list any allergies that you have, including medications and shellfish and type of reaction):

Patient Epidemiological Information

Date (month/year):

Medication Name:
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Page 2

Review of Systems: (Please circle current or recent symptoms you have experienced)

General: fevers, chills, drenching sweats, weight loss, weight gain

Skin: color changes, itching, bruising, bleeding, rash, change in birthmarks/moles

Lymph Nodes: enlarged or painful glands in the neck, groin or underarms

Endocrine: hot/cold intolerance, appetite change, increased thirst

Hematology/Immune: anemia, recent bleeding, blood clots, recurrent infections

Musculoskeletal: arthritis, painful or swollen joints, osteoarthirits, muscle weakness or wasting, cramps,

back pain, leg swelling

Head/Neck: Headaches, migraines, vertigo, fainting spells, head trauma, visual changes, double vision, deafness,

ear ringing/pain, nosebleeds, mouth sores, dental problems, sore throat, difficulty swallowing, voice changes

Respiratory: shortness of breath, cough, wheezing, aputum production coughing up blood

Cardiovascular: palpitations, irregular heartbeat, chest pain

Gastrointestinal: nausea, vomiting, abdominal pain, diarrhea, blood in stools, black tarry stools, tea colored urine,

yellow skin or eyes

Genitourinary: urgency, frequency, urinating at night, painful urination, hestancy, pelvic pain, libido (sexual desire),

erectile dysfunction (male), hematuria (blood in urine)

Neurologic: focal weakness, numbness or tingling, involuntary movements, walking difficulties, balance problems,

coordination problems, seizures

Are you experiencing pain now? No Yes If Yes, Location of pain:

Level of Pain:

(no pain) (very painful)

Treatment for pain:

FEMALE PATIENTS ONLY: Are you pregnant? Yes No

Age of first menstrual period:_____________________ Age of last menstrual period:_____________________

Have you ever used estrogen? Yes No How many years?

Have you ever used birth control? Yes No Type: How Long:

Number of Pregnancies:

Number of Biological Children: Number of Adopted Children:

Past Surgery on Breasts? Yes No

Hysterectomy? Yes No If yes, when:

Family History of Health Problems (Please list and major health problems your family has experienced):

Mother:

Father:

Brothers:

Sisters:

Social History:

Occupation: Highest Level of Education:

Do you exercise rountinely: Yes No

Marital Status:

Who lives within your household:

Do you use Alcohol? Yes No Past use of Alcohol: Yes No

Frequency of Use: Amount:

Do you currently smoke/use tobacco product? Yes No When did you quit: Years of use:

Does someone in your home smoke? Yes No

Patient Signature: Date:

Reviewed by Physician:__________________________ Reviewed by Nurse:________________________

Patient Questionnaire Con't

Children (gender/age):

0 1 2 3 4 5 6 7 8 9 10

(some pain)

Age of first Pregnancy:

If yes, type of surgery and date:

If yes, how frequently:
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Please answer the following questions if you are able to do so. The nursing staff will
provided assistance if necessary.

Name: Date:

1. Do you have a:

Durable Power of Attorney for Health Care? Yes No
Living Will? Yes No

2. If 'yes' to either of the above, please provide us with a copy for your chart

3. If 'no', would you like more information? Yes No

FOR NURSING STAFF USE ONLY

1. Copy of Advanced Directive Requested

Received

2. Information given:
a. "Your Right to Make Decisions About Medical

Treatment" Pamphlet

b. DPAHC Form

c. Living Will Form

d. Referral to:

Comments:

Date

Date

Advanced Directives Questionnaire

Signature

Date

Date

Date

Date

RN Signature Date
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Notice of Privacy Practices

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND
HOW YOU CAN GET ACCESS TO THIS INFORMATION AS REQUIRED BY THE PRIVACY REGULATIONS
CREATED AS A RESULT OF THE HEALTH INSURANCE PORTABILITY AND ACCOUNTABLITY ACT OF 1996
(HIPAA). PLEASE REVIEW IT CAREFULLY.

Our pledge to you.
We understand that medical information about you is personal. We are committed to protecting medical information about you. Each
time you visit a hospital, physician or other healthcare provider, a record of your visit is made. This notice applies to all of the records
of your care that we maintain, whether created by facility staff or your personal physician.
As required by law, we will:
 keep medical information about you private;
 provide, or make available, as applicable, this notice of our legal duties and privacy practices with respect to medical

information about you; and
 follow the terms of the notice that is currently in effect.
Obtain a copy of this notice
You have the right to a current copy of this notice. You may obtain a copy of this notice any time in person or by written request
How we may use and disclose medical information about you
We will share medical information about you for purposes of treatment, such as sending medical information about you to your
physician or specialist as part of a referral, to obtain payment for treatment, and to support health care operations.

We may use health information about you without prior authorization for several other reasons. Subject to applicable law to carry out
their duties, we may give out medical information about you to other entities for:

 public health authorities that are authorized by law to collect the information (such as, births, deaths, public surveillance)
 abuse, neglect or domestic violence reporting when it is a threat to your safety and the safety of another individual or the

public
 health oversight audits or inspections
 research studies
 workers’ compensation purposes
 emergencies
 requests from law enforcement, or in response to valid judicial or administrative orders
Your rights regarding medical information about you

 You have the right to look at or get a copy of medical information that we use to make decision about your care. We
will provide you with a form you can complete to make the request. If you request copies, however, we may charge
a fee for copying, mailing and other related supplies. If we deny your request to review or obtain a copy, you may
submit a written request for review of that decision.

 You have the right to request us to amend your health information if you believe it is incorrect or missing. We will
provide you a form which you can complete to make the request. We may deny your request to amend a record if the
information was not created by us, if it is not part of medical information maintained by us, or if we determine that
the record is accurate. If we deny your request to amend, you may submit a request to review that decision by us not
to amend the record.

 You have the right to make a written request to us for a list of instances where we have disclosed medical
information about you other than for treatment, payment, health care operations or where you specifically authorized
disclosure.

 You have the right to request that medical information about you be communicated to you in a confidential manner.
 You may request, in writing, that we not use or disclose medical information about you for treatment, payment or

healthcare operations or to persons involved in your care except when specifically authorized by you, when required
by law, or in an emergency. We will consider your request but our processes may not be able to accommodate it and
we are not legally required to accept it. We will inform your of our decision on your request.

All written requests for review of denials should be submitted to our Facility Privacy Officer

Other uses of medical information
In any other situation not cover by this notice, we will ask for your written authorization before using or disclosing medical
information about you. If we request and obtain your authorization to use or disclose your medical information, you can later revoke
authorization by notifying us in writing.
Complaints
If you are concerned that your privacy rights may have been violated, or you disagree with a decision we made about access to your
records, you may contact our Facility Privacy Office in writing. Finally, you may send a written complaint to the U.S. Department of
Health and Human Services Office of Civil Rights. Under no circumstance will you be penalized or retaliated against for filing a
complaint.

If you have any questions regarding this Notice of Privacy Practices please contact us at Beverly Hills Cancer Center, 8900
Wilshire Blvd, Beverly Hills, CA 90211, or call 310-432-8900.

Facility Privacy Officer
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Patient HIPAA Statement

I understand as part of my healthcare, the Beverly Hills Cancer Center originates and maintains health records
describing my health history, symptoms, examination and test results, diagnoses, treatment, and any plans for future
care or treatment. I understand this information serves as:

 A basis for planning my care and treatment;

 A means of communication among the many health professionals who contribute to my care;

 A source of information for applying my diagnosis and health information for billing purposes;

 A means by which a third-party payer can verify that services billed were actually provided;

 And a tool for routine healthcare operations such as assessing quality and reviewing the competence of
healthcare professionals.

I acknowledge that I have read and understand Beverly Hills Cancer Center’s Notice of Privacy Practices, which
provides a more complete description of information uses and disclosures. I have the right to review this notice prior
to signing this consent. I understand the organization reserves the right to change their notice and practices at any
time and I may request a copy of any revised notice by contacting our Privacy Officer at (310) 432-8900.

I understand I have the right to request restrictions as to how my health information may be used or disclosed to
carry out treatment, payment, or healthcare operations and that this organization is not required to agree to the
restrictions requested.

This acknowledgement is given freely with the understanding that any and all records, whether written, oral or in electronic
format, are confidential and cannot be disclosed without my prior written authorization, excepted as authorized by law. A
photocopy or fax of this consent is as valid as this original.

Print Patient’s Name Date

Patient’s Signature (or personal representative) Date
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