F. H. L. BLOOD & CANCER SPECIALISTS, LLC

6475 CARLISLE PIKE

MECHANICSBURG, PA  17050

(717) 766-0872
PATIENT INFORMATION:
Name: _____________________________________________  Male / Female   Date of Birth_____________Age___________
                           (Last, First, MI)
Address: ___________________________________________City _______________________State_______Zip____________

Home Phone: (____)_______________ Cell Phone (____)____________​​​​​_____ Social Security #_________________________

Marital Status:   M    S   W   D     Spouse Name_______________________________Employer_________________________

Religion: _________________Preferred Method of Notification________________ Email_____________________________

Ethnicity    (  Hispanic  (  Not Hispanic or Latino      

Race:  (  American Indian or Alaska Native    (  Asian    (  Black or African American  ( White

            (   Native Hawaiian or Other Pacific Islander       (   Other

Family Doctor: _______________________________________Phone No. ___________________________________________

Please list any individuals whom we are authorized to speak with regarding your care/ account. 

Name ________________________________________________ Phone Number  (____)_______________________________

Relationship __________________________Last Four Digits of SS# or Mother's Maiden Name________________________

Name _________________________________________________Phone Number (____ )_______________________________

Relationship__________________________Last Four Digits of SS# or Mother's Maiden Name_________________________

Who referred you to our office?  ______________________________

EMPLOYMENT INFORMATION:

Employer ______________________________________________________

Employer Address _______________________________________________ Phone No. (____)__________________________

INSURANCE INFORMATION:
Primary Insurance Carrier ______________________________Address____________________________________________

City /State ______________________________Zip___________ Ins. Co. Phone Number ______________________________

Policy Holder _______________________________________________________Date of Birth__________________________

ID # / Policy # _____________________________________Group________________Group Name______________________

Secondary Insurance Carrier _____________________________Address___________________________________________

City /State ______________________________Zip___________ Ins. Co. Phone Number ______________________________

Policy Holder _______________________________________________________Date of Birth__________________________

ID # / Policy # _____________________________________Group________________Group Name______________________

SPOUSE / PARENT / GUARDIAN/ RESPONSIBLE PARTY:
Name ___________________________________Date of Birth_______________Social Security #________________________

Address ________________________________________City / State ______________________Zip Code_________________

Employer ______________________________Address __________________________________________________________

City / State_____________________________Zip____________Phone No.  (____)____________________________________














       













      (OVER)

FHL Blood & Cancer Specialists, LLC

MEDICAL HISTORY:  
Please circle if you have any of these medical conditions:

High Blood Pressure (high/low)
 Yes
No
Autoimmune Disease (HIV/ Hepatitis/ Lupus)
Yes
No

Cancers



 Yes
No
Kidney/Bladder (dialysis/stones/ failure)
Yes
No

Psychiatric (anxiety/ depression)
 Yes  
No
Gastrointestinal (stomach/ulcers/colitis)
Yes
No

Muscles (bones/joints)


 Yes
No
Neurological (stroke/epilepsy/ migranes)
Yes
No

Diabetes (diet/medication/insulin
 Yes
No
Respiratory (COPD/ asthma/ emphysema) 
Yes
No

Thyroid (hyper/hypo/graves)

 Yes
No
Heart Disease (CHF/heart attack/stents)
Yes
No
Arthritis (rheumatoid/ osteoporosis)
 Yes
No
FAMILY HISTORY:

_____
Cancer (father /mother/sibling/grandparents)

_____ 
Heart Disease (father/mother/sibling/grandparent)

_____
Kidney Disease (father/mother/sibling/grandparent)
_____
Autoimmune Disease (father/mother/sibling/grandparent)

_____
Thyroid Disease (father/mother/sibling/grandparent)

_____
Arthritis (father/mother/sibling/grandparent)

_____
High Blood Pressure/ Stroke (father/mother/sibling/grandparent)

Surgeries?   If yes, please list ______________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

Hospitalization? If yes, please list___________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

Do you smoke?   
Yes    No
How Much? __________How long have you smoked?________________

Former Smoker?
Yes    No

Are you currently taking any medications? If yes, please list ____________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

Preferred Pharmacy Name __________________________Address______________________________________

Phone No. ________________________________________ RX Consent __________________________________

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

To the best of my knowledge, all of the above information is true and complete. I understand that I am responsible to pay for all services rendered to me, and that I am willing to make specific arrangements to pay whatever part if not covered by insurance on a timely basis (PLEASE REMEMBER THAT INSURANCE IS CONSIDERED A METHOD OF REIMBURSING THE PATIENT FOR FEES PAID TO THE DOCTOR, AND IS NOT A SUBSTITUTE FOR PAYMENT) IN ORDER TO MONITOR YOUR COST OF BILLINGS, WE REQUEST THAT OUR CHARGES FOR OFFICE VISITS BE PAID AT THE CONCLUSION OF EACH VISIT. Thank you
If this account is assigned to an attorney for collections and/or suit, the prevailing party shall be entitled to reasonable attorney's fees and cost of collection. I hereby assign all medical benefits to which I am entitled to my physician for services rendered to my dependent or me. This assignment will remain in effect until revoked, by me in writing, a photocopy of this assignment is to be considered as valid as the original.
PATIENT SIGNATURE _______________________________________________________DATE__________________________________

MEDICAL ASSIGNMENT / SIGNATURE ON FILE: 

I request that payment of authorized Medicare benefits be made either to me, or on my behalf to F. H. L. Blood & Cancer Specialist, LLC. for any services furnished me by that physician/supplier. I authorize any holder of medical information about me to The Center for Medicare and Medicaid Services, formerly the Health Care Administration, and its agents, any information needed to determine these benefits, or the benefits payable for related services.
SIGNATURE ________________________________________________________________ DATE__________________________________
