
 

                            Patient Demographics  
 

 

 

General Information 

Name: DOB:   □Male     □Female 

SS#: Marital Status:  Ethnicity: Race: 

Address: City: 

State: Zip Code: Employer: 

Home Phone: Cell Phone: Email address: 

Referring  MD: PCP: 

Living Will: □Yes     □NO DNR: □Yes     □NO DPOA: □Yes     □NO 

 

Insurance Information 

Primary Insurance: 

Policy Number: Group Number: 

Policy Holder:  Relationship: Policy Holder DOB: 

Prescription Coverage Carrier:   

 

Secondary Insurance: 

Policy Number Group Number: 

Policy Holder: Relationship: 

 

Emergency Contact #1     □  We may speak to this person about your medical care 

Name: 

Relationship:  Phone: 

 

Emergency Contact #2     □  We may speak to this person about your medical care 

Name: 

Relationship:  Phone: 

 

Pharmacy Information: 

Preferred Pharmacy 

City State Zip 

Phone: 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



NEW HAMPSHIRE ONCOLOGY-HEMATOLOGY PA 
         

PATIENT'S LAST NAME: FIRST NAME: MIDDLE INITIAL: DATE OF BIRTH: 

TODAY'S DATE: NAME OF PHARMACY: PHARMACY PHONE NUMBER: 

         

MEDICATION LIST 
         

MEDICATION 

START 

DATE  

(At 

least 

year) 

DOSE AND 

INSTRUCTIONS 
REASON FOR TAKING 

PRESCRIBING 

DOCTOR 

Example:  Aspirin 9/15/2004 81 mg daily Cardiac health Dr. Jane Doe 

          

          

          

          

          

          

          

          

          

          

          

          

          

          

          

**PLEASE BRING ALL MEDICATION CONTAINERS WITH YOU TO YOUR FIRST VISIT.                               
Revised 07/2013 

         

         

         

         

         
 
 
 
 
 
 
 
 



 
 



 
 
 
 
 
 
 
  



  



 
 

 

HIPAA OMNIBUS RULE 

PATIENT ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

 

 

Date: ______________________________ 

 

 

The undersigned acknowledges receipt of a copy of the currently effective Notice of Privacy 

Practices for this healthcare facility.   A copy of this signed, dated document shall be as effective 

as the original.  I understand I have the opportunity to ask any questions regarding the privacy 

practices at NHOH.  
 

 

____________________________________         ________________________________ 

Please print your name         Please sign your name 

 

DOB:   ______________________________ 

 

____________________________________                  ________________________________ 

Legal Representative          Description of Authority 

 

 

PLEASE LIST ANY OTHER PARTIES WHO CAN HAVE ACCESS TO YOUR HEALTH INFORMATION:   (This 

includes step parents, grandparents and any care takers who can have access to this patient’s records): 
 

Name:  ______________________________       Relationship: ______________________________ 

 

Address:   _________________________________________      Phone:  ______________________ 

 

Name:  ______________________________       Relationship: ______________________________ 

 

Address:   _________________________________________      Phone:  ______________________ 

 

 

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

Office Use Only 
As the Financial Counselor, I attempted to obtain the patient’s (or representatives) signature on this Acknowledgement 

but did not because: 

It was emergency treatment    ______         

I could not communicate with the patient ______ 

The patient refused to sign   ______ 

The patient was unable to sign because  ______ 

Other (please describe)    ________________________________________________            

 

 

_________________________________________________________ 

                                     Signature & Date 
 
 
 
 
 

OR 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


