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PATIENT INFORMATION 

 

LAST NAME  ____________________________ FIRST NAME ___________________________ MI ____ 

SS#_______-_______-_______       BIRTHDAY _____/_____/_____       

 

SEX      M □          F □              AGE __________ 

 

ADDRESS ___________________________________________________________________ APT#_________  

 

CITY ______________________________  STATE __________    ZIP __________ 

 

LANGUAGE ____________________________  ETHNICITY ____________________________   

  

RACE ____________________________    RELIGION ____________________________ 

 

PHONE #______________________   CELL PHONE # __________________________  

 

E-MAIL ________________________________________________________________________________________ 

 

SINGLE □      MARRIED □      WIDOWED □     SEPERATED □      DIVORCED □ 

                                                        

PATIENT EMPLOYED BY ________________________________________________________________________ 

 

OCCUPATION __________________________________________________________________________________ 

 

ADDRESS ___________________________________________________________________ APT#_________  

 

CITY ______________________________  STATE __________    ZIP __________ 

 

PHONE #______________________ EXT# __________________ DEPARTMENT _______________________  

 

IN CASE OF EMERGENCY WHO SHOULD BE NOTIFIED? ____________________________________________ 

 

PHONE#_________________________________ RELATIONSHIP________________________________________ 

 

WHOM MAY WE THANK FOR REFERRING YOU? ___________________________________________________ 

 

ADDRESS ___________________________________________________________________ APT#_________  

 

CITY ______________________________  STATE __________    ZIP __________ 

 

PHONE #______________________    
PRIMARY INSURANCE 

 

COMMERCIAL □ HMO □ MEDICARE □ MEDICARE REPLACEMENT □ MEDICAID □ UNION□   NONE □ 

 

INSURANCE COMPANY________________________________________________________________________ 

 

ID# ____________________________________________ GROUP# ______________________________________ 

 

ADDRESS_________________________________________________________PHONE #____________________ 

 

PERSON RESPONSIBLE (GUARANTOR) _______________________________RELATIONSHIP _____________  

 

SS#_______-_______-_______ BIRTHDAY______________ EMPLOYER__________________________________ 

 

ADDITIONAL INSURANCE 

 

INSURANCE COMPANY________________________________________________________________________ 

 

ID# ____________________________________________ GROUP# ______________________________________ 

 

ADDRESS_________________________________________________________PHONE #____________________ 

 

PERSON RESPONSIBLE (GUARANTOR) _______________________________RELATIONSHIP _____________  

 

SS#_______-_______-_______ BIRTHDAY______________ EMPLOYER__________________________________ 

 

PRESCRIPTION INSURANCE: 

 

INSURANCE COMPANY NAME: ______________________________PHONE NUMBER: _________________ 



ID NUMBER: _____________________________________GROUP NUMBER: ___________________________ 
AUTHORIZATION OF TREATMENT 

 
I the undersigned hereby authorize Advanced Cancer Clinic, Ltd/ Dr. Maciej Drazkiewicz to render treatment and/or therapy to myself that he deems 

medically necessary in order to treat the condition(s) I have requested from himself and his staff. 
 

Signature of Patient/Guardian: _________________________________________________ Date: ______________ 

 

 

LEGAL ASSIGNMENT OF BENEFITS AND RELEASE OF MEDICAL AND PLAN DOCUMENTS 

 
 In considering the amount of medical expenses to be incurred, I, the undersigned, have insurance/employee health care benefits coverage 

with the enclosed captioned, and hereby assign and convey directly to Advanced Cancer Clinic, Ltd/ Dr. Maciej Drazkiewicz all medical benefits 

and/or insurance reimbursement, if any, otherwise payable to me for services rendered from such doctor and clinic. I understand that I am financially 

responsible for all charges regardless of any applicable insurance or benefit payments and understand that these balances are due within 90 days from 

the date of insurance payment and/or denial and if outside collection attempts are necessary, I will also be responsible for all collection and legal fees. 

I hereby authorize the doctor to release all medical information necessary to process this claim. I hereby authorize any plan administrator or fiduciary, 

insurer and my attorney to release to such doctor and clinic and all plan documents, insurance policy and/or settlement information upon written 

request from such doctor and clinic in order to claim such medical benefits, reimbursement or any applicable remedies. I authorize the use of this 

signature on all my insurance and/or employee health benefits claim submissions. 

  I hereby convey to the above named doctor and clinic to the full extent permissible under the law and under the any applicable insurance 

policies/employee health care plan any claim, chose in action, or other right I may have to such insurance/ employee health care benefit plan with 

respect to medical expenses incurred as a result of the medical services I received from the above named doctor and clinic and to the extent 

permissible under the law to claim such medical benefits, insurance reimbursement and any applicable remedies. Further, in response to any 

reasonable request for cooperation, I agree to cooperate with such doctor and clinic in any attempts by such doctor and clinic to pursue such claim, 

chose in action or right against my insurers/employee health care plan, including, if necessary, bring suit with such doctor and clinic against such 

insurers/employee health care plan in my name but such doctor and clinic’s expenses. 

 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. I have read and fully understand this agreement. 
 

Signature of Insured/Guardian_________________________________________________  Date: ______________ 

 

MEDICARE AUTHORIZATION 

I request that payment of authorized Medicare benefits will be made either to me or on my behalf to Dr. M. Drazkiewicz for any services furnished to 

me by that physician. I authorize any holder of medical information about me to release to the Health Care Financing Administration and its 

agents any information needed to determine these benefits payable for related services. I understand my signature requests the payment to be 

made and authorizes release of medical information necessary to pay the claim. . In Medicare assigned cases the physician or the supplier 

agrees to accept the charge determination of the Medicare carrier as full charge, and the patient is responsible only for the deductible, co-
insurance, co-pays, and non-covered services. Co-insurance and deductible are based upon charge determination of the Medicare carrier. 

Beneficiary Signature: _______________________________________________________ Date: ______________ 

 

 

 

 


