
PIEDMONT ONCOLOGY SPECIALISTS II, PLLC 
PATIENT INFORMATION FORM 

OFFICE USE ONLY:       New or Updated  Account# 

Patient Name: __________________________________________________________________________ 
Last  First  Middle 

Preferred Name to be called (Nickname): ____________________________________________________ 

Address: _____________________________________  PO Box: ________________________________ 
_____________________________________  ________________________________ 

Sex:  M  or  F  Date of Birth: ________________  SSN#__________­__________­_________ 

Employed:  Yes  or  No          Employer:____________________________________________________ 

Home Phone:(      )______________________  Work Phone:(  )____________________ ext_________ 

Mobile Phone:(  )______________________  Circle One:    Single    Married    Other_______________ 

Spouse’s Name: _____________________ Date of Birth: __________ SSN#_______­________­________ 

Reason for visit/diagnosis: _______________________  Referring Doctor: ________________________ 

Primary Care Physician: __________________________ Phone: (  )_____________________________ 

Emergency Contact: _____________________________ Relationship: ___________________________ 

Emergency Contact Home Phone:(  )________________ Alternate Phone:(  )____________________ 

INSURANCE INFORMATION 

Do you have Medicare?    Yes   or    No  If yes, Medicare ID#__________________________ 
Do you have Medicaid?    Yes   or    No  If yes, Medicaid ID#__________________________ 

Please fill out the information below only if you answered “No” to the above questions. 

PRIMARY INSURANCE 

Name of Insurance: ________________________ 
ID# ____________________________________ 
Claims Address: __________________________ 

__________________________ 
__________________________ 

Insurance Phone: _________________________ 
Effective Date: _________________________ 
Policyholder’s Name: _______________________ 
Policyholder’s SSN:______________________ 
Date of Birth: ____________________ 
Policyholder’s Employer:____________________ 
Employer Phone: ________________________ 
Relationship to Policyholder: _________________ 

SECONDARY INSURANCE 

Name of Insurance: ________________________ 
ID# ____________________________________ 
Claims Address: __________________________ 

__________________________ 
__________________________ 

Insurance Phone: _________________________ 
Effective Date: _________________________ 
Policyholder’s Name: _______________________ 
Policyholder’s SSN:_______________________ 
Date of Birth: _________________________ 
Policyholder’s Employer:____________________ 
Employer Phone: ________________________ 
Relationship to Policyholder: _________________



CONTINUED ON BACK → 

I hereby authorize Piedmont Oncology Specialists to release any information acquired in the course of my 
treatment to insurance carriers, attorneys, or agencies involved in the payment of my account as well as any 
physicians assisting  in my  care.  I hereby assign payment directly  to Piedmont Oncology Specialists  for 
medical services rendered to myself or my dependents.   I understand that Piedmont Oncology Specialists 
will  only  provide  services  that  my  physician  believes  are  in  my  best  interest,  and  I  accept  financial 
responsibility for all charges whether or not paid by insurance.  I understand that thes3e authorizations will 
remain in effect as long as my dependent or I remain a patient. 

Patient Signature: _____________________________________________  Date: ____________________ 

Relationship to patient, if other than patient: __________________________________________________ 

OFFICE USE ONLY:     Reviewed and Added to System By:__________________



Revised 08/14/06


