RAHWAY REGIONAL CANCER CENTER

892 Trussler Place
Rahway, New Jersey 07065
Phone: (732) 382-5550  Fax: (732) 382-2407

PATIENT REGISTRATION
Patient Name: Today’s Date:
Address: City: Zip Code:
Cell Phone: Home Phone: E-Mail:
Date of Birth: Sex: Social Security #:
Male OO Female O
Race: Ethnicity: Preferred Language:
Marital Status: Name of Spouse: Date of Birth:
MmO sO wO bp0O

Referring Physician: Primary Care Physician:
Preferred Retail Pharmacy: Phone #: Address:
Employer: Phone #: Address:
Primary Insurance Company: ID #: Policy Holder:

Self 0 Spouse 0 Other
Secondary Insurance Company: ID #: Policy Holder:

Self 0 Spouse 0 Other O

| authorize the Rahway Regional Cancer Center to bill my insurance company for charges incurred during the
course of my treatment and to provide any medical information necessary to process this claim. | authorize
payment to be made directly to the Rahway Regional Cancer Center and a copy of this authorization may be
used instead of the original. | authorize the Rahway Regional Cancer Center to inquire about my accounts and
to receive any information about any and all of my Medicare and other insurance claims, assigned or non-
assigned and | understand that | am fully responsible for charges incurred with this treatment even though the
doctor files my insurance claim for me. | understand that delinquent accounts are subject to collection and
acknowledge responsibility.

Signature Date Witness



