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Today’s Date: ______________________  
UCBC Location: _____________________ 
UCBC Physician: ____________________ 
UCBC Account # ____________________ 

 
 

P
h
y
s
i
c
i
a
n
: 
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_
_   

               UCBC Account # 
___________________ 

Patient Information Form 

Name of Patient: _____________________________________   Date of Birth: ___________ Age: _____ 

Home Address:  ________________________________________________County:__________________ 

City, State, Zip: ________________________________________________________________________ 

Mailing Address (if different):_____________________________________________________________ 

Home Phone: (___)_________________ Cell:(___)___________________Work:(___)________________ 

Email Address: ________________________________________________________________________ 

Social Security Number: ________________________           Sex:  Male   Female 

Race:  African American or Black  Asian   Hispanic   White  American Indian or Alaska Native    
  Native Hawaiian or other Pacific Islander  Other 

Ethnicity:  Hispanic or Latino   Not Hispanic or Latino 

Preferred Language: _________________________ Religious preference: _________________________ 

 
Employment Status:  Full Time  Part Time  Not Employed Active Military   Retired Military 

Self Employed  Disabled  Unknown Retired     Date of Retirement: ________________________ 

Employer: _________________________________Occupation:_________________________________ 

Employer Address: _____________________________________________________________________ 

 

Emergency Contact  

Name: _______________________________________Relationship:______________________________ 

Address: _____________________________________________________________________________ 

Home Phone: (___)______________ Cell Phone:(___)_____________Work Phone:(___)_______________ 

Spouse Information: 

Marital Status:  Single  Married  Life Partner  Divorced    Widowed  

Preferred Pharmacy: _______________________________ Phone # ____________________________ 

 

Patient doctors Name Phone Number Location 

Primary Physician    

Referring Physician    

□ □ □ □ □
□ □

□□□□□

□ □
□ □

□ □ □ □

□ □ □ □ □
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Insurance Information 

I request that payment of authorized Medicare, Medigap, or other insurance benefits be made on my 
behalf to University Cancer & Blood Center, LLC for services provided.   
 
I authorize any holder of medical information about me to release to the Health Care Financing 
Administration and its agents, my Medigap insurer or any other insurance company about which I have 
provided billing information, any information needed to determine benefits payable. 
 
____________________________                                _____________________                    
 Patient Signature                 Date  

 INSURANCE INFORMATION 
(We will need a copy of your insurance cards, including Rx card. Please list Medicare and Medicaid if you have either.) 

 Primary Insurance Secondary Insurance 

Insurance 
Company 

  

Insurance Phone 
Number 

  

Policy/Group 
Number 

  

Policyholder’s 
Name 

  

Policyholder’s  
Date of Birth 

  

  
Do you have prescription drug coverage?   Yes  No   
If yes, through what program?_____________________________ 
 

Are you a resident of a skilled nursing facility?  Yes  No  
Name of Facility:_______________________________________________________________________ 
 
Facility Address:______________________________________ Telephone: (___)___________________ 

 
ADDITIONAL INFORMATION NEEDED FOR PROCESSING OF INSURANCE: 
 

Are you still working?  Yes  No  
 

Do you have employer group health coverage? Yes  No                       Number of employees: ______ 
 

Is your spouse still working? Yes  No                              Retirement Date: ___________ 
 

Are you covered through your spouse’s insurance?    Yes  No                 Number of employees: _____ 
 

 
Do you have a cancer or individual Policy you wish us to file for you? Yes  No  
 

Does it allow for assignment of benefits? Yes  No  
 
 
 

□ □

□ □

□ □
□ □

□ □
□ □

□□
□ □

 
 

Patient Name: _________________________ 

Date of Birth: _________________________ 

 
 



 

 
 

HIPAA Information 
I have agreed to let certain individual(s) participate in discussion and decisions related to my medical care. 
Therefore, I hereby give permission for University Cancer & Blood Center and his/her staff to disclose my 
personal information to the following individual(s): 
 
Name Relationship Phone 
 
 

  

 
 

  

 
 

  

 
 

  

 I do not authorize UCBC to communicate with anyone other than me, excluding all disclosures allowed 
by law.  

 
Conditions for disclosure (check the item(s) that apply: 

The practice may disclose my personal health information to the above individual(s) only in my presence. 
The practice may disclose my personal health information to the above individual(s) in discussions in 

    my presence and when I am not physically present, including disclosures by telephone, facsimile, email,  
    or regular mail. 

Other condition of disclosure:________________________________________________ 
 
I give authorization for University Cancer & Blood Center to communicate with me regarding my Private 
Health Information in the following manner (please check the item(s) that apply): 
 
Leave message on my home voicemail/cell phone                         Yes             No  

Leave message with a family member                                         Yes            No  

Send Message via Text Message                                                Yes            No  

Email                               Yes            No  

I understand that this consent may be revoked by me at any time by written notice to the practice. 
 

Patient Signature:__________________________________ Date:___________________________ 

 

Living Will & Power of Attorney 

Do you have a living will?               Yes             No  

Medical Power of Attorney to make medical decisions on your behalf?         Yes             No  

Name:_____________________________  Relationship:____________________________ 

Telephone:__________________________ 

(Please provide a copy of this document to our office to keep on file) 

 

□
□
□
□

□
□
□
□

□

□
□

□

□ □
□ □
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Patient Name: _________________________ 

Date of Birth: _________________________ 

 
 



 

 
 

INFORMED CONSENT 
 

Agreement 
 
CONSENT FOR TREATMENT AND RELEASE OF INFORMATION 
 
I AUTHORIZE University Cancer & Blood Center to provide medical care by today’s standards. Treatment 
may include drawing of blood (by venipuncture or finger stick). 
 
I CONSENT to University Cancer & Blood Center use and disclosure of all individually identifiable 
personal, health, financial, and demographic information (known as Protected Health Information or PHI) 
including human immunodeficiency virus, psychiatric, drug/alcohol abuse records: 
 
• Providing medical treatment 
• Obtaining payment and reimbursement 
• Obtaining authorizations from my insurance for medical procedures (where required) 
• Requesting healthcare services from other providers 
• Cooperating with other providers in my medical treatment 
• Fulfilling requests for information when specifically authorized by me 
• In addition, doing all other things directly related to providing healthcare to me 
 
The above purposes and all other uses are known collectively as Treatment, Payment and other healthcare 
operations or TPO. 
 
I AUTHORIZE any physician or healthcare facility to provide upon request and PHI including human 
immunodeficiency, psychiatric, drug/alcohol abuse records, venereal disease and any other statutory 
protected diseases to University Cancer & Blood Center when needed for the purposes of TPO. 
 
I also take responsibility for providing enough information order for the office staff to contact me 
efficiently by mail, telephone, and other forms of communication if necessary. I have been given a copy of 
University Cancer & Blood Center Practice Privacy Notice. I understand that my rights to restrict the use 
and disclosure of PHI and to revoke this consent at any time in writing. I understand that should I choose not 
to consent to the terms and conditions of University Cancer & Blood Center the practice has the right to and 
will withhold treatment except where required by law.  
 
The Health Insurance Portability and Accountability Act of 1996 prohibits the use and disclosure of 
protective health information for treatment, payment, and other healthcare operations without a signed 
consent and prohibits the use and disclosure of protective health information for non healthcare related 
activated without specific and explicit authorization.  
 
Effective: 04/13/2003   Revised: 06/03/2015 
 
Signature 

I agree to all provisions therein regarding responsibility for the above mentioned in this Informed Consent 
Document. I understand that diagnosis or treatment of me by University Cancer & Blood Center may be 
conditioned upon my consent as evidenced by my signature on this document. 
  
 

Patient Signature________________________________ Date: _______________  
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Patient Name: _________________________ 

Date of Birth: _________________________ 

 
 



 

 
 

FINANCIAL RESPONSIBILITY FORM 
 

Agreement 
 
Financial Responsibility 
 
Please read each line below and sign the page to acknowledge that you have read and understand our 
office policy regarding the payment of amounts that are the responsibility of the patient.  
 
Financial Responsibility 
 
For patients with no insurance coverage, payment is due at the time of service. As a self paying patient 
you will receive a discounted rate on your first visit as long as payment is made in full on the date of 
service. If other arrangements have to be made the office visit will be full charge. We accept cash, checks, 
and all other major credit cards.  
 
As a courtesy to you, we will bill your insurance carrier for all covered services. You will be required to 
pay all co-payments, deductibles and coinsurances at the time of your visit. All services not paid within 30 
days by your insurance company will become your responsibility. It is the patient’s responsibility to check 
their own insurance benefits and coverage.  
 
As our patient, we will provide the best possible care for you. Services we provide to you may or may not 
be covered by your insurance due to routine, non-covered, or “deemed medically unnecessary” by your 
insurance company. In the event your insurance company does not cover your services, you will be 
responsible. We will make every effort to let you know if we feel your insurance company may not cover 
your services. As a courtesy, we will obtain pre-certification for any procedures or treatments we schedule 
for you. Please understand pre-certification does not guarantee payment from your insurance company.  
 
For amounts due after insurance has processed the claim (such as unmet deductibles or non-covered 
services) we will send you three consecutive statements at 30 day intervals. 
 
You have 15 days after the third statement is sent to pay in full the balance indicated on the statement. If 
no payment is received, your account may be forwarded for collection process for further action, including 
additional billing fees.  
 
It is the patient’s responsibility to notify us of any changes in insurance, mailing address, or contact 
information.  
 
Your signature below signifies that you have read each item and understand your responsibility to this 
office as well as our responsibility to you and your care.  
 
Signature 
 
I acknowledge that I have been made aware of financial assistance opportunities at this clinic. 
 
 
 Patient Signature________________________________ Date: _______________ 
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Patient Name: _________________________ 

Date of Birth: _________________________ 

 
 



 

 
 
 

MID LEVEL CONSENT FORM 
Agreement 
 
University Cancer & Blood Center utilizes a Physician Assistant and Nurse Practitioner in our office for those 
levels of our practice that have been approved by the Georgia State Board of Medical Examiners.  
 
Signature 
 
I confirm my agreement to being treated by a Physician Assistant or Nurse Practitioner who is under the 
supervision of the physicians with University Cancer & Blood Center.  
 
 

Patient Signature________________________________ Date: _______________ 
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Patient Name: _________________________ 

Date of Birth: _________________________ 

 
 



 

 

 

AUTHORIZATION TO PROVIDE COUNSELING SERVICES 

Agreement 

During your care at University Cancer & Blood Center, your physician may recommend counseling as part 
of your ongoing cancer care. You have the option of receiving these services from any provider of your 
choice.  

Cancer Counseling Services 

University Cancer & Blood Center has the ability to provide you with professional mental health services 
through the Cancer and Counseling Services. University Cancer & Blood Center employs two oncology 
social workers, who are available to assist patients and their loved ones in coping with the emotional 
challenges of diagnosis, treatment, and beyond. Both are licensed mental health professionals who are 
available to provide counseling services on-site. These services are available as billable to some insurance 
plans and/or according to a sliding scale fee, for which the physician owners have an investment interest. 

In addition to the Cancer Counseling Services, the oncology social work department maintains a list of local 
and national support services available to assist you in managing the emotional aspects of your diagnosis, 
treatment, and beyond.  

Signature 

I understand that I have an option to receive Cancer Counseling Services from the provider of my choice.  

 

Patient Signature________________________________ Date: _______________ 
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Patient Name: _________________________ 

Date of Birth: _________________________ 

 
 



 

 

COMPUTED TOMOGRAPHY (CT) SERVICES 

Agreement 

During your care at University Cancer & Blood Center, your physician may order a Computed 
Tomography (CT) Scan. You have the option of receiving these services from the provider of your choice. 

Computer Tomography (CT) Services 

University Cancer & Blood Center has the ability to provide you with CT services, in which the physician 
owners have an investment interest. In addition to University Cancer & Blood Center, CT services are 
available at the following facilities: 

Athens Diagnostic Center 
706-316-3662 
 
Piedmont Athens Regional  
706-475-7000 
 
St. Mary’s Healthcare System 
706-389-3000 
 
MRI and Imaging of Athens 
706-549-1118 
 
American Health Imaging 
706-543-6006 
 

Signature 

I indicate that I understand that I have an option of receiving my CT scan from the provider of my choice.  

 

Patient Signature________________________________ Date: _______________ 
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Patient Name: _________________________ 

Date of Birth: _________________________ 
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_________________________________________________________________
I have ____ no known drug allergies OR ____ the drug allergies listed below:

____________________________________________________________________________________

Facility Name:    □ UCBC Medical Oncology   □ 
   □  Athens  □ Covington        □ Greensboro  

                 □  Lavonia □  Monroe  □ Toccoa     □ Winder
 _______________________

pain will go away completely.  However, there are risks linked with these drugs, and you can have side 

death.

Incomplete pain relief: 
 
Low testosterone levels in men: 
drop in men. This could change your mood and energy level. You may not want to have sex. 

Physical dependence:  You may not feel well if your dose is decreased too much or if you suddenly stop 

body aches, or you may feel easily bothered. 

-
ach. You may throw up. You may have trouble having a bowel movement. 

Slowed breathing:  If you take a dose that is too high, then you could have slowed breathing. You must 
only take the dose your doctor tells you to take. Do not use other drugs or drink alcohol while taking 

  You may feel sleepy and slow to react. If this happens, then you should not drive, 
use heavy machines or guns, be at unsafe heights, or be caring for someone else.

Tolerance: 
and you may not get the pain relief you had before. 
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Other Choices

a doctor who specializes in pain management, or you may decide to do nothing and live with the pain 
that you have. Your doctor will let you know what other choices may be best for you. How well any other 

drugs.

90 days or longer in one year, you must be observed by your doctor. You 

• A physical exam
• Lab work to test serum, sweat, urine, or blood
• 
• An interview to talk about how you are responding to treatment and new health problems that   
 you may have

miscarriage or having a baby born with a birth defect. Your baby can also be born addicted to the drug

Treatment Agreement

If you do not follow these rules, your doctor shall refer you to a specialist or primary care provider, no 
longer prescribe pain drugs for you, and/or release you from his or her care. 

Drug safety
1. You should lock your drugs in a safe place and keep them away from children. We will also re  
 view with you the right way to get rid of any extra drugs.
2. Do not sell, share, or let other people use your drugs. This is a crime and can cause overdoses.
3.   
 mediately to the police and to your doctor.
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1. You should stop taking all pain drugs that you have used in the past unless your doctor has told   
 you it is safe to keep taking them. 
2. 
3.   
 does not make you sleepy or confused.
4.   
 cause death.
5. You must tell your doctor about all drugs you are taking (including herbal and over the counter   
 drugs) and all health problems you are having. Your drug may not work well or may work   
 
6. You must tell your doctor about problems you have with any drugs.

1. 
2. You may not ask for pain drugs from any other doctors, other than in emergency rooms.
3. 
4. 
5. 
6.  
   
 be given Monday through Friday during normal business hours.
7. 

Appointments
1. You should keep all appointments with doctors, therapists, and counselors. If you miss or cancel   
   
 are no longer taking it. 
2. 

1. Your doctor may need to discuss your treatment with pharmacists and other providers.
2. 
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NOTE: If you do not believe that you really understand the risks, likely results, other choices, and possi-

____________________________________________________________________________________
I understand all the facts given to me in this form. I give my consent to UCBC physicians to prescribe 

___________________________________             __________________
  Date 

___________________________________

___________________________________  ___________________
Witness       Date 

-

___________________________________             __________________
Physician Signature     Date 

Consent and Agreement to Treatment



We may use and share your informa on as we: 
• Treat you
•
• Bill for your services
• Help with public health and safety issues
• Do research
•  Comply with the law
• requests
• Work with a medical examiner or funeral director
•  Addr rcement,  

and other government requests
•  

➤ See pages 3 and 4  
for more informa on  
on these uses and 
disclosures

You have the right to:  
• Get a copy of your paper or electronic medical record
• Correct your paper or electronic medical record
• Request confiden al communica n
• Ask us to limit the informa n we share
•  Get a list of those with whom we’ve shared  

your informa n
• Get a copy of this privacy no ce
• Choose someone to act for you
•  File a complaint if you believe your privacy  

rights have been violated

➤ See page 2 for 
more informa on on 
these rights and how 
to exercise them

Our  
Uses and  

Disclosures

Your  
Rights

➤ See page 3  for 
more informa on on 
these choices and  
how to exercise them

You have some choices in the way that we  
use and share informa on as we: 
• T
• Provide disaster relief
• Include you in a hospital directory
• Provide mental health care
• Market our services and sell your informa on
• Raise funds

This no ce describes how medical informa on about 
you may be used and disclosed and how you can get 
access to this informa n. Please review it carefully.

Your Informa on.  
Your Rights.
Our Responsibili es.

Your 
Choices

No ce of Privacy Prac ces  •  Page 1

3320 Old Jefferson Rd #700  Athens, GA 
www.universitycancer.com

(706)353-2990
Attention:  Loretta Goodson



No ce of Privacy Prac ces  •  Page 2

 
This sec on explains your rights and some of our responsibili s to help you.

Your  
Rights

Get an electronic or 
paper copy of your 
medical record 

 • You can ask to see or get an electronic or paper copy of your medical record and 
other health informa on we have about you. Ask us how to do this. 

 • We will provide a copy or a summary of your health informa on, usually within 30 
days of your request. We may charge a reasonable, cost-based fee.

Ask us to correct 
your medical record

 • You can ask us to correct health informa on about you that you think is incorrect  
or incomplete. Ask us how to do this.

 • We may say “no” to your request, but we’ll tell you why in wri ng within 60 days.

 • You can ask us to contact you in a specific way (for example, home or office phone) 
or to send mail to a different address. 

 • We will say “yes” to all reasonable requests.

Ask us to limit what 
we use or share

 • You can ask us not  to use or share certain health informa on for treatment, 
payment, or our opera ons. We are not required to agree to your request, and we 
may say “no” if it would affect your care.

 • If you pay for a service or health care item out-of-pocket in full, you can ask us not to 
share that informa on for the purpose of payment or our opera ns with your health 
insurer. We will say “yes” unless a law requires us to share that informa on.

Get a list of those 
with whom we’ve 
shar

 • You can ask for a list (accoun ng) of the mes we’ve shared your health informa n 
for six years prior to the date you ask, who we shared it with, and why.

 • We will include all the disclosures except for those about treatment, payment, and 
health care opera ns, and certain other disclosures (such as any you asked us to 
make). We’ll provide one accoun ng a year for free but will charge a reasonable, 
cost-based fee if you ask for another one within 12 months.

Get a copy of this  • You can ask for a paper copy of this no ce at any me, even if you have agreed to 
receive the no ce electronically. We will provide you with a paper copy promptly.

Choose someone  
to act for you

 • If you have given someone medical power of a orney or if someone is your legal 
guardian, that person can exercise your rights and make choices about your health 
informa n.

 • We will make sure the person has this authority and can act for you before we take 

File a complaint if 
you feel your rights  
are violated

 • You can complain if you feel we have violated your rights by contac ng us using the 
informa n on page 1.

 • You can file a complaint with the U.S. Department of Health and Human Services 

Washington, D.C. 20201, calling 1-877-696-6775, or visi ng www.hhs.gov/ocr/
privacy/hipaa/complaints/.

 • We will not retaliate against you for filing a complaint.
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In these cases, you have 
both the right and choice 
to tell us to:

•   Share informa n with your family, close friends, or others involved in your care

•  Shar r

•  rectory

If you are not able to tell us your preference, for example if you are unconscious, 
we may go ahead and share your informa on if we believe it is in your best interest. 
We may also share your informa on when needed to lessen a serious and imminent 
threat to health or safety.

In these cases we never  
shar
unless you give us  

•  

•  

•  Most sharing of psychotherapy notes

In the case of fundraising: •   We may contact you for fundraising efforts, but you can tell us not to  
contact you again.

we share.  If you have a clear preference for how we shar
w, talk to us. Tell us what you want us to do, and we will follow 

Your 
Choices

Treat you  • We can use your healt
share it with other professionals who are 
tr

Example:  A doctor trea ng you for an 
injury asks another doctor about your 
overall health condi on.

Run our  • We can use and share your health 
rove 

your care, and contact you when necessary.

Example:  We use health informa on 
about you to manage your treatment and 
services. 

Bill for your 
services

 • We can use and share your health 
informa n to bill and get payment from 
health plans or other en . 

Example: We give informa on about you 
to your health insurance plan so it will pay 
for your services.  

How do we typically use or share your health informa on?  
We typically use or share your health informa n in the following ways.

Our 
Uses and

Disclosures

con nued on next page
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Help with public health  
and safety issues

• We can shar
• Pr
• Helping with product recalls
• r
•
• Pr reducing a serious threat to anyone’s health or safety

Do research • We can use or shar research. 

Comply with the law  • We will share informa n about you if state or federal laws require it, 
including with the Department of Health and Human Services if it wants to 
see that we’re complying with federal privacy law.

Respond to organ and  
requests

•  We can shar rocurement 

Work with a medical 
examiner or funeral director

•  We can shar roner, medical examiner, or funeral 
director when an individual dies.

Address workers’ 

enforcement, and other 
government requests

• We can use or shar
•
• For law enforcement purposes or with a law enforcement official
• With health oversight agencies for ac vi s authorized by law

 • For special gover y y, and 
pr r

Respond to lawsuits and •  We can shar response to a court or 
rder, or in response to a subpoena.

How else can we use or share your health informa on? We are allowed or required to share your 
informa n in other ways – usually in ways that contribute to the public good, such as public health and research. 
We have to meet many condi ns in the law before we can share your informa on for these purposes. For more 
informa n see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html.

Special Notes:

We do not create or manage a hospital directory.

With your express permission, you may be contacted by Navigating Cancer to participate in the 
Patient Education program.

We may use and disclose your information for research purposes in certain limited circumstances.  
We will obtain your written authorization to use your health information for research purposes except 
when an Institutional Review Board or Privacy Board has determined that the waiver of your authori-
zation satisfies the following: 1)the use or disclosure involves no more than a minimal risk to your 
privacy; 2) the research could not practicably be conducted without the waiver; and 3) the research 
could not practicably be conducted without access to and use of the health information.
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Our Responsibili es

•  We are required by law to maintain the privacy and security of your pr
•   We will let you know promptly if a breach occurs that may have compromised the privacy or security  

of your informa n.
•   W
•   We will not use or shar re unless you tell us we can in 

change your mind. 

For more inform on see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/n epp.html.

Changes to the T
We can change the terms of this no ce, and the changes will apply to all informa on we have about you. 
The new no ce will be available upon request, in our office, and on our web site.

Effective Date: September 23, 2013

UNIVERSITY CANCER & BLOOD CENTER AT ITS FOLLOWING LOCATIONS:

ATHENS-CLARKE COUNTY
FRANKLIN COUNTY
WALTON COUNTY
STEPHENS COUNTY
BARROW COUNTY
PUTNAM COUNTY
NEWTON COUNTY

Patient Signature (NPP receipt acknowledged)




