
PATIENT REGISTRATION

PATIENT’S NAME: _________________________________________________________________________________

MAILING ADDRESS: ________________________________________________________________________________

CITY: ______________________________STATE________ ZIP_____________COUNTY: ________________________ 

SOCIAL SECURITY NO: ___________________________________  DATE OF BIRTH: __________________________

HOME PHONE: ___________________________ CELL PHONE: ___________________________    

ALTERNATE PHONE: ___________________  

MARITAL STATUS:  o   SINGLE   o  MARRIED   o  DIVORCED   o  WIDOWED   o  LEGALLY SEPERATED

GENDER:   o  MALE    o  FEMALE    RACE: ____________________________________________________________ 

IF MARRIED SPOUSE’S NAME: ______________________________________________________________________

ARE YOU EMPLOYED? o  YES  o  NO          IF YES, WHERE: ______________________________________________

PRIMARY CARE PHYSICIAN: ________________________________________________________________________

REFERRING PHYSICIAN: ___________________________________________________________________________

EMAIL ADDRESS: _________________________________________________________________________________

WOULD YOU LIKE ACCESS TO OUR PATIENT PORTAL?    o  YES  o  NO  (MUST HAVE EMAIL ADDRESS)

EMERGENCY CONTACT ***  MUST BE LISTED ON YOUR HIPAA FORM  ***

NAME: ____________________________________________________ PHONE: _______________________________

RELATIONSHIP TO PATIENT: ________________________________________________________________________

DO YOU HAVE ANY ADVANCE DIRECTIVES?  o  YES        o  NO   o  LIVING WILL  o  MEDICAL POWER OF 

ATTORNEY

IF NO, WOULD YOU LIKE TO SPEAK TO SOMEONE CONCERNING ADVANCE DIRECTIVES?   o  YES  o   NO

IF YES, PLEASE PROVIDE OUR OFFICE WITH COPIES.

PLEASE PROVIDE INSURANCE CARD AND PICTURE ID TO REGISTRATION!

MRN______________________ 275 Dry Hill Rd. 
Beckley, WV  25801 
(304) 253-6060 or 
(304) 253-6080
FAX (304) 253-6086

39065-L23



PATIENT CONSENT FORM

As part of your health care, it is necessary to create, maintain and (in certain situations) share medical information 
concerning your health history and current health care services to carry out treatment, payment and health care 
operations. Our Notice of Privacy Practices describes how we may use and disclose your protected health information. 
You have the right to review our notice before signing this consent. You have the right to a paper copy of this Notice at any 
time. You may obtain a copy of this Notice from us or at www.clcancercenter.com.

The terms of our notice may change. We will post a copy of the current notice in our facility. At any time, you may request a 
copy of our current notice in effect.

You have the right to request that we restrict how protected health information about you is used or disclosed for health 
care treatment, payment or health care operations. We are not required to agree to this restriction, but if we do, we are 
bound by those restrictions to which we agree.

By signing this form, you consent to our use and disclosure of protected health information about you for health care 
treatment, payment, and health care operations, and you acknowledge that you have access to receive a copy of our 
Notice of Privacy Practices. You have the right to revoke this consent, in writing, except where we have already used or 
disclosed your information in reliance on your prior consent.

Patient/Personal Representative: ______________________________________________________________________

Date: ____________________________________________________________________________________________

275 Dry Hill Rd. 
Beckley, WV  25801 
(304) 253-6060 or 
(304) 253-6080
FAX (304) 253-6086
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STAMP OR WRITE

PATIENT HISTORY

NAME: AGE:




