Willamette Valley Cancer Institute and Research Center

Oncology Associates of Oregon
Assignment/Financial Responsibilities/Consent

Patient’s Legal Name (Last, First MI) Preferred Name

Social Security# DOB / / Age

Billing Address City State Zip

Street Address City State Zip

Home Phone Cell Email @

Preferred Contact Method (circle): Cell Home  Email Other Preferred Language: Sex: M F
Marital Status (circle): Single Married Divorced Widow Ethnicity: Race:

Referring Physician Phone

Primary Care Physician Phone

Patient’s Employer Occupation Retired  Disabled
Responsible Party Relationship Phone

Primary Insurance Primary Insured Name DOB

Primary Group Number Primary Policy Number

Secondary Insurance Secondary Insured Name DOB
Secondary Group Number Secondary Policy Number

Tertiary Insurance Tertiary Insured Name DOB

Tertiary Group Number Tertiary Policy Number

ASSIGNMENT OF BENEFITS, AUTHORIZATION TO RELEASE MEDICAL INFORMATION:

I request that payment of authorized benefits from my insurance carrier be made either to me or on my behalf to Willamette Valley Cancer Institute and
Research Center and Oncology Associates of Oregon (collectively “WVCI”) for any services furnished to me by WVCI, and | hereby assign to WVCI all
assignable rights to payment for services rendered by WVCI, including all Medicare benefits if | am in that program. | authorize my insurance carrier to
release information regarding my coverage to WVCI. | authorize any holder of medical information about me to release it to the following when
applicable to determine benefits for related services: Division of Family Services, Centers for Medicare and Medicaid Services, insurers and/or agents of
these companies, or other healthcare providers assisting in my medical care. | understand and agree that my health information may be used and
disclosed by WV CI, other providers, and insurers for treatment, payment and health care operations purposes.

I understand that in order for WV CI to comply with the federally mandated initiative for electronic medication prescribing (e prescribing) software to
send prescriptions over the internet to pharmacies, these transmissions are done in a safe manner that protects the privacy of personal information. | agree
that WVCI may request and use my prescription history from other healthcare provides or third-party payors for treatment purposes as required by the
above-mentioned federal initiative. | authorize WV CI to obtain my prescription history.

FINANCIAL AGREEMENT:
I understand that | am financially responsible for any charges regardless of insurance coverage. Should | default, | agree to pay all cost of collections
including interest applied by collection agency, court cost and attorney fees. Any suit filed may be brought in the county where services are rendered.

I have read and agree to the provisions on this form and accept the terms. A duplicate of this form is considered the same as original.

THIS AGREEMENT/CONSENT WILL REMAIN IN EFFECT UNLESS REVOKED BY ME IN WRITING

Print Name:

First Ml Last
Signature of Patient (for patients 17 years of age or younger, parent or guardian MUST sign) Date / /
If legal representative, provide relationship to patient Employee Initials:

Last Revised Date: January 28, 2020



Willamette Valley Cancer Institute and Research Center
Oncology Associates of Oregon

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGMENT

Willamette Valley Cancer Institute and Research Center (WVCI) has a responsibility to protect the privacy of
your health care information. WVCI also has a responsibility to give a Notice of Privacy Practices that describes:

e how your health care info may be used and shared
e how you can get your health care info
e and whom to reach if you have questions, concerns, or complaints.

We may change the Notice of Privacy Practices at any time. You may call WVCI at 541-683-5001 or check our
website to get an up-to-date copy of the notice or to ask questions.

By my signature below, | agree that | have received the Notice of Privacy Practices of Willamette Valley
Cancer Institute and Research Center.

Patient Legal Name — First, Middle Initial, Last

Signature of Patient or *Personal Representative Date Time

*If this authorization is signed by a patient’s personal representative on behalf of the patient, please complete the
following:

Name of Personal Representative Relationship to Patient Phone Number

This form will be retained in your records.

For Internal Use Only
Willamette Valley Cancer Institute and Research Center

If acknowledgement was not obtained, please state the reason:

WVCI Employee

Printed name Signature

Last Revised Date: January 28, 2020



Willamette Valley Cancer Institute and Research Center

Oncology Associates of Oregon
CONSENT TO COMMUNICATE

Print Patient’s Legal Name - First, Middle Initial, Last Date of Birth

(Primary) (Work)

Phone Number Phone Number

1.

Alternate Contact Information Authorization

WVCI has my Authorization to: Leave medical information on my primary phone voicemail Y N
Contact me at my place of employment Y N

Leave medical information on voicemail at my place of employment Y N

Family / Friends Release of Information Authorization

| Authorize WVCI to speak with, and disclose my health information to, the following person(s) regarding my medical care
and treatment and payment for those services.

Y/ N

Name

Relationship to Patient ~ Phone Number Emergency
Contact?

Y /I N

Name

Relationship to Patient ~ Phone Number Emergency
Contact?

Y /' N

Name

Relationship to Patient ~ Phone Number Emergency
Contact?

Y/ N

Name

Relationship to Patient ~ Phone Number Emergency
Contact?

Y/ N

Name

Relationship to Patient ~ Phone Number Emergency
Contact?

3. Validation and Signature

I understand that | can change this list at any time by notifying WVCI in writing. Written revisions will not affect any action
taken in reliance on this consent before the written notice was received.

Signature of Patient Date
*If this authorization is signed by a patient’s personal representative on behalf of the patient, please complete the following:

Name of Personal Representative Relationship to Patient

Last Revised Date: January 28, 2020




Willamette Valley Cancer Institute and Research Center
Oncology Associates of Oregon

ATTENTION: If you do not speak English, language assistance services, free of charge, are available to you.
Call 1-541-683-5001.

ATENCION: si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia lingliistica. Llame al 1-541-683-5001.
CHU Y: N&u ban ndi Tiéng Viét, cé cac dich vu ho tro ngdn ngit mién phi danh cho ban. Goi s& 1-541-683-5001.
AR WREERER T A DI EESE S TRENIRS - 55205 1-541-683-5001

BHWUMAHMWE: Ecnn Bbl roBOpUTE Ha PYCCKOM fA3blKe, TO BaM A0CTYMNHbI 6becnaaTHble ycayru nepesosa. 38oHuTe 1-541-683-
5001.
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tal == USLICH 1-541-683-5001.

YBATA! fIKLLO BM pO3MOBAAETE YKPAIHCbKOIO MOBOIO, BU MOXKETE 3BEPHYTUCA A0 6E3KOLTOBHOI CNYKO6W MOBHOT NiATPUMKM.
TenedoHyiTe 3a Homepom 1-541-683-5001.

EEEE  HAEZEINS5E. EHOSEXZEFCHAWEITET, 1-541-683-5001 £T., HEE
(ST TEHKLLEELYN,

pla ghadr |3 el Coiaad 1S ) Sede ol 2l Slanle 38 e g i ld ) S G3lealy, lial o j3a 1-5001-683-541) i .
ATENTIE: Daca vorbiti limba romana, va stau la dispozitie servicii de asistenta lingvistica, gratuit. Sunati la 1-541-683-5001.

loutisg: 1o1GspHOMRSOW ootoan:, toaiSsiwRosOn INwiSsSswonu SososaguuioinsosY o gieing 1-541-683-

5001.

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfligung.
Rufnummer: 1-541-683-5001.

Ly o il el ol Sl ) om0 Sitid 30 S o K5 il 3 S cigaa
.5001-683-541-1 <!

ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-541-
683-5001.

Fou: HgunanIneguannsaldusmssomaenenmnldns Tns 1-541-683-5001.

Last Revised Date: January 28, 2020



