
1000 East 21st Street, Suite 2000
Sioux Falls, SD 57105
(605) 322-6900

Form 7371-14 PS (Rev. 1/05)

Patient Information

I consent to treatment for myself or my family from 
Avera Medical Oncology & Hematology.

Patient/Guardian/POA Signature________________________________________   Date:__________________________

POLICY HOLDER INFORMATION (if different than patient)

Name: (Last)____________________________________ (First)___________________________________(MI)________

Date of Birth:_________________________        Social Security #:____________________________________________

Address:_ _________________________________________________________________________________________

City:___________________________________________State:____________________________Zip:_______________	

Name: (Last)____________________________________ (First)___________________________________(MI)________

Marital Status:    Single    Married    Divorced    Widow             Occupation:_ _____________________________________

Sex:    Male     Female                   Date of Birth:_______________  Social Security #:______________________________

Address:_ _________________________________________________________________________________________

City:___________________________________________ 	 State:____________________________Zip:______________

Home Phone #:__________________________________ 	 Work Phone #:______________________________________

Employer:_ _____________________________________ 	 Address:___________________________________________

Employment Status:   Full Time    Part Time	 Student Status:   Full Time    Part Time

Spouse’s Name:_ ________________________________ 	 Spouse’s Date of Birth:_ ______________________________

Spouse’s Employer:____________________________________ Work Phone #:_________________________________

Emergency Contact / Next of Kin:_____________________________________	 Relationship:_______________________

Home Phone:____________________________________ 	 Work Phone:_ ______________________________________

	Referring Physician:	_________________________________________________________________________________

	 Address:____________________________________________________________________________________

	 Phone:_ ______________________________________ 	 Fax:_ ________________________________________

	Primary Care Physician:	______________________________________________________________________________

	 Address:____________________________________________________________________________________

	 Phone:_ ______________________________________ 	 Fax:_ ________________________________________	


