SHENANDOAH ONCOLOGY, P.C. & VALLEY HEALTH RADIATION ONCOLOGY NEW
PATIENT HISTORY FORM

Patient Name:

Last First M.1. Today’s Date

Referred By DOB Marital Status Heiaht Weiaht

HISTORY OF PRESENT ILLNESS: Please describe the problem for which you are referred today.

PAST HISTORY ' If you need additional space, it is provided on the last page.

Surgeries (with dates) Medical Conditions

Blood Transfusion History:
Yes [ No If yes, when?

Reproductive History:

Number of pregnancies _ Number of children: Age at first pregnancy:

Age at first period _ Ageat last period: Are you pregnant now 'Y [N
Hysterectomy: 'Y [IN  Ovaries removed Y ON

Hormone use: 'Y [IN Oral contraceptive use Y ON

Preventive Health Maintenance: Please provide dates for each answer or write “none”
Circle One: Male OR Female

Last mammogram: Last Prostate exam:
Last Pap smear: Last PSA screening:
Last colonoscopy: Last Flu vaccine:

Last bone density scan:

Last pneumonia vaccine:

SOCIAL HISTORY

Substance Do you use? What Type? How Much? How Often? If quit, when?
Alcohol: Y TIN
Tobacco: Y TIN
Caffeine: Y [N

Recreational Drugs: Y [IN




FAMILY HISTORY: Please list any illnesses in your family including all cancers (i.e. breast cancer,

blood disorders (i.e. anemia, blood clotting disorders, etc.)

ovarian cancer, etc.) and

Relationship IlIness DlEghess Deceased Relationship: IlIness DIEEESE Deceased
Age Age
Mother: 1Y [IN Brothers: Y [IN
Father: Y [N 'Y [N
Grandmother (P): Y [N 'Y [N
Grandfather (P): Y [IN Sisters: 'Y [N
Grandmother (M): Y [N Y [IN
Grandfather (M): Y [N Y [IN
Children: 'Y [N
Y [N
Y [N
REVIEW OF SYSTEMS
Constitutional Breast Skin
Weight Loss Y [N Mass Y [N Rash 'Y [N
Poor Energy Level Y [N Pain Y [N Nodules Y [N
Fever Y [IN Nipple Discharge Y [N Itchiness 'Y [N
Chills Y [N Change in Size Y [N Lesions Y [N
Night Sweats Y [N Change in Shape Y [N
Neurological
Eyes Gastrointestinal Confusion Y N
Double Vision Y [N Nausea Y [N Seizures Y [N
Vision Loss Y N \VVomiting Y [N Fainting Spells Y [IN
Flashing Lights Y N Jaundice Y N Tremors Y N
Abdominal Pain Y [N Speech Change Y [N
ENT/Mouth Maroon/Black Stool Y N Headache Y N
Ringing in Ears Y [IN Constipation Y [IN Abnormal Gait Y [N
Hearing Loss Y [N Diarrhea Y [N Weakness 'Y [N
Oral Ulcers Y [N Vomiting Blood Y [N Sensory Change Y N
Mouth Pain Y [N Difficulty Swallowing Y [N
Sore Throat Y [IN Psychiatric
Difficulty Swallowing Y N Urinary Anxiety Y N
Hoarseness Y [N Painful Urination 'Y [N Depression Y [IN
Blood in Urine Y [N
Cardiovascular Increased Frequency 'Y N Endocrine
Chest Pain Y [IN Loss of Control Y [IN Excessive Urine 'Y [N
Palpitations Y [N Impotence 'Y [N Excessive Thirst 'Y [N
Fainting Spells Y [N Hot Flashes Y [N
Leg Swelling/Pain Y [N Gynecological Heat/Cold Intolerance Y N
Arm Swelling/Pain Y [N Vaginal Discharge Y [N
Pelvic Pain Y [N Hematological
Respiratory Abnormal Bleeding Y N Nose Bleeds Y N
Cough Y [N Bleeding Gums Y N
Wheezing Y [N Musculoskeletal Easy Bruising Y [N
Shortness of Breath Y [N Muscle Pain Y [IN
Coughing Blood Y N Spine Tenderness Y N Lymphatic
Pain with Breathing Y [N Swollen Joints Y [N Enlarged Lymph Nodes 'Y [N
Joint Redness Y [N Swelling in Arms/Legs 'Y [N
Bone Pain Y [IN



Radiation/Chemo History:

Previous Radiation Therapy: Yes No If yes, where?

Previous Chemotherapy: Yes No If yes, where?

Patient Preferences:

Do you have any special cultural/religious belief/practices you would like the staff to be aware of? Yes [ No

Do you have a durable power of attorney or a living will? "1Yes [1No

Do you have a current Advanced Directive? Yes
I No

Avre there any language barriers that the staff needs to be aware of? "1Yes I No

Do you feel unsafe or threatened by anyone? "1Yes [1No

Do you have any thoughts of hurting yourself or anyone else? Yes [ No

REFERRING PHYSICIANS: Please list all referring physicians and others you are currently seeing.
Physician Address Phone Number

PHARMACY: : Please list your pharmacy information.
Pharmacy Address Phone Number

Are you a veteran? Yes or No If yes, which branch of military did you serve and in what years did
you serve?

Have you ever accessed the VA for any services? Yesor No  If so, what services did you use?

Are you eligible for Veteran’s Benefits due to a spouse’s military service? Yes or No

ADDITIONAL NOTES: Please use this space to complete any additional notes that were not completed above.

Patient Signature:

Patient Printed Name:

Date:




SHENANDOAH
CONCOLOGY

Specializing in Cancer Care & Diseases of the Blood

Current Medication Form

Name:
DOB:

Pharmacy Name:

Address:

Phone/Fax:

Allergies & Adverse Reactions

Medication Reaction

Current Medications
Prescription, over-the-counter, and herbal remedies

Medication Dose Schedule

Reviewed By: Date:




SHENANDOAH _
Acknowledgment of Receipt of
NCOLOGY Notice of Privacy Practices

Specializing in Cancer Care & Diseases of the Blood

Shenandoah Oncology, P.C. is committed to protecting your privacy and ensuring
that your health information is used and disclosed appropriately. This notice of
Privacy Practices identifies all potential uses and disclosures of your health
information by our practice and outlines your rights with regard to your health
information. Please sign the form below to acknowledge that you have received our
Notice of Privacy Practices.

| acknowledge that | have received a copy of the Notice of Privacy Practices of
Shenandoah Oncology, P.C.

Printed Name;: DOB:

Signature:

Name of Representative (if appropriate):

Signature of Representative (if appropriate):

Shenandoah Oncology, P.C. Use Only

Date acknowledgement received:

OR

Reason acknowledgement was not obtained and employee signature:

Signature:




e

HENANDOAH AUTHORIZATION FOR RELEASE OF
”NCOLOGY RECORDS TO

SHENANDOAH ONCOLOGY, P.C.

Specializing in Cancer Care & Diseases of the Blood

Date:

Medical Records Phone: 540-450-0682
Medical Records Fax: 540-667-3408

| hereby authorize Dr.

to release information from the records of:

(Leave Blank)

Patient Name

Street Address

City, State, Zip Code

Telephone Number

Date of Birth

Signature of Patient

| authorize that the following records may be sent:

N Y O B R B

Physician notes/letters

Hospital Records

Treatment Records

Laboratory and Pathology results
Pathology slides & tissue blocks
Radiology reports and disks

All of the above



SHENAND()AH Authorization of Release of
NCOLOGY Medical Information

Specializing in Cancer Care & Diseases of the Blood

Date:

| hereby authorize Shenandoah Oncology, P.C. to release information from the records of:

Patient Name Street Address

City, State, Zip Code Telephone Number

Date of Birth

Signature of Patient

You may release this information to the following individuals:

Name & Relationship Phone Number

Name & Relationship Phone Number

Name & Relationship Phone Number



SHENANDOAH
& NCOLOGY

Specializing in Cancer Care & Diseases of the Blood User Electronic Mail Authorization Form
Patient Portal: My Care Plus

My Care Plus, the Patient Portal, offers convenient and secure access to your personal health record. As the patient, you
are in control of your Portal record: we will not activate your personal account unless you authorize us to do so.

Because personal identifying information and other information about your health and medical history is available via
the Portal, it is very important that you keep your password private. Do not share your password with anyone or write it
in a place easily accessible to others.

If you choose not to execute this User Electronic Mail Authorization Form, you will not be able to access the Portal. If
you choose to submit this form, you understand you are consenting for us to email you a unique link that you will use to
create a password in order to access the Portal. Please look for an email from My Care Plus promptly after submitting
this form. For your protection, the link is designed to expire quickly if not used. If you should change email addresses,
please contact your physician’s office in order to provide your new email information so that you will continue to receive
updates and other pertinent information about the Portal or your record. Please choose an email address [one email
address per patient] that will not be subject to access by anyone you do not trust.

If you wish to discontinue utilizing the Portal, please contact your physician’s office.

Terms

You are receiving access to the Portal, the terms and conditions of the Portal shall apply to this User Electronic mail
Authorization Form. Please write legibly.

Patient’s Name [printed] Email Address of Patient/Authorized User

Date of Birth of Patient Physician’s Name

Authorized user is:

[] Patient Patient’s Designee’s name [Printed]
[] Patient’s Designee

Patient’s medical Record Number Patient’s Designee’s Signature

Patient’s Signature Date

Signature of Practice Staff Date



ATTENTION: If you speak Spanish, Korean, Vietnamese, Chinese, Arabic, Tagalog, Persian, Amharic, Urdu, French, Russian,
Hindu, German, or Bengali, language assistance services, free of charge, are available to you. Call Tiffany Breeden at 540-662-1108

Atencion: Si usted habla espafiol, Coreano, vietnamita, Chino, Arabe, neerlandés, persa, Amharic, Urdu, Francés, Ruso, hindu,
aleman, Dengali o Kru, servicios de asistencia de idioma, de forma gratuita, estan disponibles para usted. Llamada Tiffany Breed en
540-662-1108
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Nga, Hindu, Brc, Dengali, hodc Kru, Dich vu hd trg' ngdn ngitt, mi&n phi, cé san cho ban. Goi Tiffany Breed tai 540-662-1108
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PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag
sa Tiffany Breeden (540) 662-1108
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ATTENTION : Si vous parlez espagnol, coréen, vietnamien, chinois, arabe, Tagalog, persan, amharique, ourdou, Frangais,
russe, hindou, allemand, Bengali ou Kru, services d'assistance linguistique, gratuites, sont a votre disposition. Tiffany
Breeden appel a 540-662-1108
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Achtung: Wenn Sie Spanisch, Koreanisch, Vietnamesisch, Chinesisch, Arabisch, Tagalog, Persisch, Amharisch, Urdu,
Franzdsisch, Russisch, Hindu, Deutsch, Bengali oder Kru sprechen, sind Sprache Assistance-Leistungen, unentgeltlich zur
Verfiigung. Rufen Sie Tiffany Breeden bei 540-662-1108
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