
 

 
 
 
Patient Name  _________________________________________   Female    Male     Age ________ 

Address _______________________________________________   Home Phone _________________ 

City ________________________________  Zip ______________  SSN ________-_______-________ 

Birth Date ____/____/____   Single   Married   Widowed       

          May we give any medical information/results to your spouse?    Yes    No 

          May we leave lab/x-ray results on your answering machine?      Yes    No 

Occupation ___________________________________   May we contact you at work?   Yes    No 

Employer ___________________________________________  Phone # ________________________ 

Address _____________________________________________________________________________ 

Referred By __________________________________  Family M.D. ____________________________ 

Name of Spouse or Parent _____________________________________________________________ 

Spouse/Parent’s SSN  _______-______-________ Spouse/Parent’s Birth Date ________________  

Spouse’s Occupation ______________________________ May we contact him/her at work?   Yes  No 

Spouse’s Employer __________________________________________ Phone #____________________ 

Address _____________________________________________________________________________ 

 Person not living in your household to contact in case of an emergency: 

Name _______________________________________________________________________________ 

Relationship to patient __________________________________________________________________ 

Address __________________________________________________ Home Phone ________________ 

City _______________________________  Zip _________________  Work Phone _________________ 

Primary Insurance Name_______________________________________________________________ 

Policyholder/Sponsor Name _____________________________________ Birth Date _______________ 

Policy ID# __________________________ Group Name and/or Military Branch# __________________ 

Secondary Insurance Name ____________________________________________________________ 

Policyholder/Sponsor Name _____________________________________ Birth Date _______________ 

Policy ID# __________________________ Group Name and/or Military Branch# __________________  
 
To Our Patients: 
Fees for services rendered are payable at the time of service unless previous arrangements have been made, or 
hospitalization is required.  We accept assignment for Medicare and most insurance plans. I have read and give 
my consent for benefits to be paid directly to the above named doctors when lifetime assignment is indicated.  I 
hereby authorize medical and billing information to be released to my insurance company.    
       
Patient Signature __________________________________________   Date ______________________ 
 
Mark J. Adler, MD,  Daniel Vicario, MD  Rupa Subramanian, MD,   Derek Helton, MD  Fareeha Siddiqui, MD 

  Lynette Cederquist, MD  Chris Lewis, PA-C  Scott Shuford, NP  
910 Sycamore Ave., Suite 102  Vista, CA 92081  P: 760-598-1700  F: 760-598-1909  www.sdcancer.com 

1200 Garden View Rd., Suite 200  Encinitas, CA 92024  P: 760-434-6661  F: 760-634-6646 
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