
 



 

 

 

 

 

 

 

 

  

 

 

 

 

Dear Patient: 

 

 

Welcome to Tallahassee Memorial Cancer Center’s Radiation Oncology Department. We 

look forward to meeting and learning more about you during your first appointment. 

 

Please complete the following forms and bring them with you on the day of your 

appointment. This will allow us to process your paperwork in a timely manner. If you 

have any questions or need assistance please do not hesitate to call us at the number 

below. 

 

*Please arrive 30 minutes early to allow us to review all forms. 

 

In addition to these forms, please bring your insurance card(s) and a valid photo ID. 

 

Thank you for your assistance in advance. We look forward to seeing you. 

 

 

 

Sincerely, 

Front Office and Registration Staff 

Tallahassee Memorial Cancer Center 

Radiation Oncology Department  

1775 One Healing Place 

Tallahassee, FL 32308 

Phone: (850) 431-5255 

Fax: (850) 431-3989 

 
 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

NEW PATIENT / FOLLOW-UP DEMOGRAPHICS 

PATIENT: Please complete all of the following information and return to the receptionist along with your 

insurance cards and photo identification to copy for our records. 

 

Patient Name: ________________________________________________ DOB: ____________________  

 

Address: ______________________________________________________________________________ 

 

City: ____________________________________ State: ________________ Zip Code: _______________ 

 

Home #: ____________________ Work #: ___________________ Cell or Other #: __________________ 

 

Social Security #: ________-_______-________ Race: ________________ Marital Status: ____________ 

 

Employer: _____________________________________________________________________________ 

 

Employer Address: ______________________________________________________________________ 

 

City: ____________________________________ State: ________________ Zip Code: _______________ 

 

Insurance #1: __________________________________ Policy #: ________________________________ 

 

Group #: __________________________ Policy Holders Name: _________________________________ 

 

Policy Holders DOB: ______________________ Relationship to Insured: __________________________ 

              (Self/Spouse/Parent/Guardian) 

Insurance #2: __________________________________ Policy #: ________________________________ 

 

Group #: __________________________ Policy Holders Name: _________________________________ 

 

Policy Holders DOB: ______________________ Relationship to Insured: __________________________ 

              (Self/Spouse/Parent/Guardian) 

NEXT OF KIN / EMERGENCY CONTACT 

 

Name: ____________________________________________ Relationship to Patient: ________________ 

 

Address: ______________________________________________________________________________ 

 

City: ____________________________________ State: ________________ Zip Code: _______________ 

 

Home #: ____________________ Work #: ___________________ Cell or Other #: __________________ 

 

Employer Address: ______________________________________________________________________ 

 

City: ____________________________________ State: ________________ Zip Code: _______________ 

 

I certify that the information above is accurate to the best of my knowledge. 

 

___________________________________________________  _____________________ 

Patient Signature        Date 

 

 

 



         
         

 

 

 

 

 

 

Information Release 
The physicians and staff of Radiation Oncology consider all patient information confidential. 

Please list all individuals with whom we may discuss your medical condition, test results, and/or 

treatment plan. Please sign below indication you have given this authorization.  

 

YOU MAY DISCUSS MY TREATMENT WITH: 

 

1. ______________________________________Relationship_______________________ 

 

2. ______________________________________Relationship_______________________ 

 

3. ______________________________________Relationship_______________________ 

 

4. ______________________________________Relationship_______________________ 

 

Signed: __________________________________________ Date: ______________________ 

 

Acknowledgement of Notice of Privacy Policy 

I have received a copy of Tallahassee Memorial Healthcare’s Notice of Privacy Policy. 

__I DO NOT __I DO wish to make further restrictions on the use of my protected health 

information. 

Additional restrictions: ____________________________________________________________ 

 

_______________________________________________________________________________ 

 

Patient Signature: ______________________________________ Date: _____________________ 

 

EMERGENCY NOTIFICATION: 

 

NAME ______________________________________ PHONE #__________________________ 

 

NAME ______________________________________ PHONE # _________________________ 

 

 

 

OFFICE USE ONLY 

 

Reviewed by:_____________________,RN       Review by:___________________________,MD 

 

Date:____________________________             Date: ___________________________ 

 

**SCAN AS SINGLE DOCUMENT IN ARIA** 

 

 

 

 

 

 

 



 

 

PATIENT PROFILE 

 

Date: _________________________                              Sex: __ Male     __ Female 

 

Name (Last, First): ______________________________________________________________________ 

 

Date of Birth: ______________________________ 

 

PAST MEDICAL HISTORY: 

Have you ever had any of the following? (Please Check) 

  High Blood Pressure 
 

Diabetes   Hepatitis   Pacemaker/Defibrillator 

  Heart Rhythm Disease   Glaucoma   Lupus   Heart Failure 

  Rheumatic Fever   Osteoarthritis   Cirrhosis   Heart Rhythm Disease 

  Emphysema or COPD   Rheumatoid Arthritis   Colitis   Heart Attack 

  Asthma   Stomach Ulcers   Gallstones   Coronary Artery Disease 

  Acid Reflux Disease   Clotting Problems   Glaucoma   Sjogren's Syndrome 

  Pancreatitis   Diverticulitis   Tuberculosis   Rheumatic Fever 

  Low Thyroid   Scleroderma   Seizures   Stroke 

  Asbestos Exposure 
        OTHER: 
      ______________________________________________________________________________________ 

 

______________________________________________________________________________________ 

 

Have you had Chemotherapy?         __YES      __NO    Why? Which drugs? Where did you receive it? 

______________________________________________________________________________________ 

 

______________________________________________________________________________________ 

Have you had Radiation Therapy?   ___YES    ___NO   When? Why? # of Treatments? Where? 

______________________________________________________________________________________ 

 

______________________________________________________________________________________ 

 

List all past surgeries:____________________________________________________________________ 

 

______________________________________________________________________________________ 

 

FAMILY HISTORY: 

History of cancer in any family members? ___YES     ___NO 

If “yes” please explain:___________________________________________________________________ 

 

SOCIAL HISTORY: 

Education: Check last year completed: 

Grade School ___1-5 ___6-8       High School ___9 ___10     ___11        ___12 

College___ Masters___ Doctorate___ 

OCCUPATION: CHECK ONE OR MORE: 

___Employed/Self Employed If employed, describe the work you do:__________________________ 

___Student ___Retired ___Unemployed  ___Disabled 

If retired, your occupation prior to retirement:_________________________________________________ 

If disabled, describe disability and date work stopped:___________________________________________ 

______________________________________________________________________________________ 
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ALCOHOL & TOBACCO USE: 
         Do you smoke cigarettes?   YES   NO # packs per day:   for how many yrs?   

 Have you ever smoked for period  
    

# packs per day:   How many years?   

 of five (5) or more years?   YES   NO 
     Are you interested in stopping?   YES   NO 
     Are you an ex-smoker?   YES   NO If "yes" when did you quit?________ 

  Regular alcohol/beer intake:   YES   NO Per Day?____ 
 

Per Month?____ 
  Are you an ex-drinker?   YES   NO If "yes" when did you quit?________ 
  SOCIAL ISSUES: If "Yes", Please Explain 

         Do you live alone?   YES   NO ___________________________________ 
  If not, who lives with you? 

    
___________________________________ 

  Do you have transportation issues?   YES   NO ___________________________________ 
  Do you need assistance with you  

         activities of daily living?   YES   NO ___________________________________ 
  Do you have financial concerns?   YES   NO ___________________________________ 
  Concerned about your coping abilities,  

         or your family's ability to cope?   YES   NO ___________________________________ 
  Do you have any Marital concerns?   YES   NO ___________________________________ 
  Have you ever been the subject of  

         violence in you home?   YES   NO ___________________________________ 
  MEDICATIONS:  List any medications you are taking, including vitamins and all non-prescription drugs. Copy 
  names and dosages of medication from the prescription label. 

    Name of Medication 
 

How Often Dosage (mgs/tablets) 
   1. 

__________________________________ 
 

_________________ ___________________ 
   2. 

__________________________________ 
 

_________________ ___________________ 
   3. 

__________________________________ 
 

_________________ ___________________ 
   4. 

__________________________________ 
 

_________________ ___________________ 
   5. 

__________________________________ 
 

_________________ ___________________ 
   6. 

__________________________________ 
 

_________________ ___________________ 
   7. 

__________________________________ 
 

_________________ ___________________ 
   8. 

__________________________________ 
 

_________________ ___________________ 
   9. 

__________________________________ 
 

_________________ ___________________ 
   10. 

_________________________________ 
 

_________________ ___________________ 
   ALLERGIES:  Please list any medication to which you are allergic. Include any reaction you have had to x-ray dyes  

(Iodine) or Shellfish.   
   

    NO KNOWN ALLERGIES   
   MEDICATION 

 
TYPE OF REACTION 

    1. 
__________________________________ 

 
___________________________________ 

   2. 
__________________________________ 

 
___________________________________ 

   3. 
__________________________________ 

 
___________________________________ 
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REVIEW OF SYMPTOMS: In the past 3 months, have you experienced any of the following:

CONSTITUTIONAL HEART YES NO
Lack of appetite YES NO Chest pain YES NO
Fever YES NO Ankle swelling YES NO
Lethargy/Fatigue YES NO Sleeping with head elevated YES NO
Night sweets/chills YES NO Fainting YES NO
Weight Loss YES NO Calf cramps with walking YES NO
How much weight loss?______ Pacemaker YES NO
HEAD/EYES/EARS LUNG
Hair Loss YES NO Cough YES NO
Pain in Eye YES NO Shortness of Breath YES NO
Eye Injury YES NO Blood in sputum YES NO
Double Vision YES NO Wheezing/Asthma YES NO
Blurry/Decreased Vision YES NO Tuberculosis or Exposure YES NO
Difficulty Hearing YES NO Infections/Pneumonia YES NO
Ear Aches YES NO Chest pain YES NO
Buzzing or ringing in Ears YES NO GASTROINTESTINAL
Sensation of spinning YES NO Frequent heartburn/indigestion YES NO
NOSE/THROAT/NECK Nausea or Vomiting YES NO
Recurrent sore throats YES NO Abdominal Pain YES NO
Persistent Hoarseness YES NO Diarrhea or Frequent Stools YES NO
Frequent Nosebleeds YES NO Blood in Stool YES NO
Mouth Ulcers YES NO Blood in Vomit YES NO
Oral Bleeding YES NO Trouble Swallowing YES NO
Dental Problems YES NO Yellow Skin/Jaundice YES NO
Sinus Trouble YES NO Constipation YES NO
Swollen lymph nodes or glands YES NO Decreased Appetite YES NO
Where_____________________ Change in stools YES NO
Difficulty Swallowing YES NO Black, tarry stools YES NO
Masses or Lumps YES NO Hemorrhoids YES NO
Dry Mouth YES NO BONES AND MUSCLES
Altered Taste YES NO Painful Joints YES NO
Neck Pain YES NO Sore Muscles YES NO
SKIN Bone Pain YES NO
Chronic skin condition YES NO Muscle Weakness YES NO
Lump or Growth on skin YES NO Decreased range of motion YES NO
Change in color of skin YES NO ENDOCRINE
Easy bruising YES NO Hot Flashes YES NO
Skin Tumors or moles YES NO Other endocrine diseases YES NO
Rash YES NO HEMATOLOGIC/LYMPH
BREASTS Bruising YES NO
Masses or Lumps YES NO Enlarges lymph nodes YES NO
Nipple Discharge YES NO
Nipple Inversion YES NO
Pain  YES NO
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GENITOURINARY PSYCHIATRIC
Decrease size/force of urine stream YES NO Delusions/Hallucinations YES NO
Increased frequency of urination YES NO Mood Swings YES NO
How Often?_______________  Depression YES NO
Burning sensation during urination YES NO OTHER YES NO
Nighttime urination YES NO NEURO
How many times at night?__________ Frequent or severe headaches YES NO
Sensation that bladder cannot empty YES NO Dizziness or faintness YES NO
Blood in urine YES NO Nervousness/Anxiety YES NO
Incontinence YES NO Numbness/tingling YES NO
Erectile dysfunction (men only) YES NO Memory Loss YES NO

Seizures YES NO
Disorientation YES NO
Weakness YES NO
Abnormal gait YES NO

WOMEN ONLY
Age at first menstruation:______________ Date of last period:_____________ Last Pap:____________
Number of Pregnancies:_______________ Number of Live Births:___________
Age of children:___________________________________________________________________________________
Vaginal Discharge or bleeding YES NO
Irregular periods YES NO
Painful Intercourse YES NO
Ever use hormones YES NO
Gone through menopause YES NO If "yes" when:____________________________________
Date & location of mammogram showing cancer:____________________________________________________
Date & location of last normal mammogram:________________________________________________________

PATIENT PHYSICAINS INFORMATION
Who referred you to our office?_____________________________________________________________________
Primary Care Physician____________________________________________________________________________
General Surgeon__________________________________________________________________________________
Oncology Physician(Chemo)_________________________________________________________________________
Pulmonary Physician(Lung)________________________________________________________________________
Neurology/Neurosurgery Physician(Brain)___________________________________________________________
Dermatology Physician(Skin)_______________________________________________________________________
Urology Physician(Bladder/Prostate)_______________________________________________________________

List all upcoming Physician Appointments: __________________________________________________________
_________________________________________________________________________________________________

Do you have a Living will? YES NO
If no, would you like information about how to establish a Living Will? YES NO

Do you have a Health Care Surrogate? YES NO
If yes, please provide the person/s name and phone number:__________________________________________
_________________________________________________________________________________________________
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SCREENING TOOLS FOR MEASURING DISTRESS 

Date: _______________ 
 
Patient Name: _________________________________________ Patient’s Date of Birth: ___________________ 

 
Patient’s Signature: _____________________________________ TMH Colleague:_________________________ 

 

 
First, please circle the number (0-10) that 

best describes how much distress you 
have been experiencing in the past week, 

including today. 
 

 

 
Secondly, please indicate if any of the following has been a problem  

for you in the past week, including today.  Be sure to check YES or no FOR each. 

 
YES NO PRACTICAL PROBLEMS YES NO PHYSICAL PROBLEMS 
  Child care   Appearance 
  Housing   Bathing/dressing 
  Insurance/financial   Breathing 
  Transportation   Changes in urination 
  Work/school   Constipation 
     Diarrhea 
  FAMILY PROBLEMS   Eating 
  Dealing with children   Fatigue 
  Dealing with partner   Feeling swollen 
  Ability to have children   Fevers 

     Getting around 
  EMOTIONAL PROBLEMS   Indigestion 
  Depression   Memory/concentration 
  Fears   Mouth sores 
  Nervousness   Nausea 
  Sadness   Nose dry/congested 
  Worry   Pain 
  Loss of interest in usual activities   Sexual 
     Skin dry/itchy 
  SPIRITUAL/RELIGIOUS CONCERNS   Sleep 
     Tingling in hands/feet 

 

Other problems/comments________________________________________________________________________ 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 
 

Adapted with permission from the NCCN 1.2010 Distress Management Clinical Practice Guidelines in Oncology. 

 National Comprehensive Cancer Network, 2010. Available at: http://www.nccn.org. Accessed 10/3/2010.  
To view the  most recent and complete version of the guideline, go online to www.nccn.org. 

 
 

FAX TO: 431-1687 

http://www.nccn.org/
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