Noah Lindenberg PE 773 Route 70 East, Suite E-125, Mariton NJ 08053
: m | CREelogy Phone: (858) 880-7200 Fax (858) B72-7636

N Patient Information

Name (Last, First, Mlddlo) Today's Date

Bisthdate Soc, Sez. # Home Phone

Emall address : Cell Phone

Address _ Apt8 _____ Work Phone,

City . State Zip _

Masital Status: [ Single O Warried [ Divorced O Widowed O Separated Sex: oM OF

Race: O Black/Afican American C1\Whie fCaueasten O Hewalian/Pacificlslandsr D AmericanIndian D Astin T Unkrown [T Other

Ethnicity: DOMHispanic O Non-Hipanic [ Prafor natta specify
How did yau hear about us?

Primary Care Physician i Phone

3 Person Financially Responsible for Account @ same as pationy, wiite “same”en Name lina.)
Name (Last, First, Middic) Relationship

Birthdate ‘Soc. Sec. # Home Phone

R Primary Insurance

Insuranco Canrier : Policy Number

Ploaso give the roceplioniet your cand, to scan Inlo ourfiles. If the patient is tho poliayhoider, check this bax O and skip fo tho next ssclion,
Policyholder's ame (Last, Fimt, Middin) , . Relstionship, .
Policyholder's Date of Blrth Phone,
Addrass (it diffaront from pationt) Saxs aM OF
Employar's Name @ Iasumnce I through work)
N Secondary Insurance
insurance Cander Pollcy Number

Pleaso give (8 recoplionist your card, to scan nfa our Eles, I 0o pationt Is the polieyholder, chack this bax 01 end skip in ho next sectian.
Policyholder's Name {Laat, First, Miidls) Reletionship
Policyholder's Date of Blrth _ Phone,
Address (i diffarent trom pationt) " i} Sex: oM OF

Employar's Name {f insurance Is thretugh werk)

E Assignment and Release

I horoby authorize payment directly to Noah Lindenberg, PC of all Insurance benefits otherwlse payablo to me for
aorvices rendered. | underatand that1am financlally responsible for oll eharges, whether or not paid by insurance, and
for all services rendered to and for me. If my Insurance plan requires an authorizatlon or referral, and 1 do not obtain
one for the services | recoive, | understand that 1 am responsible for all charges, even if the provisions of my plan
stipulate I otharwlse wouldn't be. 1 authorize the doctors andfor any provider ar supplier of setvices In this office to
release all Information required to secure the payment of banefits, Including protected health information. | authorize
the use of my sianature on all Insurance submissions. [ authorize a copy of this document to be used in place of the

oriplnal.  have read and sgreed to tha shava.

Signature: Today's Date:




Other:

Patlent Name: Date of Birth:
H Pharmacy
" Praferred Phamacy Nams Phone
Address
H Review of Systems
Yos Mo Yes No
Pacemaker o o Defibrilfator. A 0
Artificlal Joints Wihin past 2 YearS....wwmmmew 0 0 Artificlat heart valve. .0 o
Premedication prior to procedura........... SRR = B = | Allergy to adhesive o 0
Altergy to fopical aritiblotlc oIntments ...c.memaeisesns g o Problems with bleeding (=
Pregnancy, or pregnancy planned ..o i1 B Allergy to Lidocaine.... .0 0O
Rapld heartbest with Eplnephring v.oumaessmnena @ O Yeast Infections with antiblolies...cmmmsennnnea - 0
Gl upset with antiblotics .. O o Blood thinners a o
Problenis with healing g o Problems with hypertrophy or Kelolds..waemane.d O
Wheezing. g o Changing male o o
Immunosuppressfon. o o Abdoming! pain O o
Ragh.. o o Blaody urlne g o
Amdsly,,, o o Chest pain - o o
Blufry vision o o Fever or chills a o
Cough o O Hay fever. o n
Headaches o o Muscle weakness o O
Shortness of breath o 0 Selzures o o
Thyroid Problem o o
B Past Medical History Friesssciclourthatoppy.
Amdaty Depresslon Leukemia
Atthritls Dizbetes lung Cancer
Ariifiela] Jolnts End Stage Renal Dlsease Lymphama
Asthma GERD Pacemaker
Atsial fivtiltation Hearlng 1oss Prostate Cancer
BPH Hepatills Radiatlon Treatment
Aone Marrow Transplantation Hypentension Selzures
Breast Cancer HIVZAIDS Stroke
COFD . Hypercholesterolemia Velve Replacement
. Coranary Arery Disease Hyperthyroldism None




Patlent Name:

Date of Birth:

= Past Surgical History Ppras cice antiat appy.

Appendix Removed
Bladder Removed
Mastestomy (Right, 1.eft, Bilateral)

Lumnpectamy (Right, Left, Biateral)
Breast Blopsy (Right, Left, Bilateral)

Breast Rediietion

Breast Implants
Colectomy: Colon Cancer Resection

Colectomy: Diverficulitls
Colectomy: IBD
Gallbladder Removed
Corcnary Artery Bypass
Testicle Removed (Right, Lefl, Bilateral)
Mechanical Valve Replacement
Blologieal Valve Replacement
Heart Transplant
Joint Replacement, Knee (Right, Left, Bilateral)
Joint Replacement, HIp (Right, Left, Bllateral)
Joint Replacement within last 2 years
Other:

Kidney Blopsy
Kidney Removed (Right, Left, Bilateral)
Kldney Stonie Removal
Kidney Transplant
Ovarles Remaved: Endometrinsis
Ovaries Remtoved: Cyst
OCvariea Remdwved: Ovarian Cancer
Prostate Removad; Prostate Cancer
TURP
8iIn Blopsy
Basal Celi Cancer Surgery
Squamous Cell Careinoma Surgery
Melanoma Surgery
Spleen Removed
PTCA
Hysterectomy: Fibroids
Hyslerectomy: Ulerine Cancer
None

. N Additional Questions

Flease [ist al] niadl:aﬂnns:

Ploase list all allergias:

Do you cumrently smoks or chew tobaceo? Yes No
If Yes, haw many per day?

Do you currently drink alechof? Yes No
If Yes, how many didnks per day?,

If No, did you smoke in the past? Yes No

If No, did you drink In the past? Yes N



|
Nozh Lindenrberg P€ 773 Route 70 East, Suite E-126, Marlion NJ 08053
] Phone: (868) BB0-7200 Fax: (858) 872-7636

| FINANCIAL POLICIES

Upon scheduling and registration we require you to provide your medical Insurance card (if you are ulliizing its
coverage, ) must he brought to every visit), photo identifleation, your address, date of birth, and phone number. If
you recelve health benefits through a spouse, partner or parent, we require you to provide that person’s full address,
date of birth, and phone number as weéll. For collection purposes, wa require soclal security numbers as well.
Intentionafly falling to notify us of changes to your insurance coverage may constitute fraud, and we may be cbllgad
to report such behavior, ’

Keeping Appointments: Should you not arrive for a scheduled office visit, unless that appointment has been
cancelled at least 1 full business day in advance, you may be charged $50 for each na-show occurrenice. Failure to
show for a scheduled infusion may be charged a $150 no-show fee, Should you no-show twice within a 12 month
period, you may be dismissed from the practice.

Medicare: If you have coverage with Medicare (including both original Medicare and commerclal Medicare
Advantage plans), it s your responsibliity fo understand the provisions of your health insurance plan and coverage.
Every original Medicare beneficlary Is responsible for an annual deductlble and a colnsurance, Medicare Advantage
beneficlades may be responsible for an annual deductible, colnsurance and/or a copayment. Any portion of
copayment, coinsurance and deductible which is not covered by a supplemental carrler will be your financlat
responsibfiity to pay. You are wholly responsible for your coverage limitation, regardless of whether you are aware
of the detalls. Ifyou have both Medicara coverage and also commercial insurance, you are responsible for providing
the comect primary insurance at your visit. If you have supplemental insurance that doss not cross over
automatically, you will be bllled for the deductible and colnsurance, and you may be given a receipt to submit
yourself. By signing below you specifically agree to these ferms, and exempt yourself from any protections your
Insurance plan may offer you regarding these provisions.

Commerclal Health Insurance Plans: Although we will edvise you whether we believe wa pariicipate with your
insurance carrler, we are not responsibla for any verbal assurances made fo you' regarding whether particular
services rendered in this practice are covered by your plan, You and you alone are responsible to understand the
proyisions of vour health Insurance plan and. coverage, We recommend contacting your catrier prior to recelving
services In order to verify your financial responstbliities.

Tartlary insurance: If you have more than two Insurance policies In effect, wa will submit claims only to the primary
and secondary Insurance. you will be invoiced for any remaining balance, and you may be given a receipt to submit
yourself to a tertiary plan.

Referrals: You are responsible to obtaln all necessary referrals prior to your appointment, if required by your heaith
plan. We will do our best to ensure you have one If you need one, but the ullimate responsibliity is yours. If your plan
requires a referral or authorization that you do not obtaln, and your health plan refusss to pay for any claim for lack
of a refefral or authorization, you explicitly agree ta be responsible for our charges for any affected visits, even if the
provisions of your plan stipulate you otherwisé wouldn't be (you are walving that defense). If you come fo an
appolritment without a required referral, and you reschedule, the eanceled visit Is treated a no-show, as explained
above in tha Keeping Appointments paragraph.

Copayments: If your ptan has a copayment, if Is your responsibility to pay it atthe time of garvice, even if the amount
It not printed on your insurance card. Please have your payment ready upon check-in. Please be aware that, should
yau not pay your copayment at the time of service, you will be responsible to pay an Invoice fee of $25,

Ditect Patlent Payment: If your insurance plan Issues payment to you instead of to us, you are responsible to tum
the enfire payment ovar to us immediately upen recelpt together with the complate explanation of bensfits form. You
may be responsible for an additional balance, depending on how your insurance plan adjudicates such a claim.



Financial Security and Collections: It is our paolicy to request patlents to keep a credit card on file as financlal
security against deductibles, co-Insurance and other Instances of patient balances due to us as outlined in this
document. You shall continue to be sent involcas in the mail. However, if you do not pay your involces In a timely
fashion, wa reserve the right to add a 10% penalty for failure to pay your invoices, and charge the credit card on file
for the new total amount as a stop-gap to avold sending accounts to collections, However, if you dé not pay your
involces In a timely manner, and you do not provide a credit card for our files, or the card you pravide 1s not valid or
funded when we attempt to use it, your account shall be sent to collections. In that event, you agres to reimburse us
the fees of any collection agency, which may be based on a percentage at a maximum of 30% of the debt, and all
costs and expensss, including reascnable attomeys' fees, which we Incur In such collaction efforts. You may be
dismissed &s a patient by our practice for fallure to mest your financial obligations. Please provide your credit card
security Information here, and give the receptionist the card to photocopy:

Visa MC AMEX Card & . Bxpiry: Seourity #:
Credit card blling address:

HRA orFlex Spend? Y 7 N

Health Insur:ance non-payment: Services that have not been pald by your health Insurance carrier within 80 days
of claim submission will become your financial responsibility to pay in full. In cases of retroactive disenroliment you
are responsible immediately upon notification to us by the carrier.

Self-pay patients: If you do not have health Insurance, or are recelving a service known te not ustrally be covered,
it Is our policy that you must pay for your service before leaving the office. If you have Insurance through an out-of-
nétwork insurance to which we do not agree fo submit clalms on your behalf, you must ask far a complete recelpt at
the time of service.

Laboratory Testing: If you are a member of an Insurance plan that requires you to have your laboratoty specimens
sent to a partlcutar laboratery, and this office Is so Informed by you, we will happlly send your specimens to that
laboratory, unless the provider determines that another laboratory is prefemmed for medical reasons. Howaver,
regardiess of which laboratory patient specimens are sent to for analysls, you are entirely responsible for all charges
assessed by the laboratory, and shall handle financlal matters directly with the laboratory.

Credit Card Charges: If you pay for your charges with a credit card and fee! the charges are efther unwarranted or
otherwise nor your responsibliity based on the provisions of your health insurance plan, you must first contact our
billing department beafore contacting your credit card vendor. If you contest credit card charges without first contacting
us, or you cantest credit card charges which your Insurance carder has applied to your financial responsibliity, and
those charges are reversed by the credit card vendar or merchant bank, your balance due may be immediately
{reated as overdue debt, a collections fee may be appended, and the entire account may be sent o our collection
agency, as outlined above, In the Financlal Securily and Collections paragraph.

I have read, fully undeistand, accept and expllcitly agree with all the above policles at and of Noah
Lindenberg, PC.Ifully understand and accept my financial responsibility for the charges [ or my dependents
may Incur at this office. My signature also acts as authorlzation to use the credit card provided In this
document as explained-above in the Finanelal Security and Collections paragraph.

Patient Name (Pleass print clearly):

Signature: _ Date:

Financlal Pofcles Pege2of2



lloah l.im!enh pe 773 Route 70 East, Suite E-125, Mariton Nd 08053
m g Phone: (856} B80-7200 Fax: (856) 672-7636

PRIVACY PRACTICES ACKNOWLEDGEMENT

¢ Nozh Lindenbarg, PC and its staff and providers, may use and digclose my Protected Heaith
Information® ("PHI") to carry out treatment, payment and healthcare operations (TPO). | understand and
acknowledgse that Noah Lindenbery, PC’s Notice of Privacy Practices has a more complete description of
euch uses and disclosures.

+ [ have recelved yaur Notice of Privacy Practices and/or | have been provided an opportunity to review
It. | understand and acknowledge that Noah Lindenberg, PC reserves the right to revise its Notice of
Privacy Practices at any time, and that a revised version of that notice may be obtained sending a written
request to the Privacy Officer at the practice.

¢ | permit Noah Lindenberg, PC ta leave telephone messages regarding my appointments, prescription
renewals, Iab results, and all other PHI, may be lsft for me on voicemall systems and answering machines,
ar given the person or persans who answer the phone, at the following telephone numbers, in addition to
-any other numbers provided to you by me:

) Home / Office / Cell / Other:
( ) . Home / Office / Call / Othar:
() . Homae / Office / Call / Other;

[itwe need (o contact you with lab resulls, please place a check mark next lo the prefenred conlact aumber, Jfanyg
¢ [ agree that my PHI may be shared with my spouse (if applicable).

¢ | agres that my PHI may be shared with my other medica! providers.

¢ | agres that my PHI may be shared with the following other people:

¢ lunderstand that | can change or revoke any of the foregoing agreements, at any time, by giving written
notice o Noah Lindenberg, PC to the attention of the HIPAA Compllance Officer. | understand and
acknowledge that Noah Lindenberg, PC may decline to provide me with any services should 1 decline to
sign this agreement, or should | Iater revoke this agreament.

¢+ | agree that my PHI may be shared with my credit card vendor(s) if 1 contest any credit card charges,
so that Noah Lindenberg, PC ¢an submit racords to support lis charges.

¢ | egree that Noah Lindenberg, PC may contact me at any email addresses provided to you by me
regarding both _PHI and noh-PHI.

*ag defined in the Health Insurance Portsbiy and Accountsbilty Add of 1656 and fs requlalions, as may ba amended from time-o-ms [HIPAAY)

Patient Name (Please print clearly):

Slgnature: Date:



noah l.lndenb 773 Route 70 East, Suite E-125, Marflor NJ 08053
y . Phone: (856) 890-7200 Fax: (855) 872-7636

CONTROLLED SUBSTANCES INFORMED CONSENT

Controlled prescription medizations ("CPMs°) are very useful, but have potential for misuse, abuse, and addlction, and
are, therefore, closely contrelled by the local, state, and federal govemment. Your provider at Naah Lindenberg PC may
prescribe you CPMs, which may include narcofics, tranquilizers, or barbiturates, to relieve your pain and Improve function.
However, CPMs do nat work the same for evaryone. They may not be effective for you, or your provider may decide they
are unsafe for you. If this happens, your treatment plan will be adjusted to Improve your clinical eutcome or reduce risks
to your health. Your provider will discuss your treaiment with yau before prescribing you a CPM. Youur provider wili discuss
the goals for your treatritent and how much relief you may expect. Your provider will also discuss the benefits, possible
slde effects, and other risks of your medication, as well as altemative forms of treatment.

This form is being provided to you fo help you understand the risks of treatment with CPMs, as well as your role and
responsibilitiss with regards to your therapy.

1. | understand that my faflure to comply with any of the conditions described below may result In changes to my
treatment plar, Including safe discontinuation of my CPM, andfor discharge from this practice,

2. lwill Inform my provider at this practice of all cutrent doztor relationships and all medications 1 am taking, including
herbal remedies and over the cotnter medicatians,

3. [wil inform my provider at this practica if | request or accept CPMs from any other physician or individual while | am
receiving such medication from my provider at this practice.

4. 1will notify my provider at this practica within 48 hours if emergency situations arise lhat require other physicians to

" preséribe me a CPM (such as having surgety).

5. 1willrefrain from the use of Micit substances while taking my CPM, as this can put ma at risk for serlous and sometimes
fatal adverse reactions.

6. 1understand that | may experience slde effects from my CPM, which may include, but net ba limited {o, skin rash,
constipation, sexual dysfunclion, slesping abnomnalities, sweating, edems, respiratory depression, habituation, and
Impaired cognitive or motor ability,

7. 1will use my madication exaclly as prescribed by my provider &t this practice. [ understand that increasing my dose
without the close supsndsion of my physiclan could !sad to drug overdose causing severe sedation and resplratory
depresston and death. | also understand thet decreasing or stopping my medication without the cloge supervision of
my phys!cian can lead to withdrawal. Withdrawal symploms can include yawning, swealting, watery eyes, runny nose,
anxety, tremors, aching muscles, hot and cold flashes, “goose fiesh,” abdominal cramps, and dlamhea. These
symptoms can cccur 24-48 hours after the last dose and can last up to 3 weeks.

8. Risks of CPM use Include physical dependence, tolerance, and addiction.

a. Physlcal deperidenca Is a condition In which the body adjusts to the presence of a drug, resuliing In clear
symptoms of withdrawal when Its use stops.

b. Tolerance means a stale of adaptation In which exposure to the drug Induces changes that result in a
lessening of one or more of the drug's effects over fime. Your my provider at this practice may have to adjust
your CPM ta a dose that produces maximum function and a realistic decrease of your pain.

c. Addiction s characterized by behavior that includes one or more of the fallowing: Impaired control over dsug
use, compuilsive uss, continued use despite harm, and cravings. This means the drug decreases one’s quality
of life. Signs of addiction shall prompt my provider at this practice to adjust my treatment plan, which may
include safe discontinuation of my CPM and referral for treatment at a substance use disorder facility.

9, Ifl have a history of aleohol or drug misuse or abuse, | must notify my provider at ihis practica of such history because
treatment with certaln CPMs for pain may inctease the possibifity of relapse, A hislory of addiction doss notnecessarily
dlsqualify one for treatment of paln with CPMs, but starting or continuing a pregtem for recovery is a necesslty, and

risks must be carefully managed and manitored.
. Patfent Infliats .



10. 1 will never alter my medication in any way.

11. I will not share ar sell my medication to others.

12, | will safeguard my medications from loss, theft, and damage. I understand my prw!dar atthis practioe may not re-
prescribe or replace lost, stolen, or damaged medications,

13. l understand that | may be required, at any time, to bring my CPM medication or medication eontalnars In for review,
I must show up within 24 hours of being nefified. If | do not show up or have an Inaccurate pill count my CPM
medications may be discontinued.

14.  understand | must be sgen on a regular basls (e.g., weskly, bl.waekly, or monthly) to obtaln refills.

18.  understand that my provider at thls practice will generally not prescribe CPMs without an in-person vigit, | understand
that It Is my responsibliity to call and schedule an appointment at least 3 business days bafore' | am fo run out of
medication. | understand that this procedure includes sltuations where | have had an approved Increase In my
medication. | understand that my provider et this practice may not refit my prescription on the same day that 1 call,
may require an office visit before approving a refill, and may not have an appointment available at the time that |
desire.

16. ! will have all my CPM prescriptions filled at a single pharmacy, which | providad to this practice in my intake
papenwark,

17. | understand that my provider at this praclice may access my state’s prescription monitoring program database to
visw my CPM history. | understand Noah Lindenberg PC and Its egents may usé this Information to supplement an
evaltation of my treatment, confirm my medication history, or document compliance with miy treatment plan.

18. | will not consume alcsha! while taking my CPM.

19. | understand that Neah Lindenberg PC reserves the right to perfonm eor order a rardom urine drup test at eny time. |
understand this may be needed to finther evaluate my medical condition and adherence to my treatment plan. If the
results of.a urine drug test do not refiect medicine prescribad by my provider, or If ) test positive for iflegal substances,
| understand that my provider atthia practice may adjust my treatment plan, including safe discontinuation of my CPM,
discharge me from the practice, or refer me for treatment at a substance use disorder facility. Furthermore, |
understand that screening may not be covered by my insurance, and | may be respensible for the charges.

20. | hereby authorize Nosh Lindenberg PC and its egents to contact any health care professionsl, family member,

* phammacy, [égal authority, or regulatory agency to obtain or provide informafion about my care cractions ¥ the provider
fesls itIs necessary. .

21. FEMALE PATIENTS ONLY: | acknowledge that, to the hest of my knowiedge, ] am not pregnant at this time. | will

netify my provider immediately if | become pregnant or should | begin trying to become pregnant,

Lhave read the inforniation above or It has been read to me, and all my questions regarding the treatment of pain .
with CPMs have been answered fo my satlefaction. | heroby consent to the use of CPMs In the treatment of my
conditlon and agree to the terma of this Controlled Substances Informed Consent form.

Patient Nama (Please print clearly)

Signature of Pallent (or Guardian) Date

Printed Name of Guardlan (if applicable)

For provider only: | have discussed with the patlent the natiite, benefits, tisks, and altematives of treatment with CPMs.

Signalture of Provider ) Date

CONTROLLED SUBSTANCES INFORMED CONSENT Paga2ef2



General-

o Weight loss or gain

o Faligue

o Fever or chills

o Weakness

oTrouble sleeping

Skin-

t Rashes

olumps

nltching

o Dryness

o Color changes

o Hair and nail
changes

Head-

oHeadache

aHead injury

nNeck Pain

Ears-

o Decreased hearing

oRingihgin ears

nEarache

o Dralncge

Eyes-

o Vision,Loss/Changes

o Glasses or conlacts

e Pain

oRedness

o Blury or double
vislon.

o FAashing lights

oSpecks

o Glovcoma

o Cataracis

o Last eye exam

Nose-

o Stuffiness

aDischarge

o liching

o Hay fever

o Nosebleeds

o Sinus pain

Throat-*

oBleading

o Dentures

o Sore fongue

CHECKLIST: Revlew of Systems

o Dry mouth

a Sore fthroat

o Hoarseness

o Thrush

n Non-healing sores

Neck-

olumps

o Swollen glands

o Pain

o Stiffness

Breasfs-

o lumps

oPain

o Discharge

n Self-exams

o Breast-feeding

Respiratory-

nCough

o Spufum

n Coughing up blood

o Shotiness of breath

oWheezing

o Palnful breathing

Cardlovascular-

o Chest patn or
discomfori

a Tighiness

o Palpiiations

oShoriness of brealh

with activity

o Difficulty breathing
lying

down -

o Swelling

n Sudden awakening

from sleep with

shoriness of breath

Gastrolntesiinal-

o Swallowing difficultles

o Hecrtbum

o Change in appetite

oNausea

o Change in bowel
habits

o Rectal bleeding

o Conslipation

o Diarrhea

aYellow eyes or skin
Urlnary-
ofrequency
oUrgency
oBurning or pain
oBlood in urine
okhconlinence
oChange in
urinary strength
Vascular-
o Calf paln wilh
walking
o Lleg cramping
Musculaoskelefal-

: o Muscle or joint pain

o dtiffness

oBack paln

a Redness of joints

oSwelling of joinis

aTrauvma

Neurologlc-

o Dizziness

o Falniing

nSeizures

oWeakness.

oNumbness

aTingling

oTremor

Hematologlc-

oEase of brulsing

o Ease of bleeding

Endocrine-

oHeat or cold
intolerance

aSwealing

o Frequent urination

oThirst

o Change in appstite

Psychlatre-

a Nervousness

o Stress

o Depression

o Memory loss



NOAH LINDENBERG, P.C.

ACKNOWLEDGMENT OF RECEXPT OF
. NOTICE OF PRIVACY PRACTICES .

Patient Name:_

1 haw; been given a copy of the Notice of Privacy Practices (*Notice") for Noah.Lindenberg,
P.C. (tho “Practice”), which describes how my health information is used and shared, 1
understand that the Practice has the right to change the Notice at any time, I may obtain a
cament  copy by contacting the Privacy Officer, Cindy Lindenberg, ot
Office@lindenbergcancer.com aor 856-890-7200. '

My signatare below acimowledges that E have been provided with & copy of the Practice’s
Notice of Privacy Practices: . )

“Sipmatare of Patiet - Dato

‘ SPOUSE/HEALTR CARE POA/LEGAL GUARDIAN
Print Name . : (Pleass circle ons if sipning ol behalf of the patient)
" Fide eriginal in patient's chart

10806161 v1



Records Release Form

l, _ date of birth , give permission for my
records to be released to the following office.

Lindenberg Cancer Center
773 Route 73 East
Suite E-125
Marlton, NJ 08053
Phone: 856-890-7200 Fax: 856-334-6038

Please release my records from (Institution) to the above

mentionled from dates

(Patient Signature) (Date)



