
 Peter Sheng, M.D. Inc.  

 Hematology/Medical Oncology  
 Alternative Medicine  
 

 PATIENT SPOUSE 
NAME NAME 
ADDRESS 
 
 
 

ADDRESS 

HOME PHONE (          )- HOME PHONE (          )- 

BIRTHDATE BIRTHDATE 

SOCIAL SECURITY SOCIAL SECURITY 

EMPLOYER EMPLOYER 

WORK PHONE WORK PHONE 

OCCUPATION OCCUPATION 
 
MARITAL STATUS  __MARRIED __SINGLE __DIVORCED __WIDOWED 
 
SEX   __ FEMALE __MALE 
 
EMERGENCY CONTACT _________________________________________________________________________________ 
    NAME    RELATIONSHIP   PHONE NUMBER 

 
 ADDRESS : ______________________________________________________________________________________ 
 
REFERRING PHYSICIAN__________________________________      PHONE _______________________ 
 
PRIMARY PHYSICIAN____________________________________     PHONE_______________________ 
 
INSURANCE CO (PRIMARY)________________________________________ ID__________________________________ 
 
ADDRESS _____________________________________________________________________________________________ 
   STREET      CITY  STATE  ZIP 

 
INSURANCE CO (SECONDARY)_____________________________________ ID__________________________________ 
 
ADDRESS_____________________________________________________________________________________________ 
   STREET      CITY  STATE  ZIP 

 
I AUTHORIZE THE RELEASE OF MEDICAL INFORMATION NECESSARY TO PROCESS ALL MY CLAIMS AND ASSIGN ALL MEDICAL AND/OR 
SURGICAL BENEFITS TO WHICH I AM ENTITLED, INCLUDING MEDICARE, MEDIGAP, PRIVATE INSURANCE AND OTHER HEALTH PLANS TO : 
DR. PETER SHENG.  THIS ASSIGNMENT WILL REMAIN IN EFFECT UNTIL REVOKED BY ME IN WRITING.  A PHOTO COPY OF THIS IS TO BE 
CONSIDERED AS VALID AS AN ORIGINAL. 
 
 

_________________________________________________                        ___________________ 
      PATIENT SIGNATURE  (LEGAL GUARDIAN)          DATE 

 
 
I UNDERSTAND THAT IT IS MY RESPONSIBILITY TO PAY ANY DEDUCTIBLE, CO-INSURANCE, CO-PAY, NON-COVERED OFFICE CALL AND 
ANY BALANCE NOT PAID FOR BY INSURANCE.  WE REQUEST THAT YOU PAY FOR THESE CHARGES AT THE CONCLUSION OF EACH VISIT.  
THERE WILL BE A $15.00 SERVICE CHARGE FOR EVERY RETURNED CHECK. 
 
 

_________________________________________________                        ___________________ 
      PATIENT SIGNATURE  (LEGAL GUARDIAN)          DATE 

 
 

*** CONTINUE PLEASE **** 
 
 
 

 



 
 
 
 

 
 
 
 

AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION 
TO TWO FAMILY MEMBER 

 
I hereby consent to the release of my TREATMENT PLAN, TEST RESULTS AND ANY MEDICAL INFORMATION TO: 
 
 
Contact #1 _________________________________________          ________________________  ___________________ 
   Name     Relationship   Phone Number 
 
 
Contact #2 _________________________________________          ________________________  ___________________ 
   Name     Relationship   Phone Number 
 

    
 
 

____________________________________ _____________  ___________________ 
Signature of responsible party                       Date              Relationship to Patient 

 
 


