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Palliative Partners, Inc.
4310 Orange Street, Riverside, CA 92501
Phone: (951) 276-4693
Date _____________________ 


          (PLEASE PRINT) 

Patient Information

Name ___________________________________________________
             Home Phone (____) _________________________
Last Name 
First Name 
Middle initial

Address ________________________________________________________  Cell Phone (____)  __________________________
City ___________________________________________________________________
 State _______  Zip __________________
Sex F  M Age __________ Birthdate _________________   Married    Widowed  Single  Minor  Separated

    Divorced   Partnered for _______ years

Primary Language  English   Spanish  Other _______________________________________________________________
Race:  White Black Asian Indian Pacific Islander Other __________________   Ethnicity: Hispanic Non-Hispanic

Patient Employer/ School _______________________________________ Occupation __________________________________

Employer/School Address _____________________________________ Employer/School Phone (___)___________________

Whom may we thank for referring you? ________________________________________________________________________

In case of emergency who should be notified? ________________________________ Phone (____) _______________________
Person Responsible for Account _______________________________________________________________________________
Last Name 


First Name 



Middle Initial

Relation to Patient ________________________________ Birthdate ______________________ SS#_______________________

Address (if different from patient(s) ________________________________________________ Phone (___) _______________
City _______________________________________________________________ State ________  Zip ______________________

Insurance Information

Do you have Medical Insurance?  No  Yes—If “Yes” please specify:
Name of Primary Insurer _________________________________________ Policy Holder _________________________________

Contract # __________________________________ Group # ____________________________ Subscriber # ___________________

Name of Secondary Insurer (If any) ________________________________ Policy Holder _________________________________

Contract # __________________________________ Group # ____________________________ Subscriber # ___________________

Are you on the: (a) Medi-Cal Program?  Yes 
 No 



(b) Medicare/Medi-Cal?  Yes  No

Do you have Medicare?  Yes No Medicare # and letter ____________________________

Authorization for treatment and financial agreement:

I authorize treatment for myself and/or patient. I agree to pay all fees and charges for such treatment at the time they are incurred, unless previous arrangements have been made in advance. I authorize Palliative Partners, INC  to use any and all medications and/or anesthesia deemed necessary during the course of treatment up to and including emergency services.

Authorization to pay benefits to physician: I hereby authorize payment directly to Palliative Partners, INC for Medical/Surgical Benefits otherwise afforded me. I authorize Palliative Partners, INC to release any/all medical records to my Insurance Company which are deemed necessary to secures payment for services rendered.  Also, I consent to participation of the IEHP MyPath program using the vendor Palliative Partners, INC.
__________________________________________________________

 ___________________________________

Signature of Patient, Parent, Guardian or Personal Representative




Date
     



























                                            
