HEMATOLOGY ONCOLOGY CONSULTANTS
PATIENT ASSISTANCE PROGRAM
AUTHORIZATION

PLEASE FILL OUT ALL INFORMATION BELOW. FULL SOCIAL SECURITY NUMBER IS NEEDED FOR ANY TYPE
OF CO-PAY CARD OR PATIENT ASSISTANCE PROGRAM.

ASSISTANCE PROGRAMS MAY CONSIST OF POSSIBLE FREE DRUG PROGRAMS AND/OR COPAY CARD
PROGRAMS WITH REDUCED OUT OF POCKET COST TO YOU.

WE OFFER THIS AS A COURTESY TO OUR PATIENTS TO HELP REDUCE THEIR OUT OF POCKET COST ON
CHEMOTHERAPY TREATMENTS IN THE OFFICE AND ORAL PRESCRIPTION TREATMENTS TAKEN AT HOME.

WE WILL SEARCH ALL PROGRAMS AVAILABLE TO US AND ENROLL YOU IN ANY PROGRAMS THAT MAY
APPLY BASED ON YOUR ELIGIBILITY.

First Name Middle Initial Last Name

Street Address City Zip Code

Phone Number Social Security Number Date of Birth
ARE YOU: [ ]SINGLE [ |MARRIED [ |DIVORCED [ |WIDOWED

[ JVETERAN [ |STUDENT [ JUSCITIZEN [ |DECLARED DISABLED BY SOCIAL SECURITY

NUMBER OF PEOPLE IN HOUSEHOLD

TOTAL HOUSEHOLD INCOME  §

PLEASE READ CAREFULLY

| authorize the Hematology Oncology Consultants (HOC) staff to use this information to apply on my behalf for participation in any indigent
program | am eligible for. | understand HOC staff will complete all necessary forms/applications as required for my enroliment in the assistance
programs. This includes signing my name on my behalf. | further understand that these assistance programs are not guaranteed, are temporary
in nature, and may change or be discontinued at any time. | certify that | do not have the ability to pay for my medication. | attest that the
information that | have provided is correct and complete and that HOC is relying on the information | provide to complete enroliment in the
assistance programs. In the event HOC needs further information to enroll me in assistance programs, | shall cooperate to provide such
information at HOC's request. | understand the information | provide to HOC will be considered confidential in nature and will only be used to
access these prescription assistance programs. | authorize information related to my diagnosis, health care, financial and other related
information to be released to the pharmaceutical companies sponsoring the programs and | release HOC from any liability related to any
improper disclosure of such information by any receiving third party, including but not limited to the pharmaceutical companies sponsoring the
programs.

Signature Date



Patient Name Date of Birth

Insurance Acknowledgment

Fees for all professional services are the patient’s responsibility. If we do not participate with your insurance plan, it is your obligation to pay
for services rendered. The cost of the Office Consultation is approximately $300, depending on services rendered. Please ask any question
you may have about your insurance plan or billing, we want to help you in any way we can.

Signature Date

Medical Release and Insurance Assignment

| hereby authorize Hematology Oncology Consultants to furnish information to insurance carriers and physicians concerning my illness and
treatment. | hereby assign to the physician(s) all payments for medical services rendered to my dependents or myself. | understand that
| am responsible for any amount not covered by insurance. This request is in effect until revoked, in writing, by me.

Signature Date

Michigan Healthcare Professionals Acknowledgement of Receipt of Patient Notice of Privacy Practices

Our HIPPA policy is available on our website hocpc.com under the forms section (MHP Notice of Privacy Practices) and is posted in our
office. If you would like a paper copy of the form, please request it at the front desk.

I acknowledge that | have read, received or am able to obtain a copy of the Michigan Healthcare Professionals, PC Patient Notice of
Privacy Practices effective September 23, 2013.

Signature Date

Hematology Oncology Consultants No Show Policy

We request that if you are unable to keep your scheduled appointment, that you contact our office at least 24 hours in advance.Without
appropriate notification, you will be considered a “No Show”. Late cancellations due to hospitalization or emergency are excluded from this
policy, but please try to notify us as soon as possible.

First “No Show” - We will call and offer to reschedule your appointment.

Subsequent “No Show” - We will call and offer to reschedule your appointment and you will be charged a $35 no show fee. This
fee cannot be billed to your insurance and will be your direct responsibility.

Signature Date
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