
Name of Patient: _______________________________________________________________________Sex: □ F  □ M

Address:_________________________________________________________ City:______________________________________ State: ______ Zip: __________

□ Black/African American □ American Indian/Alaska Native □ Caucasian/White □ Hispanic/Latino □ Asian/Pacific Islander □ Other

Primary Language: ____________________ Date of Birth (mm/yy)____/____ Daytime Telephone: ( )________________ Email: ____________________________

Alternative Contact: Name: ________________________________________________ Daytime Telephone: ( )__________________

TYPE OF CANCER: _________________________________________________ DATE OF DIAGNOSIS: (mo/yr)

Are you in Treatment: Yes No Recurrence: Yes No

Type of Treatment: Chemotherapy Radiation Hormone Surgery Other Not Available

Insurance Information: Medicaid Medicare Private Uninsured Military Program

Patient Signature:__________________________________________________________ Date:_______________________________

Patient Consent (HIPAA), I explained the American Cancer Society’s services to this patient, who agreed with the disclosure of this
information to the American Cancer Society for the purposes of applicable follow up.

Facility: Nassau Radiologic Group, PC ID #: 1-VHZ5L9
Long Island Radiation Therapy
6 Ohio Drive, Ste. 103
New Hyde Park, NY 11042

Provider/Person Referring __________________________________________
Name/Signature: (Provider must sign for Financial Assistance)

Telephone Number: _________________________________________________

Comments/Special Needs: _____________________________________________

___________________________________________________________________

Patient would benefit from:
(Program descriptions on back of form)
‭ Personal Health Manager packet
‭ Look Good … Feel Better
‭ Man to Man
‭ Reach to Recovery
‭ Road to Recovery
‭ I Can Cope
‭ Wig Program
‭Transportation type ______________
‭ Financial Assistance
‭ Support Services
‭ Resources, Information & Guidance
‭ Other________________________

(see other side of form)
Please send information in:
‭English       ‭ Spanish ‭ Chinese

FAX TO: 1-866-562-1836 (American Cancer Society ● Eastern Division)
Telephone: 1-800-227-2345
This information contained in this message is legally privileged and confidential. It is intended for the use of the
American Cancer Society. If the reader of this message is not the intended recipient, you are hereby notified that
any dissemination, distribution or copying of this form is strictly prohibited.

HEALTHCARE PROVIDER or ACS REPRESENTATIVE TO COMPLETEINFORMATIONBELOW:

Please be assured this is not a solicitation.

EASTERN NEW PATIENT REGISTRATION
YourHealthcareProvider feels theservicesand informationprovidedbytheAmericanCancer

Societycould be valuable for youand your familyduring your cancer experience. We

are available 24 hours a day, 7 days a week. Please call 1-800-227-2345 or visit our Web site

at www.cancer.org. INFORMATION WILL REMAIN CONFIDENTIAL.

Please Print Legibly

ACS Staff/Volunteer Only
‭   Onsite  ‭  Local Office

Developed: 11/09



Other – Connect patient

with specific community service (not
ACS program). Please Specify.


