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e'i Salina l�ional I lealth Center 

Jeffrey M. Geitz. M.D. 
Larry K. Beck, M.D. 

Name:--------------­

Address: 
---------------

Muhmnmad S. Ahmed. M.D. 

Pccran D. Sandhu. M.D. 

Welcome to Tammy Walker Cancer Center/Hematology-Oncology Dept., 

In order to make your visit as pleasant as possible, please fill out the enclosed information and 
bring with you for your appointment scheduled with on 

at 
---------�------------ ------

Please check-in 30 minutes before your appointment time. 

**Remember to bring all c11rre11t medical, prescription. and driver's license cards.** 
Jfvou have a Living Will and Durable Power Affornev we would like a copy. 

* lf your insurance requires a referral please contact your primary doctor and have them
forward that to our office by mail or fa,x: (785) 452-4878.

* Any questions regarding the Hereditary Cancer Questionnaire please call
(785) 452-7038.

* For insurance and bilJjng questions for Tammy Walker Cancer C.enter Oncolo&ry/Hematology Dept.
you may call the Financial Counselor at (785) 452-4873.

 

* Many of your tests/procedures will be provided by i_tnd/or billed through Salina Regional Health-
Center . If you have questions or would like to be screened for financial assistance, please 
call (785) 452-6299 to speak to a customer service representative. 

To ca11cel or reschedule appointment please cal.I us 24 hours prior to your appointment. We will be 
happy to reschedule your appointment. 

If you have any que.stioDs, please feel free to call us at (785) 452-4860. 

\Ve look forward to seeing you. 

51 I S. Santa Fe Salina, KS 6740 I 

Pb: (785) 452-4860 Fax: (785) 452-4878 



r�TammyW1lker 
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e'i Salina l�ional I lealth Center 

Jeffrey M. Geitz. M.D. 
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Patient Name: ________________ _ 

Patient Phone Number: ___________ _ 

Patient DOB: 

REGISTRATION FORM 
PATIENT INFORMATION 
Oate: _________ _ 

Muhmnmad S. Ahmed. M.D. 

Pccran D. Sandhu. M.D. 

Patient Name: _� ______________________ Age: __ Sex:
Firs! Ml · Las1 

Mailin9Address: _______________________________ _ 

City: _______________ _ State: ______ Zip: ____ _ 

Honie Phone: _______ ________ _ Cell Phone: __________ _

Email Address: _______________ _ 

Birth Date: ___________ _ SSN: ___________ _ 

(circle): Single Married Widowed Divorced Other. ______ _ 

Referring Physician: ___________ _ Primary Physician: __________ _ 

EMPLOYMENT 
(cirele): Full-time Part-time Retired Seif-Employed 

If Disabled, are you dlsabled·due to your current pain? Yes 

Unemployed 

No 

Disabled Minor 

Employer: _______________________________ _ 

Add<ess: ________________________________ _ 

City: ___________ State: __ Zip: __ _ 

Phone: _________ (Ext: __ _ 

PERSON RESPONSIBLE FOR BILL 
(circle): Saine as Pa1ient ParenVGuardian Other. ______ _ (if other than patient piease fill in the following information) 
Name: _______________________________________________________ SSN: ________________
                                                                                                                          DOB: ________________
Address: _________________________________________ Phone Number: ___________________
City: _________________________________________ State: ___________ Zip: ________________

      

(circle):  Full-time      Part-time      Retired      Self-Employed      Unemployed      Disabled
Employer: _____________________________________________________________________
Address: ______________________________________________________________________
City: ________________________ State: ________ Zip: _________ Phone: _______________ Ext: ________





Person to notify:

Next of kin or friend: ___________________________________________________________________

Address: _______________________________________ City ______________________ State: _______ Zip: ______________

I hereby authorize my provider to furnish my insurance company or its representative or permit my insurance company or its representative to review 
any information requested with respect to any illness or accident, medical history or copies of hospital and medical records. A photostatic copy of this 
authorization shall be considered as valid as the original. I hereby authorize payment directly to my provider for this illness or injury, of the provider's 
benefits otherwise payable to me, but not to exceed my indebtedness to said provider. I agree to pay the provider for all my charges whether or not 
covered by this assignment. The responsible party hereby agrees that the provider's office or the party responsible for the billing of these services may 
check credit with any source to obtain credit information. I authorize any holder of medical information about me to release any information needed to 
determine these benefits payable for related services. This release may include information which may be considered a communicable or venereal 
disease which may include, but are not limited to diseases such as hepatitis, syphilis, gonorrhea and the human immunodeficiency virus, also known 
as acquired immune deficiency syndrome (AIDS). I understand all of the above and hereby state that the information is correct to the best of my 
knowledge. My signature indicates that I have read the above and grant the request of authorizations.

I have been notified that I may receive services from the Nurse Practitioner or Physician Assistant at this location.

PLEASE NOTE:  The patient portion of the bill is due at the time of service unless prior arrangements have been made.
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Patient DOB: ________________

MEDICATION LIST 

Medication Name Dose How often are 
_Y.Ou takina?

What is the Reviewed Date 
medicine for? 

51 I S. Santa Fe Salina, KS 6740 I 

Pb: (785) 452-4860 Fax: (785) 452-4878 

Date: ___________
Patient Name:____________________________________
Patient Phone Number: ____________________________
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