l\ Northwestern Memorial’
Hospital

HEMATOPOIETIC STEM CELL TRANSPLANT PROGRAM
PATIENT INTAKE FORM

Name: Last/First/Middle Initial Birth Date Social Security Number

Address: Street City/State/Zip

Home Telephone Number Employer Phone Number

Employer Name Dates of Employment Current/Most Recent Occupation

May We Contact You at Work? Yes No

Significant Other/Contact Person Relationship Telephone Number

Any Known Drug Allergies or Latex Sensitivities, Please Specify

Height Weight Marital Status Race

Current Diagnosis Original Diagnosis Diagnosis Date

Referring MD Name Referring MD Address Referring MD Telephone

MEDICATION HISTORY (List all prescriptions and over the counter medications that you are currently taking

Name of Times/Day Name of Times/Day
Medication Medication

Pharmacy Name Pharmacy Telephone Number

CONFIDENTIAL — DO NOT DUPLICATE



l\ Northwestern Memorial’
Hospital

HEMATOPOIETIC STEM CELL TRANSPLANT PROGRAM
FINANCIAL INTAKE FORM

Patient Name: LAST/FIRST BIRTH DATE SOCIAL SECURITY NUMBER

Insured Name: LAST/FIRST BIRTH DATE SOCIAL SECURITY NUMBER

Address: STREET CITY/STATE/ZIP TELEPHONE NUMBER

PRIMARY INSURANCE COMPANY INFORMATION

PRIMARY INSURANCE COMPANY NAME GROUP/PLAN NUMBER and PATIENT ID NUMBER

Address: STREET CITY/STATE/ZIP TELEPHONE NUMBER

Name: CASE MANAGER DEPARTMENT TELEPHONE NUMBER

SECONDARY INSURANCE INFORMATION

SECONDARY INSURANCE NAME GROUP/PLAN NUMBER and PATIENT ID NUMBER

Address: STREET CITY/STATE/ZIP TELEPHONE NUMBER

Name: CASE MANAGER DEPARTMENT TELEPHONE NUMER

PRESCRIPTION PLAN INFORMATION

PRESCRIPTION PLAN NAME GROUP/PLAN/PATIENT NUMBER TELEPHONE NUMBER

Authorization to Release Information:

I hereby authorize Northwestern Memorial Hospital and the Physician associated with the hospital to release, as may be required, such medical
and other information concerning this hospitalization to the above named insurance companies, employer or groups of other health [plans for the
purpose of obtaining the reimbursement on my behalf for hospital services and for other services provided by the physician associated with the
hospital.

Assignment of Benefits:

I hereby Authorize Northwestern Memorial Hospital and the physician associated with the hospital who agree to accept this assignment all of my
rights and claims for reimbursement of expenses allowable under Medicare, Medicaid or any other health plan under which | may be entitled to
reimbursement, | understand that | am financially responsible to the hospital and the physician associated with the hospital for charges not
covered by this assignment.

Primary Insured Signature Date

Secondary Insured Signature Date

CONFIDENTIAL — DO NOT DUPLICATE



