PROSTATE ONCOLOGY SPECIALISTS, INC. 4676 Admiralty Way, Suite 101
Marina del Rey, CA 90292

MARK SCHOLZ, MD T: 310 827 7707
RICHARD LAM, MD F: 310 574 4002
SUSAN MOON, NP E: mail@prostateoncology.com

www.prostateoncology.com

New Patient Application: Please complete this form and send back to our office ASAP

PERSONAL INFORMATION Date:
Patient:
First Name Middle Initial Last Name
Date of Birth: Marital Status: Spouse:
Social Security Number: Referred by:
Address:
City: State: Zip:
Home Telephone: Fax Number:
Mobile: Work Telephone:
Emergency: E-mail Address:
Occupation: Employer:

INSURANCE INFORMATION: Include copies of insurance cards, front and back

Primary Insurance: Secondary Insurance:
Name of Insured: Name of Insured:

ID Number: ID Number:

Group Number: Group Number:
Provider Number: Provider Number:

OFFICE USE ONLY:

Received? Scheduled?

Entered in Alteer Patient Notified of 48 Hour Cancellation Fee?

Insurance Verified and Entered? Mailed out New Patient Packet?

Patient Informed about Consult Fee, if applicable?



MEDICAL INFORMATION: What you do not have, please note as NA for Not Available

Diagnosis Date: PSA at Diagnosis:

Last THREE PSA Results:

Date

PSA Results

Gleason Score at Diagnosis: If you have a pathology report, send it to us with this form
Number of Cores Biopsied: Number with PC in them:

Results of Digital Rectal Exam (Clinical Stage):

Ploidy Results from Biopsy (aneuploid, diploid, or tetraploid)

PAP or other Markers Done after Diagnosis:

Bone Scan, if Done (Date and Results):

CAT Scan, if Done (Date and Results):

Endorectal MRI, if Done (Date and Results):

Initial Treatment (Date and what was done—If RP, RT or Hormone Blockade, provide as many details as possible).

Subsequent Treatment (provide as many details as possible):

Current Thearpy:

Comments:




