
I acknowledge that I have received a copy of the following documents:

Notice of Non-Discrimination:  It is the policy of Arizona Blood and Cancer Specialists not to discriminate 
on the basis of race, color, national origin, sex, age or disability. 

Grievance Procedure: 
Arizona Blood and Cancer Specialists has adopted an internal grievance procedure providing for prompt 
and equitable resolution of complaints alleging any action prohibited by Section 1557 of the Affordable Care 
Act (42 U.S.C. § 18116) and its implementing regulations at 45 C.F.R. pt. 92, issued by the U.S. Department of 
Health and Human Services. Section 1557 prohibits discrimination on the basis of race, color, national origin, 
sex, age or disability in certain health programs and activities. Section 1557 and its implementing regulations 
may be examined in the office of:

Karen McCormick
Arizona Blood and Cancer Specialists
3945 E. Paradise Falls Drive, Suite 201

Tucson, AZ 85712

who has been designated to coordinate the efforts of Arizona Blood and Cancer Specialists to comply with 
Section 1557. 

Privacy Policy: Arizona Blood and Cancer Specialists is committed to protecting your privacy and ensuring 
that your health information is disclosed appropriately. The Privacy Policy identifies all potential uses and 
disclosures of your health information by our practice and outlines your rights with regard to your health 
information.

Accessibility Requirements:
Arizona Blood and Cancer Specialists provides free language services to people whose primary language is 
not English, such as:

• Qualified interpreters
• Information written in other languages

Please see the attached list of languages available for translation. 

These documents are part of your New Patient Packet. You may request another copy at any time. 

_____ I have read this form, or had it read to me and understand that by signing I am acknowledging that 
I received a copy of Arizona Blood and Cancer Specialists’s Notice of Non-Discrimination and Grievance 
Procedures, Privacy Policy and Accessibility Requirements.

_____ I understand that refusal to sign this acknowledgement will not impact my ability to obtain care from 
Arizona Blood and Cancer Specialists, PLLC.

If interpretation services are needed please call your doctor’s office in advance so that we can arrange 
for translation services to be available at the time of your appointment. 

Patient Signature: _________________________________Date / Time __________ (select one)  AM   PM  
(or authorized representative)

Physician: ____________________________________________________ Employee Initials: ______________

Patient Policies Summary Acknowledgement

Date: __________________________________ MRN: __________________________________

                                       Patient Date of Birth:  _________________________________

Rev. 08/2019KR

Legal Patient Name: ________________________________________________________________________________________________



You have the option to select different types of contacts. You can designate one person to be both a 
HIPAA and Emergency Contact, but you also can designate separate people as either a HIPAA Contact or 
Emergency Contact. 

A HIPAA contact is a person who you authorize Arizona Blood and Cancer Specialists to release information 
to about your medical condition. Any physicians who provide medical care to you don’t need to be listed as 
HIPAA contacts. 

It is important for you to name an Emergency Contact. This is a person that you authorize our staff to 
contact in the event you have a medical emergency while being treated in our office. 

Type of Contact:

Contact Name:  HIPAA  Emergency
Phone Number: Other Phone: 
Relationship: 

Type of Contact:

Contact Name:  HIPAA  Emergency
Phone Number: Other Phone: 
Relationship: 

Type of Contact:

Contact Name:  HIPAA  Emergency
Phone Number: Other Phone: 
Relationship: 

_____ I understand that I am authorizing Arizona Blood and Cancer Specialists, PLLC to disclose my personal 
health information to the individual(s) named above whom I have identified as my HIPAA contact(s).

_____ I acknowledge that I have received a copy of Arizona Blood and Cancer Specialists, PLLC’s Privacy 
Practices.  

_____ I acknowledge that I have the right to change contacts on this list at any time; that I can re-designate 
the Type of Contact originally stated; and that I have the right to revoke this contact list.

_____ I acknowledge that any revocation of this list must be made in writing. 

_____ I have read this form, or had it read to me and I understand the consequences of my choices. 

_____ I understand that refusal to sign this authorization will not impact my ability to obtain care from Arizona 
Blood and Cancer Specialists, PLLC.

Patient Signature: _________________________________Date / Time __________ (select one)  AM   PM  
(or authorized representative)

Physician: ___________________________________________________ Employee Initials: ______________

Patient’s Contact List - HIPAA & Emergency Contacts

Date: __________________________________ MRN: __________________________________

                                       Patient Date of Birth:  _________________________________

Rev. 08/2019KR

Legal Patient Name: ________________________________________________________________________________________________
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authorized agents 



Legal Patient Name: ________________________________________________________________________________________________ 

Arizona Blood and Cancer Specialists / Arizona Breast Health Specialists provides secure access to your 
personal health record through our CareSpace patient portal. Only you, or those you authorize will have 
access to your health information. 

Your authorization to activate your personal CareSpace account and consent to electronic mail is required. If 
you do not authorize this, we will not send any communication to you electronically. 

Your CareSpace portal will include personal identifying information and other information about your health 
and medical history, so it is important that you keep your password private. Your password should not be 
shared with others, unless you authorize them to access your account. Please don’t share your password 
with anyone else that is not authorized or keep it in a place where is can be easily accessible to others.

If you choose not to sign this Patient Portal / Electronic Mail Authorization Form, you will not be able to 
access the CareSpace patient portal. By authorizing this form, you are consenting for us to email you a link 
for you to use to establish your account and create a password.  The link will be sent after submitting this 
form, and for your protection, it is designed to expire quickly if not used. 

Please contact your physician’s office in the event that you have a new email address so we can update your 
account. Please make sure that the email address that you provide cannot be accessed by any person that 
you have not authorized, or that you don’t trust. 

At any time, you can discontinue use your CareSpace patient portal. Please contact your physician’s office to 
assist you with deactivating your account. 

_______ I understand that by signing below, I am consenting to use Arizona Blood and Cancer Specialists 
CareSpace Patient Portal / Electronic Mail.

_________________________________________  _________________________________________
Patient Name (First Name, Middle Initial, Last Name)   E-mail Address of Patient 

_________________________________________  _________________________________________
ABCS Physician’s Name     E-mail Address of Authorized User

Authorized User is:      _________________________________________
        Patient Designee’s Name (Printed)
               _____ Patient 

               _____ Patient’s Designee    _________________________________________
        Patient Designee’s Signature

_________________________________________  _________________________________________
Patient’s Signature      Date

_________________________________________  _________________________________________
Staff Signature (confirming user’s identity and authority)  Date

Staff Notes: When accepting this form, the identity and authority of the signing person MUST be confirmed, and the signing person 
(i.e. the Patient or Patient’s Designee) understands and agrees to use the listed e-mail address for this purpose. 

A copy of this completed / signed document should be given to the patient. Rev: 01/2020-KR

Patient Portal / Electronic Mail Authorization Form

Date: __________________________________ MRN: __________________________________

                                       Patient Date of Birth:  _________________________________



Patient Financial Data / Assignment of Benefits
Date: __________________________________ MRN: __________________________________

                                       Patient Date of Birth:  _________________________________

Rev. 07/2020KR

Legal Patient Name: __________________________________________________________________________________________

What is the name you use?____________________________________________________________________________________

Home Phone#: __________________________________________Cell Phone#: ________________________________________

Home Address: _________________________________________ City:________________ State: _____ Zip Code: __________ 

Mailing Address: ________________________________________ City:________________ State: _____ Zip Code: __________

Current Age: _________        M       F   SS# ________________________________

Current Relationship Status (Please Check One):

  Single       Married       Divorced / Separated       Widowed

Employer: _____________________________________________________________  Phone#:______________________________

Employer’s Address: __________________________________________________________________________________________  

Responsible Party: _____________________________________  Relationship: ________________________________________

Responsible Party Address:   _________________________________________________________________________________                                                              

Primary Insurance:  _______________________________________________________ Telephone: ________________________

Insured Name: _________________________________________________________DOB:__________________________________  

Group #: _____________________ Policy #: ________________________

Secondary Insurance:  ___________________________________________________ Telephone: _________________________

Insured Name: _________________________________________________________DOB:__________________________________  

Group #: _____________________ Policy #: ________________________

Prescription Ins:  _________________________________________________________ Telephone: ________________________

Insured Name: ________________________________DOB:_____________ Group #: ____________ Policy #: ______________

Pharmacy Name: __________________________________________________________ Telephone: ________________________

Please initial each line to indicate that you understand and accept the terms as stated below: 
_____I understand that I am responsible for all charges not covered by this assignment or reimbursed by the insurance 
companies listed above. I agree, in the event of non-payment, to assume the costs of interest, collection and legal 
action (if required).
_____I authorize my primary insurance carrier, and my secondary insurance (if any) to release information regarding my 
coverage to Arizona Blood and Cancer Specialists.
_____I understand that all payments for pharmaceuticals, procedures, tests, medical equipment rentals, supplies 
and nursing/physician services including major medical benefits, are hereby assigned to Arizona Blood and Cancer 
Specialists. This assignment covers any and all benefits under Medicare, other government sponsored programs, 
private insurance and any other health plans. 
_____I acknowledge that this document is a legally binding assignment to collect my benefits as payment of claims for 
services. In the event my insurance carrier does not accept Assignment of Benefits, or if payments are made directly to 
me or my representative, I will endorse such payments to Arizona Blood and Cancer Specialists. 
_____I understand that I have a right to request and receive a Notice of Privacy Practices from Arizona Blood and 
Cancer Specialists.
_____I understand that this document is accurate and that it will remain in effect unless revoked by me in writing.  
_____I have read this form, or had it read to me, and I understand it. I have received a copy of the above statements. A 
duplicate of the statement is considered the same as the original. 

Patient Signature: _________________________________Date / Time __________ (select one)  AM   PM  
(or authorized representative)
Physician: __________________________________________________ Employee Initials: ______________



Legal Patient Name: __________________________________________________________________________________________

What is the name you use?____________________________________________________________________________________

Birth Sex:     Male  Female      Current Gender:    Male  Female      Gender Identity:   Male  Female

RACE (Please Check One):

  American Indian/Alaska Native   Asian   Black/African American 

  Native Hawaiian/Other Pacific Islander  White/Caucasian   Decline to answer

  Other____________________________          
 
ETHNICITY (Please Check One):     Hispanic/Latino      Non-Hispanic/Latino      Decline to answer

PREFERRED LANGUAGE (Please Check One): 

  English  German  French  Korean  Arabic  Vietnamese

  Spanish  Chinese  Decline to answer   Other ______________ 

VETERAN STATUS (Please Check One):    I am a Veteran     I am not a Veteran       Decline to answer

CURRENT RELATIONSHIP STATUS (Please Check One):
  Single       Married       Divorced / Separated       Widowed

EMPLOYMENT STATUS / HISTORY (Please Check One):  

Are you currently   Employed    Retired    Unemployed    on Disability       

OCCUPATION(S) (current or former):  __________________________________    ___________________________________

Who referred you to our practice? ____________________________________________________________________________ 

Who is your Primary Care Physician?__________________________________________________________________________

Who is your Medical Oncologist?_______________________________________________________________________________  

Who is your Radiation Oncologist? ____________________________________________________________________________  

Who is your Surgeon? ________________________________________________________________________________________

Please list any other doctors you see:  _____________________________________________________________________

By law we are required to maintain the privacy of your health information. At any time, you are entitled to 
receive notice of our legal duties with respect to your health information, and we are required to provide 
you with a copy of our privacy practices. 

Patient Signature: __________________________________________  Date: ______________________________
(or authorized representative) 

Patient Demographic Data

Date: __________________________________ MRN: __________________________________

                                       Patient Date of Birth:  _________________________________

Rev. 08/2019KR



CareSpace is easily accessible on your personal computer, tablet or mobile device. 
You have 24/7 access to your medical information.

Communicate with your care team.
CareSpace provides you a place to communicate with your care team at our 

practice and have you questions answered seamlessly. 

Keep friends, family and caregivers informed.
By inviting friends and family to your CareSpace Account, your support team 

can stay informed on your treatment plan and progress.

Download and securely send your health information.
From CareSpace you can securely send your health information to providers 

outside of our practice, like your primary care doctor. 

Getting Started
Follow these three steps 
to set up your account.

Check your email for a registration link from 
CareSpace and our practice.

Create a password for your CareSpace 
account.

Log in using your email, password and 
date of birth. 

1.

2.

3.

ACCess your heAlth informAtion 



Where does information in Carespace come from?
The information in CareSpace comes from your medical records at our practice.

Can i see my health records from all of my doctors?
Your CareSpace account at our practice will only include your medical records from 
our practice. Any labs, imaging or other tests will need to be seen on the providers’ 

patient portal where the services were performed. You will only be able to see 
your records from our practice using the login credentials you created 

when you received an invitation to join our portal. 

It is possible to have CareSpace accounts for other providers, but each provider’s 
office will only display the records associated with their practice. You will need to contact 

each of your providers to be set up on their patient portal.

Who can see my account?
Only you and the people you invite can see your account. If you invite someone to your Care-

Space account, they can see all of the information you can.

is the information in Carespace private and secure?
Yes, CareSpace is certified on the latest security standards, and your information 

will stay private and secure. CareSpace access is only permitted to authorized 
users who have been verified through a registration process.

my registration link has expired. how do i set up my account? 
To make sure that your information stays safe, registration links expire after four days. 

Give our practice a call in you need us to send you a new link.

What do i do if i never received a registration link from my practice?
Check you spam folder. If you still don’t see one, give our practice a call. 

Where do i log in for Carespace?
You can always access CareSpace by visiting www.carespaceportal.com 

from a browser on your personal computer, tablet or mobile device.

What happens if i forget my password?
No problem, you can reset your password yourself. Look for the 

“forgot password” link on the log in page at www.carespaceportal.com

neeD help? tips for registering your ACCount.

frequently AsKeD questions



Patient’s Health Information History (Page 1 of 7)

Date: __________________________________ MRN: __________________________________

                                       Patient Date of Birth:  _________________________________

Please list all current medications including non-prescription medications:
Medication Dose Strength Frequency (How often)
1

2

3

4

5

6

7

8

9

10

Do you have any drug or food allergies?     Yes   No     If yes, please list below: 
Name of Drug/Food: Reaction: 

Name of Drug/Food: Reaction: 

Name of Drug/Food: Reaction: 

Name of Drug/Food: Reaction: 

Please mark any of these you have had:   CT / MRI     Yes    No      Dye Sensitivity     Yes    No     

Are you claustrophobic?     Yes   No   

IMMUNIZATIONS:    COVID    Yes, date: _____________   No     FLU    Yes, date: _____________   No 

SHINGLES    Yes, date: _____________  No     PNEUMONIA    Yes, date: _____________   No  

Have you ever had radiation, radium, radioactive implants or cobalt treatments?      Yes   No

If yes, provide dates and place of treatment. _______________________________________________________________

Have you ever been treated for cancer?     Yes  No   If yes, when/what type  __________________________

Have you ever had chemotherapy?    Yes  No   If yes, date of last treatment ___________________________

Physician Notes:

Legal Patient Name: ________________________________________________________________________________________________

Rev. 01/2022KR



Patient’s Health Information History (Page 2 of 7)

Date: __________________________________ MRN: __________________________________

                                       Patient Date of Birth:  _________________________________

PAST SURGERY   Yes   No  (include age and date) Have you had any of the following:

Type of Surgery Reason for Surgery Date / Age Complications
Breast 

Breast Lumpectomy

Mastectomy  R  L 

Mastectomy (Bilateral)

Hysterectomy

Removal of Ovaries

Appendectomy

Gall Bladder

Bowel / Colon

Lung

Other Surgery

Physician Notes:

Legal Patient Name: ________________________________________________________________________________________________

Rev. 01/2022KR

Are you of Ashkenazi decent?   Yes   No   
Has anyone in your family had cancer?   Yes    No  If  yes, please list:
This includes first degree relatives (parents, siblings, children), and second degree relatives (grand-parents, grand-
children, uncles, aunts, nephews, nieces, and half-siblings) How many siblings do you have? _________

Relative Type of Cancer Maternal Paternal Age 
(at diagnosis)

Age 
(if living)

Deceased

Medical History YES NO Medical History YES NO
Arthritis Kidney Disease

Auto-Immune Disorder Lung Disease

Diabetes MRSA /C-Diff (other infectious disease)

Heart Disease Neurological Disease

Hepatitis B Pacemaker / Medical Device

Hepatitis C Seizures / Strokes

HIV (AIDS) Skin Disorders

High Blood Pressure Blood Clots

Osteoporosis Tuberculosis

Thyroid Other

Mental Health Disorders Other Cancers



Patient’s Health Information History (Page 3 of 7)

Date: __________________________________ MRN: __________________________________

                                       Patient Date of Birth:  _________________________________

CANCER SCREENING:

Date of last pap smear: ____________ Date of last mammogram: ____________ Date of last skin exam: ____________

Have you had a colonoscopy or Cologuard® test?     Yes    No   If yes, date: ________________

FOR MEN ONLY: 

Do you currently have / have you had:      discharge from the penis     sore on penis    

       lump in testicles      breast lump      

                      a testicular exam           a test to check your PSA level

       erectile dysfunction       a prostate exam

WEIGHT / NUTRITIONAL STATUS:

In the last three months, have you had a weight change?     Yes   No   Was this intentional?      Yes   No

If yes, please indicate the number of pounds you have  _______lost _______ gained  

Please describe your diet:    regular     soft     liquid     diabetic    supplements    other    

Please describe your appetite:     good     fair     poor

Physician Notes:

Legal Patient Name: ________________________________________________________________________________________________

Rev. 01/2022KR

FOR WOMEN ONLY:

Menstrual Period: Age at your first period?  _______       

Age at your last period? (menopause) ________ Date of your last menstrual period?  _______  

Pregnancy / Reproductive: Age at your first pregnancy? _______ Age at your first delivery? _______ 

Could you be pregnant now?      Yes   No   Unsure

Number of: pregnancies:  _______       live births: _______      miscarriages: _______      abortions: _______

Have you had a tubal ligation?        Yes   No Has your husband or partner had a vasectomy?      Yes   No  

Infertility Treatments: Have you ever undergone any type of fertility treatment?      Yes   No  
If yes, type and duration: ___________________________________________________________________

Breast Health: Do you perform a breast self exam?        Yes   No

Have you had any of the following?    tenderness    nipple discharge    lump     fibrocystic disease  

If yes, how often?      monthly      every few months   few times a year     

If no, do you need help learning how to perform a breast self exam?      Yes   No 

Gynecologic Health:

Do you currently have or have you had:    vaginal discharge    vaginal bleeding or spotting

Do you or have you taken estrogen therapy, birth control pills or other hormones?       Yes   No   

If yes, what type: ___________________________________________  

Are you currenlty using them?      Yes   No    If no, date discontinued: ________________ 

How many years have you taken them? ________________ 



Physician Notes:

Patient’s Health Information History (Page 4 of 7)

Date: __________________________________ MRN: __________________________________

                                       Patient Date of Birth:  _________________________________

RELATIONSHIP STATUS (Check One):   Single   Married      Divorced/Separated      Widowed

EMPLOYMENT STATUS/HISTORY (Check One):    Employed    Retired    Unemployed    on Disability       

OCCUPATION(S) (current or former):  __________________________________    ________________________________

SOCIAL HISTORY & HABITS?

Do you now, or have you ever smoked?      Yes   No   If yes, how long have / did you smoke? 

Number of Years ________  If you quit, when did you quit/ how many years ago did you quit? ________

Please describe what you smoke / smoked and how much per day? 

Cigarettes:       Yes   No  If yes, how many cigarettes per day? ________                

Pipe:       Yes   No  If yes, how much tobacco per day? ________    

Vaping:      Yes   No  If yes, how much per day? ________   

Do you chew tobacco/use other smokeless tobacco products?      Yes   No  How much per day? ________

Do you drink alcohol (wine, beer, liquor)?       Yes   No  How often?  _______ Quantity consumed? ________

Do you have a history of drug abuse:    Yes   No   Do you use recreational drugs?    Yes   No   

DENTAL HEALTH:   Do you see a dentist regularly?      Yes   No    If so, date of last visit: ________________

HAZARDOUS MATERIALS EXPOSURE: 

Have you ever been exposed to any hazardous materials?       Yes   No    

(including by not limited to: Asbestos, Agent Orange, Heavy Metals, Pesticides, Petroleum)   

If yes, what kind?____________________________________   When was your exposure? ______________________

PATIENT’S ACTIVITY LEVEL: (please check all that apply to best describe patient’s level of activity)

 Fully active, and can walk without aid    Somewhat restricted but is ambulatory and able to do light work

History of falling        Yes   No    Do you use a:   cane      walker      wheelchair      motorized scooter

 Out of bed and awake more than 50% of the day

 Capable of all self-care   Capable of limited self-care (need help showering, dressing, eating)

ADVANCE CARE PLANNING DOCUMENTS: Please check any of the following documents you have:

  Living Will         Advance Directives including DNR Status         Medical Power of Attorney 

If yes, who is your medical power of attorney? 

Name or Medical Power of Attornery: ________________________________ Contact Number: ______________________

Can you please provide a copy for our records of any of the above items you have?

Would you like to receive any information on any of the documents mentioned above?       Yes   No

If yes, please indicate which one(s): __________________________________________________________________________

Legal Patient Name: ________________________________________________________________________________________________

Rev. 01/2022KR



PAIN ASSESSMENT: 

(This should be completed up to 5 days prior to appointment.)

Are you currently experiencing any pain?      Yes   No

Please rate your current level of pain:

(no pain) 0  -  1  -  2  -  3  -  4  -  5  -  6  -  7  -  8  -  9  -  10 (extreme pain)

Does your pain medication control your pain?    100%    75%    50%    25%    Not at all

DISTRESS ASSESSMENT: 

Please indicate the number on the scale below that best describes how much distress you have experienced 

over the last week, and that you are experiencing today: 

(no distress) 0  -  1  -  2  -  3  -  4  -  5  -  6  -  7  -  8  -  9  -  10 (extreme distress)

Patient’s Health Information History (Page 5 of 7)

Date: __________________________________ MRN: __________________________________

                                       Patient Date of Birth:  _________________________________

Please complete ALL pages of this questionnaire. 

PLEASE NOTE BELOW ANY OF THE FOLLOWING COMPLAINTS YOU CURRENTLY HAVE

GENERAL YES NO YES NO

fever sleep difficulties

chills swollen glands / lymph nodes

easy bruising skin rash or irritation

general weakness open sores / skin injury

EARS /  NOSE / THROAT YES NO YES NO

pain in ears dry mouth

hearing difficulty or deafness bleeding gums

discharge from the ear nose bleeds

ringing or buzzing in ears persistent neck stiffness

wear hearing aids voice changes / hoarseness

sinus problems swelling or lumps in the neck

sores on tongue or in mouth difficulty swallowing

EYES YES NO YES NO

vision changes double vision

light flashes / halos glaucoma or cataracts

eye pain wear glasses or contacts

Physician Notes:

Legal Patient Name: ________________________________________________________________________________________________

Rev. 01/2022KR



Patient’s Health Information History (Page 6 of 7)

Date: __________________________________ MRN: __________________________________

                                       Patient Date of Birth:  _________________________________

HEART / CIRCULATION YES NO RESPIRATORY YES NO

chest pain difficulty breathing

unusual heartbeat spitting up blood

heart defects chronic cough

legs / ankles swelling shortness of breath

dizziness / fainting spells wheezing

poor exercise tolerance

MUSCLES AND JOINTS YES NO ENDOCRINE YES NO

tingling sensations / numbness thirsty all of the time

weakness in arms or legs heat or cold intolerance

limited range of motion hot flashes

difficulty with balance unusually tired or sluggish

joint problems 
including: pain, swelling, redness

night sweats

Physician Notes:

STOMACH AND INTESTINES YES NO YES NO

abdominal pain or cramps diarrhea

nausea / vomiting blood in stools

indigestion or heart burn hemorrhoids

poor or decreased appetite constipation

vomiting blood change in bowel habits

GENITAL AND URINARY SYSTEM YES NO YES NO

difficulty controlling urine blood in urine
trouble starting stream kidney stones

pain or burning with urination sexual difficulties

frequency impotency

night urination

NEUROLOGIC YES NO MENTAL HEALTH YES NO

severe headaches depression

speech changes mood changes

involuntary movement 
(i.e. spasms or tremors) 

anxiety

memory loss

paralysis

Legal Patient Name: ________________________________________________________________________________________________

Rev. 01/2022KR



Patient’s Health Information History (Page 7 of 7)

Date: __________________________________ MRN: __________________________________

                                       Patient Date of Birth:  _________________________________

Please tell us the name of your preferred pharmacy:

Pharmacy Name: ____________________________________________________  Telephone: _____________________________

Location: ______________________________________________________________________________________________________

     _______I have read this form, or had it read to me.

     Patient Signature: _____________________________Date / Time __________ (select one)  AM   PM  
     (or authorized representative)

Physician: _____________________________________________________________________________________

Rev. 01/2022KR

CLINICAL NOTES: (please don’t mark anything in this shaded area)

Patient’s Age: __________

Patient’s Height: __________

Patient’s Weight: __________

Patient’s Blood Pressure: __________ / __________

Patient’s Pulse: __________

Patient’s Respirations: __________

Patient’s Pain: ______________

PHYSICIAN NOTES: (please don’t mark anything in this shaded area)

Legal Patient Name: ________________________________________________________________________________________________
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Arizona Blood and Cancer Specialists, PLLC bik’ehgo h0ji[‘9n7g77 bidadeeti’7g77 

W11shindoon t’11 1t’4 bil1’ashdla’ii bee b1 1dahaazt’i’7g77 bibee haz’32nii d00 

doo ak’7j8’ nits1h1kees da d77 ninahj8’ a[‘33 dadine’4, dine’4 bik1g7 1t’eh7g77, 

bin11hai’7g77, nazhnit[‘ago da, 47 doodaii’ asdz1n7 d00 din4 1t’eh7g77. 

 

D77 baa ak0 n7n7zin: D77 saad bee y1n7[ti’go Diné Bizaad, saad bee 

1k1’1n7da’1wo’d66’, t’11 jiik’eh, 47 n1 h0l=, koj8’ h0d77lnih. 1-520-689-7022
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Arizona Blood and Cancer Specialists, PLLC bik’ehgo h0ji[‘9n7g77 bidadeeti’7g77 

W11shindoon t’11 1t’4 bil1’ashdla’ii bee b1 1dahaazt’i’7g77 bibee haz’32nii d00 

doo ak’7j8’ nits1h1kees da d77 ninahj8’ a[‘33 dadine’4, dine’4 bik1g7 1t’eh7g77, 

bin11hai’7g77, nazhnit[‘ago da, 47 doodaii’ asdz1n7 d00 din4 1t’eh7g77. 

 

D77 baa ak0 n7n7zin: D77 saad bee y1n7[ti’go Diné Bizaad, saad bee 

1k1’1n7da’1wo’d66’, t’11 jiik’eh, 47 n1 h0l=, koj8’ h0d77lnih .



 

D77 baa ak0 n7n7zin: D77 saad bee y1n7[ti’go Diné Bizaad, saad bee 1k1’1n7da’1wo’d66’, 

t’11 jiik’eh, 47 n1 h0l=, koj8’ h0d77lnih  

 

繁體中文
注意：如果您使用繁體中文，您可以免費獲得語言援助服務。請致電

ế ệ
ế ạ ế ệ ị ụ ỗ ợ ữ ễ

ạ ọ ố

العربية

اتصل مجانًا اللغة مساعدة خدمات تتوفر ، اللغة تتحدث كنت إذا ملاحظة

بالرقم  

 

한국어

주의 한국어를사용하시는경우 언어지원서비스를무료로이용하실수있습니다

번으로전화해주십시오



 

Русский
ВНИМАНИЕ Если вы говорите на русском языке то вам доступны бесплатные услуги
перевода Звоните

日本語

注意事項：日本語を話される場合、無料の言語支援をご利用いただけます。

まで、お電話にてご連絡ください

فارسی

: اگر به زبان فارسی گفتگو می کنید، تسهیلات زبانی بصورت رایگان برای شما فراهم می باشد توجه

 تماس بگیرید. 

 
݂ ܣܘܼܪܸܬ 

ܐ
ܵ
ܚܬܘܢܲ ܐܢܸ: ܙܘܼܗܵܪ ܡܙܸܡܝܼܼ ܟܹܐ ܐܼܲ ܝܵܐ ܠܸܫܵܢܵܐ ܬܘܢܲܗܼܲ

ܵ
ܒܠܝܼܬܘܢܲ ܡܵܨܝܼܬܘܢܲ، ܐܵܬܘܲܪ  ܕܩܼܲ

ܬܹܐ ܪܬܵܐ ܚܸܠܡܼܲ ܝܼܲ ܓܵܢܵܐܝܼܬ ܒܠܸܫܵܢܵܐ ܕܗܼܲ ܠ ܩܪܘܢܲ. ܡܼܲ   ܡܸܢܝܵܢܵܐ ܥܼܲ
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ภาษาไทย

เรยีน ถา้คณุพดูภาษาไทยคณุสามารถใชบ้รกิารชว่ยเหลอืทางภาษาไดฟ้รี โทร
 

 




