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PATIENT REFERRAL FORM

—

Notice to Patient

The American Cancer Society (ACS) offers services and information that could help you while you are dealing with your cancer. The
information that you share on this form will be shared with the ACS so that they can contact you about the cancer information, services and
resources that you request.

The ACS cares about your privacy and will protect and use your information only in accordance with its Privacy Policy, available at
www.cancer.org. The ACS will use the information contained on this form to contact you about the services you have requested.

With your permission given below, the ACS may also use your information to contact you about other programs and services that may be of
interest to you, to invite you to events in your community, and/or to tell you about volunteer or other support opportunities. If you would like to
give the Society permission to contact you regarding these other opportunities, please initial here: (Patient Initials)

If you have questions about your cancer, the ACS, its programs, services or privacy standards, or to change your contact preferences, please
visit www.cancer.org or call 1-800-227-2345. The ACS is available 24 hours a day, 7 days a week.
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Comments/Other information you would like us to know:

this form to the American Cancer Society. ACS will rely on Health Care Provider's submission of any Patient Referral Form as evidence that this Notice has

Healthcare Provider Instructions: The Notice above regarding American Cancer Society's use of information must be shared with the patient prior to submitting
been communicated to patient. Once completed, please fax form to 877-428-2862 or Email form to SSBCREF@CANCER.ORG
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