
Patient Treatment
Confirmation Form

CONTACT INFORMATION
Patient Name: _____________________________________________
Address: _________________________________________________
City: __________________________________
State: __________________ Zip: ___________
Phone: _________________________________
Cell: ___________________________________
Email Address: ____________________________________________
How did you hear about us? _________________________________
__________________________________________________________
__________________________________________________________

DIAGNOSIS
Approx. term of treatment: _________________________________
Type of cancer: ___________________________________________
Status:    _____ Receiving Chemotherapy
  _____ Receiving Radiation
  _____ Recovering from cancer surgery
Date of Surgery: _____________________
Date returning home: _____________________

DOCTOR INFORMATION
Doctor’s Name: (please print) ___________________________________
Doctor’s Signature: _______________________________________
Treatment Facility Address: ________________________________
           _____________________________
Phone: ________________________________
Email: __________________________________________________
Please email  this form to: sherry@ecocleaningservicellc.com
             or mail to: EcoCleaning Service • Attn: Sherry Rogers
              21107 McClellan Dr., Gretna, NE 68028


