ALASKA FAMILY SONOGRAMS, INC.
PATIENT INFORMATION
Patient Name: _________________________________________________________________  Birthdate:________________________________




Last


First


MI
Sex:  F / M    Marital Status:  _____Married _____Single _____Widow _____Other _____Minor   SSN#: ______________________________

Mailing Address: __________________________________________________________________________________________________________









        Referring
City: ______________________________  State: _______  Zip Code: ________ Provider______________________________________________
Spouse_____________________________________________________________ Telephone:___________________________________________

EMAIL ADDRESS: __________________________________________________________________________________________________________

EMERGENCY

CONTACT:__________________________________________________________ Telephone: __________________________________________

CONFIDENTIAL COMMUNICATION
It is okay to contact me as indicated below (check all that apply):
	Cell Telephone
	
	Leave a message with detailed information

	
	
	Leave a message with a call back number

	

	Work Telephone
	
	Leave a message with detailed information

	
	
	Leave a message with a call back number

	

	Home Telephone
	
	Leave a message with detailed information

	
	
	Leave a message with a call back number

	
	
	Leave a message with this family member:
	Name:

	
	
	
	



INSURANCE COVERAGE

PRIMARY Insurance 




           SECONDARY Insurance

Company: _________________________________________________     Company:________________________________________________
Subscriber: ____________________________________​​​​____________      Subscriber: _______________________________________________    _____Self  _____Spouse  _____Parent  _____Other______________      _____Self  _____Spouse  _____Parent  _____Other____________
Subscriber 





            Subscriber
Employer: __________________________________________________     Employer:______________________________________________

Subscriber





            Subscriber
Birthdate:____________________________________________________   Birthdate:_______________________________________________

Subscriber





              Subscriber

Telephone:__________________________________________________    Telephone:_____________________________________________
______ 
I authorize Alaska Family Sonograms, Inc. (AFS) to release information required to secure the payment of benefits.  I hereby authorize payment directly to Alaska Family Sonograms, Inc. of all insurance benefits otherwise payable to me for the services rendered. I authorize the use of my signature on all insurance submissions.   

_____
I understand I am financially responsible for all charges rendered on my behalf or my dependents, whether or not paid by insurance and including any and all noncovered services. 

______ 
A late fee of $25.00 may be applied to my account if it becomes over 45 days delinquent.
______
We have a specific exam requiring setup in advance.  If you miss this appointment, you will be charged a $50.00 no show fee.
______
I acknowledge receipt of the Notice of Privacy Practices for Alaska Family Sonograms, Inc.
______
I authorize AFS to text me appointment reminders.
Name of Legal Guardian: (if applicable) __________________________________________________________________________________
Patient Signature
Or Legal Guardian: _____________________________________________________________________ Date: ________/________/_________
