
To Process Billing Claims Accurately   *(Please fill Out Completely) * 

MEDICARE PRIMARY ID#: _________________________ SECONDARY_______________  

RETIRED Y/N   Current Employer______________________________ 

Emergency Contact Name and Ph#_________________________ 

Subscriber ID________________________________________ Group # __________________ 

POLICY HOLDERS NAME: ______________________________________DOB___________ 

□SCREENING     □ BREAST US     □ DX/US (BI/UNI) (BI/BI) (UNI/UNI) 

□ PELVIC     □ ABDOMEN    □ TRANSABDOMINAL   □THYROID □BX 

 

BC#___________________ 

 

FINAL TOTAL COST__________ 

100% COVERED□ 

 

  

                           Relation to Cardholder □Self □Spouse □Child   
 
   
 
 

 
 
 
 
 

 

 

  

  

□AETNA   □ HUMANA   □CIGNA   □ UNITED HEALTHCARE   □BCBS   □UMR 

Medicare applicants only 

FIRST NAME________________ 

 EMAIL ADDRESS________________ 

DOB_______ 

Cell Phone ___________ 

Name of Physician on the Orders_______________ 

**********************Office  Use  On ly********************* 

LAST 4 DIGITS OF CC 

Patient Information Form 

□$55 TOMO 

ADDRESS_______________________City________State____ Zip_______ 

Date: _______ 


