
PATIENT REGISTRATIONDATE 

1. PATIENT INFORMATION

SOCIAL SECURITY #  

         FIRST NAME 

 

            MIDDLE 

LAST NAME 

SEX M OR F    DATE OF BIRTH  

MARITAL STATUS: MARRIED SINGLE DIVORCED  
WIDOWED OTHER

CHECK ONE: EMPLOYED RETIRED FULL TIME STUDENT

EMPLOYER  

RACE/ETHNICITY 

MAILING ADDRESS 

CITY         STATE       ZIP  

HOME PHONE (     )  

CELL PHONE (     )  

WORK PHONE (     )  

EMAIL  

2. INSURANCE INFORMATION (PLEASE PROVIDE YOUR INSURANCE CARD TO THE RECEPTIONIST)

INSURANCE COMPANY 

SUBSCRIBER NAME   DATE OF BIRTH 

SOCIAL SECURITY #   SUBSCRIBER RELATIONSHIP  

POLICY #         GROUP #         PHONE (            )  

INSURANCE COMPANY 

SUBSCRIBER NAME   DATE OF BIRTH 

SOCIAL SECURITY #   SUBSCRIBER RELATIONSHIP    

POLICY #         GROUP #         PHONE (            )  

FIRST NAME MIDDLE         

LAST NAME     PHONE 

FIRST NAME MIDDLE         

LAST NAME     PHONE 

3. SECONDARY INSURANCE INFORMATION

4. EMERGENCY CONTACT

5. HOW DID YOU HEAR ABOUT US?

1.               2.  

6. OTHER INFORMATION

LIST NAMES OF UP TO TWO PEOPLE WITH WHOM THE DOCTOR MAY DISCUSS YOUR HEALTH INFORMATION

I hereby authorize release of any information required to process insurance claims related to my medical and/or surgical 

care. I authorize direct payment to the provider/s for my medical and/or surgical care. I understand that I am responsible 

to pay any non-covered services. I understand that if I am uninsured, I am responsible to pay for any services provided.

SIGNATURE DATE

I have read and agree to the Patient Financial Policy.

REFERRING PHYSICIAN

FRIEND/FAMILY

INTERNET/GOOGLE

FACEBOOK

RADIO

TV

NEWSPAPER

INSURANCE (PREFERRED PROVIDER)

DOC  may or  may not leave medical information and

test results left on my voicemail at 





Denali OB-GYN Clinic

3976 University Lake Drive, Ste 300 • Anchorage, Alaska 
99508 Phone: 907.222.9930 • Fax: 907.222.9931 

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

I, , acknowledge and agree that I have been offered a copy of 
Denali OB-GYN Clinic’s Notice of Privacy Practices. 

Patient Signature Date 

Patient Legal Representative (If applicable) Date 

Print Name of Legal Representative Date 

FOR CLINIC USE ONLY: 

Denali OB-GYN group made the following good efforts to obtain the above referenced individuals 

written acknowledgement of receipt of the Notice of Privacy Practice: 

(Identify the efforts that were made to obtain the individual’s written acknowledgement, including why (if known) the written 

acknowledgement was not obtained.) 



Patient Financial Policy Summary

The physicians and staff at Denali OB-GYN clinic value the trust and responsibility you place in us to care for 

you.  In the interest of good practice, we believe that it is desirable to establish a financial policy for our patients.  

Our goal is to avoid any miscommunication or concerns regarding financial matters, so that we can focus our 

energies on serving your health care needs.  Please ask our staff if you have any questions or concerns about this. 

Patients are responsible for payment for all medical treatments and services provided.  Insurance deductibles and 

co-pays will be collected at each office visit.  Additional co-pays and/or coinsurance may be collected if 

additional services are rendered.   Insurance co-pays for elective surgery shall be collected prior to the day of 

surgery. 

Our office participates with Medicare, Medicaid, and other healthcare insurance plans. As a service to our 

patients, we will file insurance claims for all covered services on your behalf. Please check with our office staff to 

verify that we participate with your insurance plan.  As a participating provider network, we will accept the 

insurance company’s allowable payment for covered services.   

 Patients are responsible for deductibles, co-payments, non-covered services, and out of network

services.  Payment for these services shall be due at the time of the visit.  We do our best to

estimate your insurance payment, but all plans are different and other factors may apply.  A

balance above the estimated amount will be the patient’s responsibility to pay.

 Please provide a current copy of your insurance card at each visit.   It is the patient’s

responsibility to know and understand their insurance benefits.   Patients must advise our office

staff of the need for precertification by your insurance for any service

 Our office accepts cash, checks, Visa, and MasterCard.  All payments are expected at the time of

service, unless prior arrangements have been made with the billing department.  Past due

accounts may be referred to an outside collection service, unless prior arrangements have been

made.

 For non-insured patients, a representative will meet with you on an individual basis to discuss

payment arrangements.

Our office schedules your appointment time specifically for you.  Please notify the office at least 24 hours prior to 

your scheduled appointment if you will be unable to keep it.  This time allows us to offer that appointment to 

someone else.  If a patient fails to show up for their appointment without proper notification, our office reserves 

the right to charge a $25.00 fee to your account.  This fee will not be billed to your insurance company. 

I have read and fully understand the Denali OB-GYN clinic patient financial policy summary. 

Signature of Patient and/or Guardian: _____________________________________________________ 

Printed Name of Patient and/or Guardian: _________________________________Date:____________ 

Patient Date of Birth: _______________________ 

Denali OB-GYN Clinic

3976 University Lake Drive, Ste 300 • Anchorage, Alaska
99508 Phone: 907.222.9930 • Fax: 907.222.9931 
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