


Breast Care Specialists 
PLEASE BE ADVISED:  We are a diagnostic facility that specializes in breast care.  Your Insurance 

plan may not cover a diagnostic mammogram at 100% as it does for a screening mammogram.  Please 
check with your insurance company if you have questions about your coverage for diagnostic services. 

__________________(Please Initial) 
  

PATIENT INFORMATION 
Name:  Email Address: 

c/o (if a minor): Cell Phone#: 

Address 1: Home Phone#: 

Address 2: Work Phone#: 

City: Employer: 

State:                   Zip: Emergency Contact: 

Date of Birth: Emergency Phone#: 

Sex (circle one):  M  F      Marital Status (circle one):  M  S  D  W Emergency Relationship: 

 
INSURANCE INFORMATION 

Primary Insurance:  Secondary Insurance:  

ID Number: ID Number:  

Group Number:  Group Number:  

Group Name:  Group Name:  

Subscriber Name: Subscriber Name: 

Subscriber Date of Birth: Subscriber Date of Birth: 

 
REFERRAL INFORMATION 

Referred by Doctor (First and last name): Referred by Other (family,friend,etc): 

Phone Number:  

Does your insurance require an authorization # 
from your primary care physician?  Yes or No 

 

Primary Care Physician:  

Phone Number:  

 
 
I acknowledge that the physicians of BCS may not be a part of the provider network for my insurance plan.  I understand 
it is my responsibility to verify this information with my insurance company.  I also acknowledge it is my responsibility to 
obtain an authorization number from my primary care physician if required by my insurance plan. 
 
Unless prior arrangements have been made with our business office, payment for services rendered are due at the time of 
service.   
 
I hereby authorize the physicians of BCS to furnish the necessary information concerning my illness to my insurance 
company and I hereby assign to the physicians, all payments for medical services rendered to myself or my dependents.  I 
understand I am responsible for obtaining my coverage information from my insurance plan and I also understand I am 
responsible for any amount not covered by my insurance. 
 
Your signature serves as notice to treat a child if the patient is a minor. 
 
 
Date:________________Signature:______________________________________Relationship:____________ 















BCS does not accept the following insurance plans:
Market Place Plans (aka: pathway-obama care-aca-affordable care act-healthcare exchange plans)
Alliant
Ambetter
BCBS (pathway is usally on the card)
Kaiser
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REFERRAL NEEDED

GATEKEEPER HMO AND POS REQUIRE A REFERRAL

COMPASS AND NAVIGATE PLANS REQUIRE A REFERRAL

GREAT WEST/CIGNA
GOLDEN RULE

MEDICAL MUTUAL
KAISER-ONLY IF PART OF PHCS (AND NOT THE MARKET PLACE PLAN)
HUMANA GOLD PLUS(MCARE REPL PLAN)
HUMANA
HEALTH PARTNERS
GUARDIAN

PHCS
NOVA NET
MULTIPLAN
MHBP(MAIL HANDLERS BENEFIT PLAN)
MERITAIN
MEDICARE

COVENTRY/AETNA
FEDERATED HEALTH
FIRST HEALTH
GEHA

USAA
UMR-UNITED MEDICAL RESOURCES
UHC-ALL PLANS
TRICARE
PRIORITY HEALTH
PRINCIPAL

BANKERS FIDELITY
BCBS-ALL PLANS EXCEPT PATHWAY
CIGNA
CIGNA HEALTH SPRINGS(MCARE REPL PLAN)
CORESOURCE
COVENANT ADMINISTRATORS

AARP
ACS BENEFIT SERVICES
AETNA- ALL PLANS
AIM
AMERICAN MEDICAL
ASSURANT




