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Dear Patients of Breast Care Specialists, 
 
The physicians at Breast Care Specialists, are closely monitoring the Coronavirus (COVID-19) 
outbreak via the Centers for Disease Control (CDC), Georgia Department of Public Health 
(DPH) and World Health Organization (WHO).  The virus and protocols around it are changing 
quickly, and we are working to mitigate any impact on our providers, staff and patients. 
 
 
Patient Name:  ________________________________________ 
 
Patient Date of Birth:  ___________________________________ 
 
Today’s Date:  ________________________________________ 
 
 
Please answer the following questions:  
 
Have you been tested for Coronavirus (Covid-19)?  ____________________________ 
 
If you have been tested, what was the date of the test?  _________________________ 
 
Have you traveled outside of the United States within the last 14 days?  ____________ 
 
If yes, where did you travel?  ______________________________________________ 
 
 
Do you have any of these symptoms: 
 
Fever  _________________________ 
 
Cough  ________________________ 
 
Shortness of breath  ______________ 
 
Thank you  



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:____________ 
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Privacy Notice Acknowledgement 

I acknowledge that I have received a copy of the Summary Privacy Notice revision date September 23, 2013. 

____________________________ ___________________________________ __________________ 
Patient or Personal Representative's Signature    Patient or Personal Representative's Name Printed         Patient's Date of Birth 

____________________________ _________________ 
Personal Representative's Relation to Patient    Date 

 

Documentation of Good Faith Effort 

The patient identified above was provided with a copy of the Provider's Summary Privacy notice on this 
date. A good faith effort has been made to obtain a written acknowledgement of the patient's receipt of 
Summary Privacy Notice, However, acknowledgement has not been obtained because 

______Patient refused to sign the Summary Privacy notice Acknowledgement 

______Patient was unable to sign because____________________________________________ 

______There was a Medical Emergency. Provider will attempt to obtain acknowledgement as 

soon as is practical. 

______Other reason: ____________________________________________________________ 

____________________________________________________________________________________ 

________________________ ____________________________  ___________________ 
 Employee's Name Employee's Signature Date 
 

 

Authorization of Discuss Medical Care 

I hereby authorize Breast Care Specialists, LLC to discuss any of my medical care needs 
(including appointments, results, continuing care, treatments, etc.) with the following people: 
 
Name: __________________________  Relationship:____________________ Phone:______________________ 

Name: __________________________  Relationship: ____________________ Phone: _____________________ 

___________________  ___________ 
 Patient or Personal Representative's Signature   Date 


















