
  
 
 
 
 

PLEASE COMPLETE BOTH SIDES OF THIS FORM 

Eagle River Office 
12001 Business Blvd, Ste 3C 
Eagle River, AK  99577 
(907) 562-0321     
(907) 562-2683 fax  
 

Anchorage Office 
3851 Piper Street, Suite U340 
Anchorage, AK  99508 
(907) 562-0321     
(907) 562-2683 fax  
 

                     www.katmaioncology.com       
     Today’s Date: ____________ 
 

PATIENT DEMOGRAPHIC FORM 
(THIS FORM IS TO BE UPDATED YEARLY OR WITH ANY INFORMATION CHANGES) 

 
 

Patient Name:  _________________________________________________________________   Date of Birth:  ___________________ 
First         M                 Last 

 

Social Security #:  ____________-____________-____________  Gender:  M   F         Marital Status:  S    M    W    D  
 
Race: ____________________________  Ethnicity:  Hispanic/Latino   Non-Hispanic/Latino  Language:  ____________________ 
 
Mailing Address:  ______________________________________   City:  ______________________  State: ______   Zip:  __________ 
 
Physical Address: ______________________________________ City:  ______________________  State: ______  Zip:  __________ 
 
Home Ph #:  ____________________________  Cell #:  ____________________________  E-mail:  _____________________________   
                                                                                                                                                                                                                 
Employer:  _______________________________________________   Work Phone: _________________________________________ 
 
Preferred Contact Method:    Home      Cell      Work     Message OK:    Home      Cell      Work   

 
Referring Physician: ___________________________________    Primary Care Physician: ___________________________________ 
 
Preferred Pharmacy:___________________________________________________ Location:________________________________    
                                                                                           
SPOUSE 
 

Name:  __________________________________________________________   Date of Birth:  _________________________________ 
 
Social Security #:  _________________________   Address:  _____________________________________________________________ 
 
City/State:  ___________________________________   Zip:  ______________      Cell Phone:  _________________________________ 
 
Employer:  ______________________________________________ Alternate Phone:  _________________________________________ 
 
EMERGENCY 
 

Name                                                 Relationship  Phone    Release of Information: 
 
 

___________________________________________________________________________________________ _______________________________________________  Medical       Financial 
 
 

___________________________________________________________________________________________ _______________________________________________  Medical       Financial 
 
 

___________________________________________________________________________________________ _______________________________________________  Medical       Financial 
 
INSURANCE INFORMATION  (PLEASE PROVIDE INSURANCE CARD TO COPY) 
 
PRIMARY 
 
 

Insurance Co.:  ___________________________________    Policy Holder/Relationship: _____________________________________ 
 
Insurance ID/Group: _____________________________     Policy Holder’s DOB: ___________________________________________ 
 
SECONDARY 
 

Insurance Co.: ___________________________________    Policy Holder/Relationship: _____________________________________ 
 
Insurance ID/Group:  ____________________________     Policy Holder’s DOB:  ___________________________________________ 
 



 

 
 

Acknowledgement of Release of Medical Records and Payment Policy 
 
 

Release of Medical Information  
 I authorize Katmai Oncology Group to release and/or obtain any medical records concerning myself 

from/to any physician, hospital, or agency involved with my care.  
 I authorize Katmai Oncology Group to download my prescription reimbursement history 

electronically.  
Assignment of Medical Benefits  
 I authorize my insurance carrier to assign all medical benefits, if applicable, to Katmai Oncology 

Group.  
 I authorize release of medical information necessary to process all medical insurance claims.  
Usual and Customary Rates  
 We, Katmai Oncology Group, charge what is usual and customary for our area.  
 I am responsible for payment regardless of any insurance company’s arbitrary determination of usual 

and customary rates.  
Payment Policy  
 Co-payments are to be collected at the time services are received. We accept cash, check, Visa, and 

MasterCard.  
 All medical services provided are directly charged to the patient or responsible party.  
 If our physician is contracted with your insurance carrier, we will accept their negotiated rate for the 

charges billed.  
 I will be responsible for any balance deemed patient responsibility/non-payable/non-covered by my 

insurance and billed accordingly.  
 Please be advised that some lab work is processed at Katmai Oncology Group. All other laboratory 

specimens are sent to Lab Corp. Katmai Oncology Group is not responsible for lab services charged 
outside this facility.   

 Payment is expected in full upon receipt of statement or payment arrangements must be made with our 
billing office.  

 If this account is assigned to an attorney for collections and/or suit, the prevailing party shall be 
entitled to reasonable attorney's fees and costs of collection.  

 I hereby assign all medical benefits to which I am entitled to my physician for services rendered to my 
dependent or me.  

 This assignment will remain in effect until revoked, by me, in writing. A photocopy of this assignment 
is to be considered as valid as the original.  

 
 

I HAVE READ, UNDERSTAND, AND AGREE TO ABIDE BY THE ABOVE  
RELEASE OF MEDICAL INFORMATION AND PAYMENT POLICIES. 

 
 
________________________________________ ________________________ 
(Patient’s Signature – or legal representative)    (Date of signature) 
 
 
_______________________________________ ________________________ 
(Print Patient’s Name)      (Legal representative’s relationship to patient) 

 















   

 

  Version 11/26/2024 
 

 

 

Consent for SMS Text 

 
The Health Insurance Portability and Accountability Act of 1996 (HIPAA) has standards for protecting 

the privacy and confidentiality of individuals health information.  Katmai Oncology Group follows these 

laws and regulations by offering encrypted (secured) e-mail communication through the My Care Plus 

Patient Portal. 

 

If you want to communicate with Katmai by text, your written consent is required.   

 

By checking this box, I agree to receive SMS messages about appointments from Katmai Oncology 

Group at the phone number provided above. The SMS frequency may vary. Data rates may apply. Text 

HELP to 1-907-562-0321 for assistance. Reply STOP to opt out of receiving SMS messages. We pass an 

individual's consent to receive SMS from Katmai Oncology Group to affiliated companies for the 

purposes of appointments reminders. We may text you for the purpose of providing information relating 

to patient navigation upon request. We do not share phone numbers with third parties for the purpose of 

allowing those third parties to send SMS.  

 

Please indicate your choice below: 

 
 

 

 YES, I allow Katmai to send text (please print clearly) 

 

 Text (use this phone number):  (          )           -               

 
 

 

   OR 
 
 

 

 NO, I do NOT allow Katmai to send text 

 
 
 

 
 

____________________________________   ____________________________ 

Patient’s Printed Name      Date of Birth 

 

 

____________________________________   ____________________________ 

Patient’s Signature       Date   
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