Utah Valley Obstetrical Ultrasound
Regular Office Hours Tuesday 5-7 Friday 9:30-12 Call Jodie @801-602-4668 if apt is needed outside of regular office hours



Exam Date: _________________________ Time: __________ Provider: Dr. Joseph Glenn   Dr. Julie Grover   
Instructions:  Contact your insurance to determine coverage.   Casey Sullivan, Fnp Other:_______________
Your exam will take approximately 10-15 min.  Allow one hour for exam including paper work/waiting time 
___Mark  if you would like to purchase a Dvd Recording for $20.00. Full bladder isn't necessary for OB 20 wk
Pelvic Prep: You must have a full bladder for accurate ultrasound results.  FINISH drinking 32ounces of fluid one hour before your ultrasound appointment. (No milk, tea, coffee, or energy drinks) 
REGISTRATION

Name___________________________________
Husb/Parent______________________________________

Age________ Date of Birth_________________      Husb/Parent DOB___________ SS#__________________

Address__________________________________
Husb/Parent Employer_____________________________

City____________________State_____________
Marital Status (circle one):   Single     Mar.     Div.   Widow 

Zip_________Phone________________________
Cellphone_____________Email______________________
Social Security #__________________________
Husband/Parent Cellphone__________________________
Employer_______________Phone____________ 
Emergency Contact_________________ Phone_________
INSURANCE:  Fill out all info and Print Clearly.Do you have $7,500 Maternity Deductible(Self Employed) Yes No
PRIMARY Ins Co______________________________________  ID#_______________________________
Insured Name__________________________________Patient relationship ____ Self ____Spouse ____Parent
Ins address__________________________________________________________________________ _______________________Ultrasound Deductible______________  Ultrasound Co-pay________________
SECONDARY Ins Co_____________________________________ ID#_______________________________

Insured Name/Ins Address________________________ Patient relationship ____ Self ____Spouse ____Parent
I understand that Utah Valley Obstetrical Ultrasound is a SEPARATE ENTITY from my doctor’s office.  As a service and convenience to you, Preferred Source Physicians Billing (801-423-8057) will bill your insurance for this exam. If this form has incomplete or inaccurate billing information it is your responsibility to contact the billing service.   If the billing service fails to bill the exam to your insurance, you are still responsible for all charges associated with this exam.  The patient is responsible to verify insurance coverage.  Our relationship is with YOU and NOT YOUR INSURANCE.  All charges are your responsibility.  Dvd recording is for entertainment purposes only and may not be used in court of law.   I understand this ultrasound will be interpreted by a Radiologist and that I will be billed by both the Radiologist and Utah Valley OB Ultrasound for this service.  I also authorize payment of medical benefits directly to Utah Valley Obstetrical Ultrasound, LLC and the radiologist.  I understand that I am responsible for any unpaid balance by my insurance and I agree to pay the amount within 90 days after date of service or I will be sent to a collection agency.  I AGREE TO PAY ALL COLLECTION FEES OF 50% OF THE UNPAID BALANCE TURNED TO COLLECTION AND COURT COSTS INCLUDING ATTORNEY FEES in connection with this collection process.   I understand if I do not pay my entire patient portion (co-pay or deductible amount) to Utah Valley Ob Ultrasound at the time of service a billing fee of $15.00 will be charged to my account.   Interest shall accrue at 1.5% per month on any unpaid balances.  I also give my consent to have this Ultrasound.
SIGNATURE_________________________________________________________DATE__________
_____________                              For Office Use Only_______________________________
____Radiologist bill patient $50_____Radiologist Charge $50 _______________________exp ____/____sec #______

___76811 OB Comp ____76801 Early Ob  ___76805 OB  ___ 76810/76811 Twins ___ 76802/76801  Early Twins     

___ 76856/ 76857  Pelvic __76830/76817 EV____93971 Leg ___76700Abd Cmp __76770 Renal ___76645 Breast 
Diagnosis: Irregular bleeding___ Menorrhagia___ Amenorrhea____  Dysmenorrhea:___ IUD Placement___

        Enlarged uterus_____
Ovarian cyst ____  Uterine Mass____   Fibroid_____  Retained Prod___

        Pelvic pain:R__L__Bilat ___ 
 Bleeding w/preg____ Threat AB____PossIUGR  ___Int grwth
_____Dates/size  __High Risk P   __Poor fetal growth __Fetal Abnormality  Copay Amount Paid: $________
 ___LGA/SGA  __Placenta Previa    ____Sub ch bleed  ___ Postmen Bldg    Deduct Amount Paid   $_______     
Other:_________________________________  ____Patient paid in full ____patient paid in full w/ reading
Sonographic Findings:___ Normal exam ____ Abnormal Findings_________________________
