
Saint Alphonsus Unique Families Program TM

GESTATIONAL CARRIER

PATIENT LABEL

(with court validated Gestational Agreement)



Thank you for choosing Saint Alphonsus Health System. We look forward to caring for you and  
your family! Our Unique Families Program™ mission is to provide exceptional care for patients  
and families that may need extra support and care during their stay here.

We have assembled this packet to provide an opportunity for much of the paperwork to be 
prepared and submitted in advance.

Attached you will find:

PHI RELEASE

•	� This form allows the hospital to release health information to listed parties. 

BIRTH PLAN

•	� This form helps our team know your wishes. This plan is flexible and can be adjusted  
at any time during your stay.

FINANCIAL FORM.

•	� This form allows us to bill the correct entity for the infant care.

In addition to these forms, please ensure Saint Alphonsus has received a copy of the court 
validated Gestational Agreement as outlined by the Idaho Gestational Agreements Act  
(Title 7, Chapter 16 of the Idaho Code.  

Please print and scan in this packet, and then email to the following:  
SAHSUniqueFamilies@saintalphonsus.org

OB/GYN

SAINT ALPHONSUS UNIQUE FAMILIES PROGRAMTM

PATIENT LABEL



 

                                                        Rev. 07/21 

 
Name of Patient:  Date of Birth:   
 
Patient's Address: ______________________________________ 
 
City, State, Zip__________________________________________ Phone:_______________________ 
 
I am requesting records from: 
❑ 
❑ –
❑ –
❑ –
❑ 
❑ 

Please deliver/direct the records requested below to: 
❑
❑

 
Phone:_________________ Fax:___________________ 

I would like to receive my health information by the following method (choose one): 
❑ Paper Copy            ❑  Electronic–CD               ❑ Review Only (by appointment only) 
❑ Electronic E-mail Link (personal e-mail address only) ____________________________________                                                                               

(E-mail from webmaster@mrocorp.com for Records; or noreply@ambrahealth.com for Radiology Images) 
 

I am requesting the following information from my designated record set:             

TYPE/DATES OF SERVICE 
 Date Range: 
   _____________________ 

   _____________________ 

❑ Inpatient/Outpatient Procedure 
❑ Emergency Room 
❑ Outpatient Diagnostic Visit 
❑ Clinic Office Notes 
❑ Other (specify): 

________________________ 

❑ Pertinent Record Set:  
    (or only as specified): 
❑ Discharge Summary 
❑ History and Physical 
❑ ER Physician Report 
❑ Consultations 
❑ OP/Procedure Note 
❑ Pathology Report 
❑ All outpatient diagnostic 

tests 
❑ ___________________ 
 

❑ Outpt Diagnostic Test    
     (or only as specified) 
❑ Laboratory 
❑ X-rays/CT Scans/MRI  
❑ Ultrasound  
❑ EKG/Vascular Study 
❑ Echocardiogram  
❑ EEG 
❑ Sleep Study  
❑ Pulmonary Test 
❑ ______________ 

❑Complete Medical Record  
   (Fees may apply) 
 
Please Include: 
❑ Radiology Images 
    ❑ CD  
    ❑ E-mail (see above) 
 
❑ Itemized Billing Records 

Other Instructions: 

Charges for Access:  We will not charge you for your first copy of your pertinent record set and/or outpatient diagnostic test 
results.  If you ask us to copy your complete medical record, we may charge a reasonable fee as permitted by HIPAA Privacy 
regulations.  Health Information Management utilizes a copy service, MRO, to complete most record requests. If MRO handles your 
request you will be invoiced directly by MRO.  You may request to be notified of any charges for approval prior to having your 
records sent to you. 
Information About Your Access Rights:  Except under limited circumstances, we will provide you with the access your records.  
We will respond to your request within 3 business days from the time we receive this completed form.  In certain situations we may 
deny your request but if we do, we will tell you in writing of the reasons for the denial and explain your rights to having the denial 
reviewed.  

I hereby request access to my health information as noted above maintained by Saint Alphonsus. I authorize the 
release of any information contained in the above records concerning treatment of drug or alcohol abuse, drug-related 
conditions, alcoholism, psychiatric/psychological condition, psychiatric/mental health treatment and/or HIV-related 
conditions. 
 
    
 Signature of Patient or Personal Representative Date 
 
    
  Printed Name of Personal Representative                                            Authority to Act as Representative 
         (if not signed by the patient)  (Documentation required) 

 Mailed     Pick up    ID verified:  Release by:________________ Date:_______________  

*RELEASE*

Request for Access to Health Information in a Designated Record Set SAHS-1317 
 

FIN:___________________________ROI LOG ID:______________ 
 
Return Completed form to: Health Information Management Dept 
  Email: BO-HIM-ReleaseOfInfo@saintalphonsus.org 
 

OB/GYN

PHI RELEASE



OB/GYN

GESTATIONAL CARRIER PLAN OF CARE

This plan will help our staff better understand your wishes, at this time, during your stay.
(Can be subject to change per your wishes)

Birthing patient’s name:

OB provider chosen:

Anticipated delivery due date:	          Phone:

•	 Would you like another person to be in the delivery room with you during birth?           YES                   NO

Who would you like this person to be?

Relationship:

•	 �If it is medically necessary for you to have a cesarean birth or delivery in the operating room,  
only one person can accompany you.

Who would you like this person to be?

Relationship:

Agency involved (if applicable):	 Phone:

Lawyer involved (if applicable):	 Phone:

Are there any other plans you would like to have incorporated into your care, or is there any other information  
you would like the Labor and Delivery staff to be aware of?

 

Are any mementos desired?           �NO                   �YES,

PATIENT LABEL

Birthing patient’s signature:	 Date:	 Time:



OB/GYN

PATIENT LABEL

GESTATIONAL CARRIER FINANCIAL FORM

Birthing patient’s name:

Expected due date:

Please note that primary and secondary insurances may exclude surrogacy benefits; 

but are still required to be listed. If none, please indicate NONE.

PRIMARY INSURANCE PLAN NAME:  ________________________________________________ 

Subscriber name:	 DOB:

Policy/ID #:	 Effective date:

Group name:	 Group number:

Does this plan include surrogacy coverage?           �NO                   �YES 

SECONDARY INSURANCE PLAN NAME:  _____________________________________________ 

Subscriber name:	 DOB:

Policy/ID #:	 Effective date:

Group name:	 Group number:

Does this plan include surrogacy coverage?           �NO                   �YES

By signing below, I agree that all the information is correct to the best of my knowledge.

Name:	 Date:



OB/GYN

INTENDED PARENTS FINANCIAL FORM

Birthing patient’s name (last, first, middle):

Infant’s legal name (last, first, middle):

INSURANCE INFORMATION: How will the infant bills be paid for?

  INSURANCE PLAN (Enter plan information below)

  SELF PAY

  ESCROW: ACCOUNT #  _____________________________  CONTACT #  _____________________________  

  AGENCY:  _____________________________  CONTACT PERSON:  _____________________________  

CONTACT #  _____________________________    OTHER  _____________________________   

GUARANTOR INFORMATION (person responsible for infant’s bills):  _______________________________________ 

Name:		  DOB:

SSN:		     NA	 Sex:

Residence (temporary) address:

	

Mailing address:         same as above

	

Home phone:	 Cell phone:

Email address:

PRIMARY INSURANCE PLAN NAME:  ________________________________________________ 

Subscriber name:	 DOB:

Policy/ID #:	 Effective date:

Group name:	 Group number:

SECONDARY INSURANCE PLAN NAME:  _____________________________________________ 

Subscriber name:	 DOB:

Policy/ID #:	 Effective date:

Group name:	 Group number:

Will infant have Medicaid Insurance?           NO                   YES

By signing below, I agree that all the information is correct to the best of my knowledge.

Name:	 Date:

PATIENT LABEL



 

 

Patient label  
 
 
   

  


