
      Mission Intake Form 
Rev 11/11 

 

       
Initials of Intake Person _______ Date & Time _______ 

Angel Flight Soars, Inc.     2000 Airport Road    Suite 227 PDK Airport     Atlanta, GA 30341      www.angelflightsoars.org 
Toll Free Phone # 1.877.426.2643   Local Phone (GA) # 770.452.7958   Toll Free Fax # 1.877.420.7391 or Local Fax # 770.452.7391 

Caller & Phone #:___________________________________________________________________________________ 
 
Heard about AF? ____________________________ Gender____ Race____ Weight____ Date of Birth_________ Age__ 
 
Patient Name____________________________________ Insurance: Medicare____  Medicaid____  Private: _________ 
 
Employer_________________________________________________ Combined Household Income________________ 
 
Patient Address____________________________________________________________________________________ 
     
City ______________________________ State__________ County____________________________ Zip___________   
 
Home #____________________________ Wk #_________________________ Cell #____________________________ 
 
Email Address:_____________________________________________________________________________________ 
 
Illness ___________________________________________________________________________________________ 
 
Crutches ___ Oxygen ___Other_______________ Wheelchairs must be shipped Transplant Y  /  N   Hours _________ 

 

Reason for Visit ___________________________________________________________________________________ 
 
Origination Airport_______________________________ Destination Airport ___________________________________ 
 
Appointment Date ___________________________ Time _______________ How Long at Appt. _________________  
 
Departure Date & Time________________________   Return Date & Time_____________________________________ 
 
Ground transportation @ destination & phone # __________________________________________________________ 
 
Lodging @ destination & phone # _____________________________________________________________________ 
 
1

st
 Passenger Name __________________________________________ Relationship to Patient ___________________ 

 
Weight __________ Age ___________ Date of Birth ___________________ 
 
2

nd
 Passenger Name ________________________________________ Relationship to Patient ____________________  

 
Weight __________ Age ___________ Date of Birth____________________  
 
Baggage Weight ________________ (in soft bag, 5 lb per person per day)            Total Posted Weight ______________ 

 

Doctor You Have Seen ______________________________________ Attn: ___________________________________ 
 
Facility Name _____________________________________________________________________________________  
 
Address: ______________________________________________  City, State & Zip: ____________________________ 
 
Phone # __________________________________     FAX# _________________________________________ 
 
Doctor at Destination ______________________________________ Attn: ____________________________________    
 
Facility Name _____________________________________________________________________________________    
 
Address________________________________________________ City, State & Zip:____________________________ 
 
Phone#: ___________________________________ FAX # _______________________________________ 

http://www.angelflightsoars.org/
initiator:bernadette@angelflightsoars.org;wfState:distributed;wfType:email;workflowId:a3e3ccc41ee7e749ae98ba7c5a8d97c2
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