


Facility:  _______________________________________________

_______________________________________________________

First Name________________________ Last Name_____________________________________________________

Email_________________________________________________________  [ ] Opt-out of educational/marketing emails 

Address____________________________________Apt#_____City___________________State________Zip__________

Phone Home ( ____ ) ______________ Cell (____ ) ______________  Work ( ____ ) _______________ ext__________

Sex ________  Date of Birth _______ / ________ / ________ Drivers License #: ____________________________

Employer/School________________________________________________If student, Full Time ____Part Time____

Employer Address________________________________________________________________________________

Ref Dr.___________________________ Address____________________________ City, St, Zip __________________

Ref Dr. Phone: _____________________ Please list any known allergies: _____________________________________

Emergency Contact_____________________________ Relationship____________________ Phone________________

Contact Address___________________________________________________________________________________

IS TODAY’S VISIT RELATED TO AN ACCIDENT OR INJURY? Y___N___ AUTO ACCIDENT__ WORK RELATED___ OTHER____

GUARANTOR  (PLEASE COMPLETE IF INSURED PERSON IS SPOUSE, PARTNER, PARENT OR GUARDIAN):

Name________________________________________________ Insured’s Relationship to patient _________________

Address________________________________________________ City, St, Zip ______________________________

Phone Home ( ____ ) _______________ Cell (____ ) _____________  Work ( ____ ) _______________ ext__________

Sex _______ Date of Birth _______ / _______ / _________ Drivers Lic#____________________________________

If you are a female patient, are you pregnant? ___ YES ___ NO

INSURANCE (PLEASE PRESENT A FORM OF IDENTIFICATION, INSURANCE CARDS AND COMPLETED FORMS):

Insurance_________________________________________________________ Phone (_____) ___________________

Address____________________________________________________ City, St, Zip ___________________________

Policy #_______________________________________________ Group ____________________________________

Secondary Insurance________________________________________________ Phone (_____) _________________

Address_____________________________________________________City, St, Zip ___________________________

Policy #__________________________________________Group # ________________________________________

Name of Insured_____________________________________________Relationship to Patient____________________

Sex _______ Date of Birth _______ / _______ / _______ Drivers Lic#______________________________________

NOTE: THE APPROPRIATE AUTHORIZATIONS MUST BE SIGNED TO EXPEDITE THE FILING OF YOUR INSURANCE CLAIM.  

;฀฀= AUTHORIZATION AND AGREEMENT : By my signature below, I hereby authorize and direct my insurance carrier to pay directly to this provider of

medical services any benefits due me under my insurance plan. I agree to pay the balance of charges not paid under my plan. I also hereby authorize this provider to use and dis-

close any of my personal medical information for treatment and payment (including to my insurance company.) Should the account be referred to an attorney for collection, the

undersigned shall pay attorney’s fees and other collection expenses. IF I AM UNINSURED, I understand I am fully responsible for all charges. 

Patient Signature: _________________________________________________________________________________________________ Date:  _______________________

;฀฀= AUTHORIZATION AND CONSENT FOR MEDICAL AND SURGICAL TREATMENT: By my signature below, I hereby authorize Imaging Center to furnish the nec-

essary medical or surgical treatment, or procedures, including diagnostic x-ray and laboratory procedures, anesthesia, drugs and supplies as may be ordered by the attending

physician(s), his assistants or designees. I am aware that the practice of medicine and surgery is not an exact science, that I have been explained the risks associated with the

treatments/procedures to be performed, and I acknowledge that no guarantees have been made to me as to the result of treatment or diagnostic procedures conducted in the

Imaging Center.

Patient Signature: _________________________________________________________________________________________________  Date:  ________________________

;฀฀= MEDICARE B SIGNATURE AUTHORIZATION: By my signature below, I authorize any holder of medical or other information about me to release to the

Social Security Administration and Centers for Medicare & Medicaid Services or it’s intermediaries or carriers, or to the billing agent of Imaging Center any information needed

for this or a related Medicare claim. I permit a copy of this authorization to be used in place of the original and request payment of medical benefits be made to the holder of this

assignment on my behalf. I understand that I am responsible for any deductible and coinsurance. NOTE: MEDICARE WILL ONLY PAY FOR A ROUTINE MAMMOGRAM

ONCE PER YEAR AND ONLY FOR THOSE 65 OR OLDER.

Patient Signature: _________________________________________________________________________________________________  Date: _________________________
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