MEDICAL IMAGING NORTHWEST

Miss Mrs. Ms. Mr. (circle one) Inpatient Room # Patient Account #
Patient Name
Last First Middle Initial
Birthdate Month Day Year Age Female [ ] Male [] Home Phone #
Patient’s Mailing Address:
Number Street City State Zip

Patient SS#:

Employer of Responsible Party

Person Responsible for Payment

(Not the insurance company)

Business Phone

HEALTH INSURANCE If you are making a payment today, please indicate: Cash [ ] Check [] Visa [] Mastercard []

Primary Insurance Company is

Name of Subscriber

Subscriber’s SS#

Address

Group #

Patient is Subscriber [ ] Spouse [ ] Dependent []

ID#

Secondary Insurance Company is

Name of Subscriber

Subscriber’s SS#

Address

Group #

Patient is Subscriber [] Spouse | Dependent |

ID#

WORK RELATED INJURY IF THIS VISIT IS THE RESULT OF A WORK RELATED INJURY, PLEASE

COMPLETE THE FOLLOWING:
Is it possible you were injured on the job? [ ] Yes [ ] No Date of injury Claim number
Employer at time of injury Has this injury been reported to the employer [ | Yes [] No
If employer is self-insured, list company

Name Address Phone
CLINICAL INFORMATION
Height Weight Are you diabetic? [ ] Yes [] No If so, are you taking oral medications? [ ] Yes [ ] No
Do you smoke? [ ] Yes [ ] No Have you smoked? [ ] Yes [ ] No Number of years Number of Packs per day
Were you injured? [] Yes [ ] No If so, how and when?
List any previous surgery (operations)
If you are a female who still has a menstrual cycle, please list beginning date of last menstrual period
PATIENT SYMPTOMS:
Have you had previous x-rays of this type? [ ] Yes [ ] No If so, where?
APPOINTMENT INFORMATION
Do you have another appointment scheduled with your doctor? [ ] Yes [] No If yes, please provide:
Date of appointment Which doctor Referring doctor

(OFFICE USE ONLY)

Screening: Yes No Yes No Yes No
Wheelchair Hearing Aid Head/No Make-up/Hair Products
Pregnant BB or Bullet Fragments C & T Spine/No Bra

Will someone be with you?

(Caution: NO Pacemakers Inside
Building Near MRI)
Aneurysm/Surgical Clips
Pacemaker/Heart Valves
Type:

Artificial Limbs/Joints
Insulin Pump

Dentures
History of Cancer

Metal Fragment Hx Eyes/Face
Need Scout Films
Claustrophobia
Pre-Medicated

Comfortable Clothes
Watches/Loose Jewelry

Wallets/Valuables

Head MRI (? Braces)
Driver’s License

15 Minutes Early




Patient Name: Patient #:

AUTHORIZATION FOR RELEASE OF HEALTH CARE INFORMATION
(THIS AUTHORIZATION EXPIRES 90 DAYS AFTER THE DATE IT IS SIGNED)

[[] Ihereby authorize Medical Imaging Northwest to release Health Care information to:

Name (health care provider, third party) Address City, State, Zip Phone

The release of these films without professional radiological interpretation may cause a delay in the diagnosis of this
case. Please return these films to expedite the proper interpretation by a Board-Certified Radiologist.

If Medical Imaging Northwest releases radiographic films in proper condition, we are absolved of any and all liability
pertaining to the retention of the x-ray films until they are returned in a safe manner and in proper condition. In the event
Medical Imaging Northwest furnishes copies of radiographic films and/or reports, the patient or responsible party agrees to be
responsible for the expense as provided for in the Uniform Health Care Act of 1991.

I hereby authorize my health care provider to release Health Care Information pertaining to my examination to Medical
y y p p g y
Imaging Northwest, 7424 Bridgeport Way West, Suite 103, Lakewood, WA 98499 (253) 581-4333.

I hereby release my providers and their staff from all legal responsibility that may arise from the act hereby authorized. 1
agree that any expenses applicable for the above mentioned services shall be my responsibility.

This request and authorization applies to:
[ ] Health care information relating to the following treatment, [] Al health care information
condition or dates of treatment

[] Biopsy Results
[[] Radiographic films [] Radiographic reports

By my signature below, I acknowledge receipt of the Notice of Privacy Practices. We keep a record of the
health care services we provide you. You may ask to see and copy that record. You may also ask us to correct that
record. We will not disclose your record to others unless you direct us to do so or unless the law authorizes or compels
us to do so. You may see your record or get more information about it by contacting our Privacy Officer. Our Notice of
Privacy Practices describes in more detail how your health information may be used and disclosed, and how you can
access your information.

I hereby acknowledge the following initialed statements:

I request that payment of authorized MEDICARE benefits be made on my behalf to MEDICAL IMAGING
NORTHWEST for any services furnished me by this radiology practice. I authorize any holder of medical information
about me to release to the HEALTH CARE FINANCING ADMINISTRATION and its agents any information needed to
determine these benefits or the benefits payable for related services.

I request that payment of authorized benefits be made on my
(Insurance Company)
behalf to MEDICAL IMAGING NORTHWEST for any services furnished me by this radiology practice. I authorize
any holder of medical information about me to release to the above insurance company or its agents any information
needed to determine these benefits or the benefits payable for related services.

I certify that the information I have provided is true and correct. I acknowledge that I am responsible for
payment of services rendered, whether or not these services are covered by my insurance except for those contracts
between Medical Imaging Northwest and specific insurance companies which may prohibit collection of examination
charges, and for any balance remaining after my insurance has paid, unless otherwise agreed to, in writing, by
MEDICAL IMAGING NORTHWEST and my insurance carrier. I will take full responsibility for any and all costs
incurred by my failure to pay for services rendered.

- ______________________________________________________________________________________________________|

Signature: Date:
Relationship or status if signed by anyone other than the patient (parent, legal guardian, person representative, etc.

Identification: Driver’s License Number: State:

DO NOT DESTROY THIS FORM
Revised: May 12, 2003 A-67

form accurately completed and signed



