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PATIENT INFORMATION 
SS#: 
           

Last Name: First Name: 

Middle:  DOB: 
 

Gender:   Marital Status: 

Address: 
  
City: State: Zip: 

Home Phone 
(          )               - 

Cell Phone 
(          )               - 

Work Phone: 
(          )                 - 

Employer: Occupation: 

Employer Address: 

City: State: Zip: 

PRIMARY INSURANCE 

Insurance Company: ID#: Group#: 

SECONDARY INSURANCE 

Insurance Company: ID#: Group#: 

 
ATTENTION ALL MEDICARE PATIENTS. Please list all medical insurance policies that you have in addition to Medicare. 
 
AUTHORIZATION FOR RELEASE OF INFORMATION: I hereby authorize INVIEW MEDICAL IMAGING to release all 
information necessary to secure payment from my insurance carrier(s) and Medicare (if applicable). 
 
Signed:  _____________________________________________ Date:  ___________________ 
 
PATIENT PRIVACY: Our practice is committed to securing the privacy of your health information. Accordingly, we have provided 
you with a copy of our practice’s Notice of Privacy Practices. You are not required to read this notice. However, we would like your 
acknowledgement that you received this Notice of Privacy Practices. 
 
Signed:  _____________________________________________ Date:  ___________________ 
 
Free Bone Density Screening! 
Risk Factors Include: All women 65+, post menopausal women (with additional risk factor), considering therapy for osteoporosis or 
women who are currently on hormone therapy (HRT/ERT) for prolonged periods. 
 

 YES, I’m interested in receiving a free bone density screening. 
 
Join our mailing list. We do not sell or share our email list with any outside companies. Your email address will only be used to 
deliver news, discounts and announcements pertaining to InView Medical Imaging. 
 
Email: _________________________________________________ 
 



Precertification & Financial Responsibility:  I understand that it is the insurer’s responsibility to review anticipated 
courses of treatment.  I understand that if the insurer determines that the treatment plan is necessary and appropriate and 
issues certification, the benefits of my health plan will be available to me according to my policy terms.  However, if 
certification is denied, benefits may be withheld.  I understand that precertification may be the responsibility of the patient 
or financially responsible party and his or her physician.  I also understand that I may be financially responsible for any 
and all related charges incurred as a result of this treatment plan should the insurer either refuse to precertify the treatment 
or retrospectively determine that a specific service was inappropriate, or should the certification occur too late to be valid.  
I understand that to protect myself from unnecessary personal financial obligations, I must review my obligations with my 
insurance company and personal physician in advance of my appointment. 

I have read and understand the above consent __________(Initials) 
 
 

Assignment of Benefits:  In consideration of the services provided to me, I hereby assign and transfer to InView 
Medical Imaging Center, (IMI), all medical provider benefits payable and any related rights existing under the insurance policies 
described (but not to exceed the amount of charges for this period of service).  I authorize and direct the insurance 
company to pay all such benefits to IMI.  I understand that this assignment does not relieve me of any responsibility I may 
have for payment of charges not paid by the insurance company, unless otherwise provided by the terms of an agreement 
between the insurer and IMI.                      

             I have read and understand the above assignment __________(Initials) 
 
 

Consent to Release Claims Information: I hereby consent for InView Medical Imaging Center, their employees and agents, 
to release and disclose all information that has been and that will be received, recorded or compiled by any or all of them 
concerning my (or the patient’s) medical care and treatment to all appropriate persons for the purpose of treatment, health 
care operations and evaluating claims for payment or reimbursement for charges and expenses under any public Title 
XVIII of the Social Security Act (Medicare), or any private reimbursement which may have a bearing on benefits payable 
by or on behalf of any such person.  I hereby authorize IMI, its employees and agents to act on my behalf in completing 
claims.  I (or the patient) may revoke this consent in writing at any time and all future disclosures will then cease.  I (or the 
patient) may restrict the uses of information with written notice and if agreed to by the IMI the additional limitations are 
binding. 

    I have read and understand the above release __________(Initials) 
 

I HAVE READ AND FULLY UNDERSTAND THE AUTHORIZATIONS, CONSENTS, AND ASSIGNMENTS 
PRINTED ON THE FRONT AND BACK OF THIS FORM AND FULLY ACCEPT AND CONSENT TO EACH OF 
THEM. 

  
________________________________________________________ 
Patient’s Printed Name 
 
________________________________________________________  ______________________________________ 
Signature of Patient                                               Date                            Witness 
 

I am legally authorized to provide consent on behalf of the patient listed above.  My relationship to the patient is described 
as follows: 

 
________________________________________________________ 
Signature of Authorized Representative                           Date 
 
________________________________________________________ ______________________________________ 
Relationship to Patient                                                                              Witness 
 

Revised 5/07 




