PATIENT INFORMATION        

Patient Name: Last____________________________First________________________MI_______ Sex             M
F


Address_____________________________________________________________________________________________________________

City__________________________________________________State_______________Zip________________________________________ 

Home Phone_______________________________________ Work Phone__________________________Date of Birth_________________

Social Security#____________________________________Marital Status            Married            Single           Divorced             Widowed                        

Employer________________________________________________________Job Title____________________________________________

Address______________________________________________________City________________________State_______Zip_____________

Emergency contact name/ phone number_________________________________________________________________________________

FINANCIALLY RESPONSIBLE PARTY (IF DIFFERENT FROM PATIENT)
Name______________________________________Address__________________________________________________________________

City______________________________State__________Zip_____________Relationship to Patient________________________________

Social Security#_______________________________Date of Birth_________________Employer___________________________________

Address_________________________________________________________City________________________State________Zip_________

Home Phone_______________________________________________Work Phone_______________________________________________

INSURANCE INFORMATION

On the Job Injury?              No               Yes 

Motor Vehicle Accident?                     No           Yes

If Yes to either of the above questions, date of injury:  _______________________________    
RELEASE OF INFORMATION AND PAYMENT AUTHORIZATION

I authorize the release of information necessary to process this claim and assign benefits payable for services directly to Colorado Springs Imaging.  I authorize the release of any medical information necessary for treatment by my current or future physician or health care provider.  I authorize Colorado Springs Imaging to release to my insurance company any medical information which may be necessary to process my insurance claim.  I understand that in the event my insurance company denies this claim, I will be held financially responsible for all charges.

Signature_______________________________________Date_______________Printed Name__________________________

***I acknowledge that I have received/read a copy of  Colorado Springs Imaging’s Privacy Notice.      INITIALS____________

