ADVANCED MRI AND IMAGING
1821 'S HWY 27 North - Sebring, FL 338T0
Phone: (863) 385-530040 » Fax: (863) 385-8002

Diagnostic Study Registration Form (PAGE 1 OF 2)

Patient Name Date

Date of Birth Age Weight Sex: __ Male Female

HOME ADDRESS

MAILING ADDRESS

PRIMARY CARE PHYSICIAN

HOME PHONE CELL PHOMNE BLISINESS PHOME

SOCIAL SECURITY NUMBER

EMPLOYER - INFORMATION:
CURRENT EMPLOYER

EMPLUYER ADDRESS CITY STATE 21p

EMPLOYER PHOME NUMBER

SPOUSE - INFORMATION:

SPOLISE'S NAME SPOUSE'S DATE {F BIRTH

ADCDRESS Iy STATE ZiF

SPOLISE'S EMPLOYER

SPOLUISE'S EMPLOYER PHONE NUIMBER

INSURANCE INFORMATION:

FRIMARY INSLRANCE ox GROUPS

PRIMARY |NSURED NAME (IF DTHER THAN PATIENT) RELATIONSHIP

PRIMARY INSURED D{OB:

SOCIAL SECURITY NUMBER

ADDRESS iy

STATE ZIF

SECONDARY INSLURANCE

1D GROUPH

ADDRESS CITY

STATE Zip




ADVANCED MRI AND IMAGING

2821 US HWY 27 North » Sebring, FL 33870
Phone: (8563) 3858000 « Fax: (8563) 3858002

(FAGE20F 2}

AREA TC BE EXAMIMED f TYPE OF EXAMINATION:
RIAGNOSIS OR CLINICAL SUSPICION
Have you had any previcus X-Rays, MRIs, CTs, DEXA or Ultrasounds? Yes No
If yes: What When Where

Yes Mo Have you ever smoked? I ves for how long? How many
packs a day? If you are an ex-smoker, how long ago did you quit?

Yes No Cancer?
3 yes: What type Where

Radiation therapy: Yes No Chemotherapy: Yes_ No

Yes No Are you pregnani? Date of last menstrua)l period;
List recent surgeries:
Patient or Legal Representative Signature; Date:
Wiiness or [nterpreter Signahire : Date:

Technologist Signature: Date:

Additional comments:




ADVANCED MRI AND IMAGING

2821 US HWY 27 North » Sebring, FL 33870
Phone: (8€3) 385-8000 » Fax: (863) 155-3062

PATIENT CONSENT FORM

Byﬁgﬁngthinfom,ymmm:mmﬂdvmwdmmdhngingmmmdﬁdm
ymwmdhd&h&mﬁun&tﬁ:purponufmmgpmm&hm&mupmﬁm
2s well as any ordered testing or imaging
wmufmmmmmmmmmmmm
disclose this protected bealth information. You have 2 legal sight to review cur notice of provacy
Dwmﬁnenfpﬁwcypnuim;i:mhjmmchmg@ If we change our notice, you may obmin 1 copy
of the revised notice from our office.
Ymhweaﬁghtmmqmmmmﬁmhnwwemmd&dnummm&h&mm
fmth:pmpouﬂfuunnmgpqmmgmhn}:hcmcpmmﬁkmmqumdbthm
mtmmﬂmfwdodﬁdemmtmmqmgmmbumdbymw

Ymhnztheﬂ@tmumk:ﬂ;hmmtinwﬁﬁng.uc:ptmdueMweahuﬂyhﬂemdm
diackndmpmm:wdhuhhinfumaﬁmin::ﬁmmmywadgimlmmt

Patient name (please print above)

Patienr Signature Date

Witness name (please print sbove)




ADVANCED MRI AND IMAGING

2821 US HWY 27 Nortb = Sebring, FL 338570
Phane: (§63) 385-3000 » Fax: (863) S95-8002

A ATION TO RE E MEDICAL | MATION

I Iuthnﬁ;;l;;h;idlnfmﬁ of ﬂ;!vamed I;!H';an:lmqirq to send artificial, prerecorded, or
automated calls and text messages and to release/Teave medical information, with the foliowing (pleass
check applicabie):

Spoiuige

Significant other

Family Member {name: )
Caregiver
Answering Machine

Send artificial, prerecorded, or automated calls and test messages.

| understand and acknowisdge that should | need to change how | recelve my medical
information or messages that it will be necessary to notify my provider/office to those

changes.

Signature of Patient {of parent/guardian or minor) Date
FOR OFFICE USE ONLY

Print Name:

Slgnature: Date:




