
first name (please print)                                          middle initial

last name

street address

City, state                                                                           zip Code

home phone                                  Work phone

soCial seCurity number           Cell phone

employer                                      oCCupation

seX            marital status

birthdate                                                           age

relationship to

subsCriber               self         spouse         Child         other ____________________

name, address and phone of person not living With you, to ContaCt in Case of emergenCy

date_______________ referring physician_______________________________

patient subscriber’s name

insurance information

first name (please print)                                          middle initial

last name

street address

City, state                                                                           zip Code

home phone                                  Work phone

soCial seCurity number           Cell phone

employer                                      oCCupation

seX            marital status

birthdate                                                           age

primary insuranCe Co.

address

insuranCe i.d.#

subsCriber’s name

is inJury a result of Car aCCident? _________________________

(if yes, give name & address of auto

carrier in above spaces)

authorization to pay benefits to physiCian:

i hereby assign and authorize for direct payment for radiological and/or medical

benefits.  i understand i am financially responsible for charges not covered by

my insurance. signed                                                                           date

give a brief history of your illness:

is X-ray for Workmans Compensation?______________________

if yes, give date of inJury ___________________________________

seCondary insuranCe Co.

address

insuranCe i.d.#

subsCriber’s name

authorization to obtain mediCal reCords:

i hereby authorize Wichita radiological group to obtain any and all of my 

medical records. signed                                                                           date

aCknoledgement of reCeipt of of privaCy notiCe

i acknowledge that i have been offered/received a copy of the provider’s notice 

of privacy practices with the effective date of april 28, 2003.

___________________________ has permission to obtain my medical records. signed                                                                           date

authorization to release information:

i hereby authorize Wichita radiological group to release any information 

acquired in the course of my examination or treatment to my referring doctor

and/or insurance company. signed                                                                           date

a photostatiC Copy of this authorization shall be Considered as valid as the original
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