
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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IMAGING CENTER at CYPRESS  
CT PATIENT HISTORY 

Name:____________________________________________    Date of Birth:_______________ 
  (print) 

Height ________feet  _______inches               Current Weight _________ lbs 

Date symptoms began: _____________________            Describe your symptoms below:  
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 

Was this a result of an injury                Yes        No 
Have you ever been diagnosed with cancer              Yes        No 
 If yes, what type __________________________________________________________ 
 What year _______________________________________________________________  
Treatment: Chemotherapy               Yes        No 
         Radiation                 Yes        No 

Have you had a previous study pertaining to body part being scanned today?  
CT:  Yes No If yes, when and where _________________________________ 
MRI:  Yes No If yes, when and where _________________________________ 
Nuc Med: Yes No If yes, when and where _________________________________ 
Ultrasound: Yes No If yes, when and where _________________________________ 
X-Ray:  Yes No If yes, when and where _________________________________ 

List surgeries to area being scanned today and year performed:  _______________________ 
______________________________________________________________________________
______________________________________________________________________________ 

Do you smoke     Yes      No If you quit, what year __________ 

Are you diabetic                   Yes       No 
History of multiple myeloma                  Yes       No 
History of renal tubular acidosis                          Yes       No 
Current pyelonephritis               Yes       No 
High blood pressure                Yes       No 
Kidney disease                 Yes       No 
Have only one kidney                Yes       No 
Any kidney surgery                Yes       No 
Do you have Lupus                Yes       No 
Chemo in the last 3 mo                Yes       No 
Allergy to Benadryl or steroids              Yes       No 
Iodine Allergy or previous reaction to CT contrast            Yes       No 
 Describe CT contrast Reaction:______________________________________________ 

FEMALES ONLY:       Any chance you are pregnant           Yes       No 
         IF NO WHY ____________________________________________ 

Patient Signature: ___________________________________________  Date: _____________


