MRI High Field Open EXAM DATE:
EXAM TIME:

TMI CT/MRI Associates

SCHEDULED BY:

Previous Pt: CT/MRI year TMI year

Specialty Reads? Neuro Y N

If DC: MD or DC Read Script:  Patient Fax
Pt Needs: Films and or CD Verified With

Films with Patient or Courier
Patient Information:

Patient Name: DOB AGE
Homet# Work/2" #
Address:
SS. # HT/WT:
MRI W _ WO W/WO
X-RAY
R/O or Dx Code/Symptom:
Ref Doctor: MD/DO/DC __Specialty:
OFFICE # FAX #
Dr. Address:
INSURANCE INFORMATION: NEED TO ASK FOR ALL EXAMS
Primary Ins.: Claustrophobic Y N
Phone: Dr. to give sedation Y N
Subscriber’'s Name: Pacemaker Y N
Subscribers’ DOB: Implants, Wires, Screws, Metal Y N
Policy #: Hx BBs, Bullets, Gunshot Y N
Group#: Hx metal in eyes Y N
Auth #: from welding/grinding

Body Piercings Y N
Secondary Ins.: Previous X-Rays, CTor MRI 'Y N
Subscriber’'s Name: Where When
Subscribers DOB: Previous Sx on areascanned Y N
Policy #: Date of Surgery Where
Group #: Hx Cancer Y N
Auth #: Is patient pregnant Y N
Hx of Injury
HX/Symptoms
Contrast Amount Tech

RADIOLOGIST PROTOCOL




CT/MRI ASSOCIATES TOLEDO MEDICAL IMAGING

Patient Name Sex DOB

Legal Guardian of Minor Child

Address SS#

City __ State Zip
Home Phone Work Phone

Referring Doctor Phone

INSURANCE INFO

Name of Insured Sex DOB

Relationship to Patient SS#

Address of Insured

FILM AND REPORT RELEASE

I authorize any prior reports and films to be released to CT/MRI Associates or Toledo Medical Imaging.
Please fax report to 419-885-5414 or to 419-885-1568.
Mail films to 5660 Monroe Street, Suite 7, Sylvania, Ohio 43560.

Signature Date

PLEASE READ CAREFULLY BEFORE SIGNING

I authorize CT/MRI Associates or Toledo Medical Imaging to furnish information to my insurance carrier
concerning my illness and treatment. | hereby assign all insurance payments to CT/MRI Associates or Toledo
Medical Imaging and it’s radiological consultants and agree to accept full responsibility for all charges for
medical services provided to myself or dependent(s) not paid by my insurance company. | also understand that
the calculation of my co-pay/deductible is based on the information supplied to you by my insurance company
at the time of predetermination. There is no guarantee of payment amount until my claim has been processed
by my insurance company. This bill could possibly be separated into two portions-technical and professional
fees.

Signature Date




