


 
 

 
 

I attest that the information above is correct to the best of my knowledge. I give consent to the examination ordered by my 
physician. According to the information above, I acknowledge that I have given this facility the right to file to my insurance 
for payment of services rendered and I agree to pay any balance remaining on the account after my insurance has paid or 
denied payment. I understand I must pay any deductible and /or coinsurance at the time of service, that the quote for 
deductible and/or coinsurance is only an estimate, and that a prior authorization from the insurance is not a guarantee of 
their payment of my claim. I acknowledge that when insurance is involved, MRI Now is contractually obligated to collect 
co- payments, co-insurance, and deductible as outlined by my insurance carrier. My insurance information will be given to 
the radiologist for payment of services rendered for the interpretation of the requested study. I authorize release of my 
medical information to and from physicians, nursing facilities and/or other health care agencies to which I may be referred 
or transferred. I also understand that a $35.00 service fee will be charged for all returned checks. r agree, in addition to the 
amount owed for my current visit, I will be responsible for the fee charged by a collection agency for cost of collections if 
such action becomes necessary. ***This is a notification that certain services that are deemed necessary by your 
physician may not be reimbursed by your insurance company, including Medicare, I also acknowledge the Notice of 
Privacy Practice available in the office*** 

 
 
 

Patient Signature Date 

 
 I authorize payment of medical benefits directly to this facility, 

 

  

 

Have you made and changes to your Medicare coverage? YES 
NO   

NO 
   

 
Are you currently in a skilled nursing facility? 

 
 

 

 

 



AUTHORJZATION FOR USE OR 
DISCLOSURE OF HEALTH INFORMATION 

HIPAA Authorization Form 

The report containing your results will automatically be sent to your ordering physician following your exam. 
MRI Now cannot release any information to any individual other than you unless listed below. This includes 
picking up reports and films/CD' s. ID will be required for pickup. Please list any family member or friend you 
might send in for pickup of these items.  It  is not necessary to list your  ordering  doctor. 

I,  authorize MRI Now (healthcare facility} to release my medical information 
to the following parties listed below until I revoke this release in writing. 

 
 

Please print: 

Name and relationship   
 
 

Name andrelationship   
 
 

Name andrelationship   
 
 
 
 

Acknowledgement  of Receipt of Notice of Privacy Practices 
MRI Now 

reserves the right to modify the privacy outlined in the notice. 
 
 

Signature of Patient 
 
 

Patient's Date of Birth Today's Date 

For Personal Representative of the Patient (if applicable): 

 
Print Name of Personal Representative 

 
 

Signature of Personal Representative 
 

PLEASE NOTE  THAT YOUR REFERRING PHYSICIAN WILL GIVE YOU THE RESULTS OF YOUR   SCAN 
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