WY4ctica at Rabun

Open MRI

Lagemonv MepicaL Cemer, 7499 Orp Hwy. YY1 Somx, Lakemony, GR 30552
Pxone: 706-782-0770 Fax: 706-782-1091

Date:

Registration & Authorization to Treat
Paterit's Legal Name

Last: First Middie
Please read and sign the following trestment agrecment so that we may proceed with voar care and trestment.

MEDICAL TREATMENT PERMIT: | do hereby consent 10 Medica Stand-Up MRI of Atdanta to perform w{n) MR, a5 ordered by o
licensed practicing physician

AUTHORIZATION TO UTILIZE RESULTS AND RELEASE OF INFORMATION: | hereby authonze the use and relense of any
medicl mformation, ncluding dignostic msaging studies, necessary 1o process insurance claims including workmen's compensstion or
any spedicil mlornation Ut is reguorad fus any bealith care selaied unihaation review oF guality sssuance actiivines, §also authores the

release of nay medical information 1o my physicinn, if reguestied.

ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY NOTICE: [ bereby acknowiledge thst Medics made avalable 1o me a copy of
the Notice of Privacy concerning how the use or disclosure of Protected Health Information wall be handled by the facilaty,

AUTHORIZATION TO CONTACT ME: ] authorize Medica 10 contact me, either by phone or by mail 1o provide a remmander of an
appormtment, and/ar information sbout any new wehnology or new services the Medica Facility will be offening

Yes or No

ASSIGNMENT OF RENEFITS AND RIGHTS OF RECOVERY: | herehy assign snd suthorize paviment to Medica Stand-Up MR1
of Athanta of all medical benefils, mcluding major medics! bepefits. to which 1 am entitled 1o under @y insurance policy or policies,
under any self-insurance program, or under any other benefit plan

1 understand that it is my obligatvon (o know my Payor's requirements and ensure that they have been fulfilled

1 understund and ugree that § wm Ninanclally responsible for any charges not covered by this sssignment and agree to pay Medica
the fail balance that is pot relmbursed by my medical pravider benefite (certsin regulstions and exceptions apply for Medicald
and Medicare Beacficinries).

NOTE: If you did pot provide your tsurance information today, or i it s not accarste, then you may be obligated to make full
payment of all charges, It will be your responsibility to file the claim with your insurance provider, If you provided us insurance
information taday, you are obligated to pay all co—payments, deductibles. and wny non-covered out—of-network/reduced benefits
ut the time the services are rendered. You have an affirmative duty to make sure that peyment andiar correct information for
payment is given to Medica for reimbursement of services provided.

Be advised there will be o fee of 530 for any retarned check, Showld your account reach collection starus, there will be o surcharge
added equal 1 35% of the anpaid balance.

————— NP — .
Putient Nume Patient's Signature Dhe



