= Patient Registration Form
r = a . . d Please printall information.
] Radiology Imaging Associates P.C.

Please correct label if applicable.

Date MRN

PATIENT NAME DOB
Previous Name/ Alias OMale OFemale OOther
Mailing Address Phone/Cell

City State ZIP

Email Employer
Patient Status [lisa minor [has a guardian Ois married
If checked above, Guardian/Spouse Name Phone #

Preferred Language: [JEnglish COther (please specify):

Would you prefer to speak to your healthcare provider using a translator? CYes [0 No

PHARMACY: Please identify your preferred pharmacies Preferred
Name Address/Cross Streets Phone Number O
Local:

Alternative: O

Your Physicians: Please identify your physician who should receive information on your visit.

Primary Care Provider Phone Number
Specialist Name Specialty Phone Number
Specialist Name Specialty Phone Number

Insurance Information

Primary Insurance: Policy# Group#
Name of Policy Holder: Relationship: O Self [Spouse [OChild COther
Secondary Insurance: Policy# Group#
Name of Policy Holder: Relationship: O Self OSpouse [OChild OOther
Accident Type: Date of Injury:

Communication

Radiology Imaging Associates can send me reminders, directions and surveys via text message: [ Yes [ No
Radiology Imaging Associates can send my detailed medical information to my email and home address: [0 Yes [ No
Radiology Imaging Associates can leave detailed medical information on my voicemail: dYes CONo

| authorize, Radiology Imaging Associates to discuss or release any of my medical information to the following people (i.e. spouse, partner,
child, other family member, care taker, etc..) Please Identify who:

No Show Policy If you show up 15 minutes or more past your scheduled appointment time, you are considered late and we may need to
reschedule your appointment. If you can’t make an appointment, please let us know. We reserve the right to apply a no-show fee of $75,
where allowable by law for no-show appointments.

How did you hear about us? Check as many as applicable
UPhysician [JAd UArticle [Friend [Google [lletter [Social Media TV [IRIA Website [Other

FINANCIAL AGREEMENT | the undersigned patient do 1) hereby consent to the performance of diagnostic procedures, 2) authorize pay
directly to Radiology Imaging Associates, PC and/or its affiliates, 3) authorize Radiology Imaging Associates, PC and/or its affiliates, to
disclose for purposes of reimbursement or quality assurance my medical/surgical records to my insurance company or corporation or to
any government agency. | jointly and severally agree to pay for all service provided. | understand and agree charges not paid may be placed
with an attorney or collection agency, and that reasonable attorney fees and/or open account interest charges assessed are my
responsibility.

Radiology Imaging Associates, PC and/or it affiliates may use your information to contact you via telephone for appointment reminders or
billing related inquiries, or to tell you about or recommend possible treatment options alternatives, and health-related benéefits or services
that may be of use to you.

Patient / Patient Representative Signature & Date



r = a Consent for Medical Treatment
—] Radiology Imaging Associates P.C.

Patient Name DOB MRN

Please verify by initialing each section

CONSENT FOR HEALTH CARE SERVICES. | authorize physicians(s), therapists(s), their assistants and/or
designees to administer any treatment as may be necessary or advisable in my diagnosis and treatment at RIA/ISJ
practices. This authorization includes, but is not limited to, medical services, diagnostic procedures, intravenous
therapy, medications, injections, laboratory services, and other services or procedures, which my physician or provider
considers necessary in person or telehealth. My health care providers will discuss with me the risks, benefits and alternatives to
recommended treatments. | understand that health care services may be rendered by students, interns or residents under
supervision. | understand that the RIA practice may release copies of my medical records to other physicians,
practitioners and healthcare facilities for treatment and other purposes, as permitted by law. | acknowledge that no
promises or guarantees have been made to me regarding treatment or services rendered in by the practice. | understand that
failure to comply with scheduled appointment times will put me at risk for discontinuation of medical care.

FINANCIAL AGREEMENT. | acknowledge that | personally have full financial responsibility for, and agree to
pay, all charges of the practice and of physicians rendering services not otherwise paid by my health insurance or other
payer. | acknowledge that estimated patient responsibility is due at the time of service and that any remaining charges are
due and payable upon receipt of the bill. | acknowledge it may not be possible to state in advance which specific supplies and
services will be part of my treatment. | agree to pay these current pre-determined rates for each supply and service | receive as
part of my treatment. | understand the practice may request and use data from third parties such as credit reporting
agencies to verify demographic data or evaluate financial options. | understand and agree charges not paid may be placed with
an attorney or collection agency, and that reasonable attorney fees and/or open account interest charges assessed are my
responsibility. | acknowledge and understand that any refund that | may be owed will first be applied to any outstanding
balance, and the remainder will be forwarded to the address on file with the practice.

ASSIGNMENT OF BENEFITS. | hereby assign all medical and surgical benefits, to include major medical benefits
to which | am entitled. | hereby authorize and direct my insurance carrier(s), including Medicare, private insurance, and any
other health/ medical plan, to issue payment directly to Radiology Imaging Associates, PC and/or its affiliates for medical
service rendered to myself and/or my dependents regardless of my insurance benefits, if any. | understand that | am
responsible for any amount not covered by insurance.

AUTHORZIATION TO BILL INSURANCE. | hereby authorize Radiology Imaging Associates, PC and its
affiliates: (1) release any information necessary to insurance carriers regarding my illness and treatments; (2) process
insurance claims generated during examination or treatment; and (3) allow a photocopy of my signature to be used to process
insurance claims for the period of lifetime.

COMMUNICATIONS CONSENT. Radiology Imaging Associates PC, or its affiliates may use your information to
contact you via telephone for appointment reminders or billing related inquiries, or to tell you about or recommend
possible treatment options alternatives, and health-related benefits or services that may be of use to you.

ACKNOWLEDGEMENT OF NOTICE OF PRIVACY PRACTICES. | acknowledge that | have been offered a
copy of the Notice of Privacy Practices. | understand that the Notice of Privacy Practices is also electronically available on
the RIA website. | understand this acknowledgment in no way affects the care | shall receive.

ACKNOWLEDGEMENT OF PHYSICAN OWNED ENTITY. | acknowledge that | have been informed that RIA
is a physician owned entity and that | have the option to choose where | receive my diagnostic imaging,
interventional or neurovascular procedures. It will be my responsibility to inform RIA of where | want to have these procedures
done at.

Patient / Patient Representative Signature & Date



r ] a Radiology Imaging Associates P.C.

Patient Name

DOB

MRN

Medical History Form
Please printall information.
Please correct label if applicable.

Chief Complaint (Reason for Visit)

Females Are you pregnant or is there any reason to believe that you might be pregnant? [0 Yes [0 No [ Not Applicable

Surgical History [1None
Please identify surgeries

Social History
Marital Status

Marijuana  ONone [OPast [OPresent #of Years Smoked

Job/Career

Tobacco ONone [OPast [OPresent #of Years Smoked

Alcohol Use [ONone [Yes, Use per Week

Family History of Medical Conditions

Mother ODeceased
Brother ODeceased
Sister ODeceased
Grandparents

ALLERGIES [INo Known Drug Allergies

Medication Reaction
Medication Reaction
Medication Reaction

Other(latex, adhesive, food, environment

lllicit Drug Use None OYes, type and frequency

#of Joints/mg per Day

#of Packs per Day

Father ODeceased
Brother ODeceased
Sister ODeceased
Grandparents

Pharmacy Phone Number

MEDICATIONS [INone

Please list any medications you are taking (including aspirin, vitamins, supplements or any other over the counter medication).

Name of Medication

Dose

How often do you take

Reason for taking medication




r ] a Radiology Imaging Associates P.C.

Medical History Form
Please printall information.
Please correct label if applicable.

Patient Name DOB MRN
Cardiac Circulatory/Hem/Lymph Gynecological
[DHeart attack CLeft (IRight [JBoth [ISexually transmitted disease

Datef [IPeripheral vascular disease CJAbn Pap Smear
LICongestive heart failure (IClaudication - Leg cramps with walking [1Endometriosis
- Heért murmur [JBlood clots in legs [Other
[JFluid around heart OlLeft CIRight CINONE
= Psf\cemaker [IBlood Clots
gg'til;:)kmd pressure [IBlood clotting disorder (genetic) Genitourinary
INONE [IOther [CIProstate problem

[INONE [UKidney disease
. [IDialysis
Respiratory Endocrine [IFrequent urinary tract infections
[LIPneumonia O Thyroid LIKidney stones .
[JCOPD/Emphysema [IDiabetes Type I ggiﬁte Renal Failure
[JAsthma [(JOral O Insulin DNOI‘\EI:E
[IBronchitis [JOther
[IReactive airway CINONE o
OIFluid around lungs Skin Disorders
[JBlood clots in lungs UJEczema
[JDyspnea Musculoskeletal CIRashes
[ISleep Apnea Ol Arthritis [JHerpes/Shingles
C1Other What type [ISkin Cancer
CINONE Where [IOther
[JFractures/Trauma CINONE
Neurological m::;y be Psychosocial
[THeadaches/Migraines [1Osteoporosis LIMental health problems
CICVA/Stroke/TIA CGout [IDepression

Date [CIOther LJAnxiety
[CSeizures CINONE []Addiction
[Closed head injury/trauma [IOther
LJAlzheimer's . . [ INONE
CJAneurysm Gastrointestinal
OParkinson's UUlcers Pain
CIMultiple Sclerosis [ Colitis CJAcute
CJOther [JCrohn's Disease [CIChronic
INONE [JGI Bleeding O Treatment

[JPancreatitis [JPain Scale 1-10

Eyes [IHiatal Hernia OlOther
OVision Problems CDiverticulitis LINONE
OLeft L Righf[ - Bgth —GERD Infectious Disease
OProblems with retina [IOther ”
OGlaucoma CINONE [JHepatitis B
CICataracts [JHepatitis C
[JOther LIHIV/AIDS
CINONE [(JCancer LIMRSA

Type [1Other
Ears/Nose/Throat gg:r:r;nt Treatment —INONE
[JHearing Impairment S —

OLeft gEIRight OBoth —INONE Female Only
LIFrequent sinusitis L1# Pregnancies
IOther [# Live Births
CINONE [IOther

LINONE
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