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	Assured Imaging Women’s Wellness of Southern Arizona, LLC

7925A N. Oracle #154, Tucson, AZ 85704

(888) 233-6121 Phone / (520) 572-7138 Fax
	FACILITY:

	
	
	DOS:     

	Official Use Only
	
	

	□  New         □ Call Back     □  Returning 

 
	Current Exam:       □ SCR w/Implants            □ Routine Screening        □ Diagnostic      
□ Unilateral – left     □ Unilateral – right      □ Spot Compress    □ Spot MAG       □ US     □ DEXA       
CPT-Code on Auth: ____________________________     DX Code: _______________________________
CPT-Code on Auth: ____________________________     DX Code: _______________________________
	# of Images Taken:
	Tech Initials:

	Prior Films:  □  AIWW    □  Hard Copy   

                   □  No Priors  
	
	
	MR #


PATIENT INFORMATION:
	Patient Name:      
	DOB:      
	Home Phone:      

	Mailing Address:      
	Apt:      
	City:      
	State:      
	Zip:      


INSURANCE INFORMATION: (Please present card for photocopying)

	Insurance Co:      
	Group #:      
	Policy or SS #:      

	Name of Insured:      
	Employer Name:      

	Insured’s DOB:       
	Do you have Medicare?        FORMCHECKBOX 
 Yes                 FORMCHECKBOX 
 No


I understand that my primary insurance will be billed and if no payment is made within 45 days, I will be responsible for the balance_____________________________________________










                           (Patient/Parent/Responsible Party Signature)
MEDICAL INFORMATION:  Note: If you are pregnant, or think you are pregnant, please inform the technologist at once.
	Your Doctor’s Name:      
	Your Doctor’s Phone:      
	Your Doctor’s Fax:     

	Your Doctor’s Address:      
	Suite # :      

	City:      
	State:      
	Zip:      


FILM, CD OR REPORT REQUESTS FOR PICK-UP:

In the event that you (the patient) request your films, a CD of your images, or a copy of your report and are unable to pick them up, please list 2 people that you authorize to do that for you:

	     
	     


1st Person (Type or print name)




2nd Person (Type or print name)

ACKNOWLEDGEMENT OF PATIENT RIGHTS AND PRIVACY PRACTICES:
I acknowledge that I have received from Assured Imaging Women’s Wellness, a written copy of my Patient Rights and Privacy Practices prior to the rendering of any services.

______________________________________________ Date _____________       ________________________________ Date ______________
Patient Signature






 Witness Signature

RELEASE INFORMATION AND SIGNATURES:

	I, 
	
	hereby consent to the performance of a 


         (Patient Name)

	Mammogram / Bone Densitometry / Ultrasound
	At Assured Imaging Women’s Wellness and if requested, give my permission to release my records


(Please circle the appropriate procedure)      
 FORMCHECKBOX 
  To Assured Imaging Women’s Wellness of Southern Arizona, LLC.   and / or      FORMCHECKBOX 
   From Assured Imaging Women’s Wellness of Southern Arizona, LLC.
NOTE:  All previous or prior records and images relating to the procedure being done by Assured Imaging Women’s Wellness will need to be obtained and submitted prior to the time of the exam.  As the patient, I understand the importance of securing these prior records and will make all reasonable efforts to obtain them.  I also understand that if no previous related exams and records are provided, my current exam will be interpreted and evaluated as a first time procedure.  I also understand the copies of my medical records may be mailed or faxed.  I release Assured Imaging Women’s Wellness from all liability for the handling of my medical records.

_____________________________________________ Date _____________         _______________________________ Date ______________

Patient/Parent/Legal Guardian Signature



Witness Signature



