Patient Authorization

In Case of Emergency, Contact______________________________________Phone:___________________

Patient Name______________________________________________Email_________________________
Address________________________________________________________________________________
Home Phone#__________________________________Cell Phone#_______________________________
Date of Birth_______________________   Sex:    M     F       Social Security #_______________________    
Consent for Treatment

I hereby give my consent for Progressive Diagnostic Imaging to perform the diagnostic test(s) as prescribed by my referring physician.

Release Authorization

I hereby authorize Progressive Diagnostic Imaging to release pertinent information and medical records and/or films to other health care providers or physicians to assure continuity of care: to third party payers, review agencies or insurance companies in order to process reimbursement for services I receive.  This includes my employer for the purposes of processing a Workman’s Compensation claim.  If I revoke permission, Progressive Diagnostic Imaging will stop releasing information unless bound by law.  I acknowledge receipt of a copy of the Progressive Diagnostic Imaging Notice of Privacy Practices.

Financial Responsibility
I, the undersigned, do hereby assume full responsibility for the payment of services rendered.  Furthermore, I assign my insurance benefits, in connection with all services rendered by Progressive Diagnostic Imaging. I understand that I shall be responsible for any service that is not covered in part or as a whole by my insurance.

Should the account be referred to collections the undersigned shall pay reasonable attorney fees and collections expenses, in addition to interest accruing from date of service.

Patients with Medicare/Medicaid
If applicable, I certify that the information I provided in applying for release under Title XVIII and/or XIX of the Social Security Act is correct.  I authorize any holder of medical or other information to be released to the Social Security Administration or its intermediaries or carriers any information needed to this or a related Medicare/Medicaid claim.  I request that payment of authorized benefits be made on my behalf.  I authorize the above named provider to submit to Medicare and/or Medicaid for payment on my behalf.  I assign the benefits payable for diagnostic services to Progressive Diagnostic Imaging.

Image Release
At the completion of the study, I will receive a CD or films of my images.  I understand that they are my property and their protection and maintenance is my responsibility.  Should I require additional copies of these images, I understand there will be a charge for reproducing them.

Personal Valuables

I understand that Progressive Diagnostic Imaging will provide secure lockers for storage of my property. Progressive Diagnostic Imaging does not assume any responsibility for loss of property or valuables.
The undersigned certifies that he/she has read the forgoing, and has received a copy thereof and furthermore attests that he/she is either the patient or an authorized representative of the patient to execute this form and accept its terms.

Patient Signature_________________________________________________   Date______________________________
Patient’s Representative___________________________________________   Relationship________________________
Patient Consent Form

The Department of Health and Human Services has established a “Privacy Rule” to help ensure that personal information is protected for privacy.  The Privacy Rule was also created in order to provide a standard for certain healthcare providers to obtain their patients’ consent for uses and disclosures of Health Information about the patient to carry out treatment, payment or other healthcare operations.
As our patient we want you to know that we respect the privacy of your personal and medical information and will do all we can to secure and protect your privacy.  When it is appropriate and necessary, we provide the minimum necessary information to only those we feel are in need of your private information and information about treatment, payment or healthcare operations, in order to provide healthcare that is in your best interest.

We also want you to know that we support your full access to your personal medical records.  We may have indirect treatment relationships with you (such as laboratories that only interact with physicians and not patients), and may have to disclose personal health information for purpose of treatment, payment or healthcare operations.  These entities are most often not required to obtain patient consent.

You may refuse to consent to the use or disclosure of your Personal Health Information (PHI), but this must be in writing.  Under this law, we have the right to refuse to treat you, should you refuse the disclosure of your PHI.  If you choose to give consent in this document, at some future time you may request to refuse all or part of your PHI. You may not revoke actions that have already been taken which relied on this or a previously signed consent.
You have the right to review our privacy notice, to request restrictions and revoke consent in writing after you have reviewed our privacy notice.

Patient Name________________________________________________________ Date___________________________

Signature of Patient and/or Guardian_____________________________________________________________________

Please check off all situations below where you would grant the individuals listed below access to your PHI:
· Confirmation of appointment details (including preparations for exam information).

· Pick-up medical records.   (film, disc, reports)

Last 4 digits of SS# (this will be the pass code for access to your PHIS):_____________________________________

Please list individuals for whom you authorize access to your PHI:

Name_______________________________________________________   Relationship___________________________

Name_______________________________________________________   Relationship___________________________

Name_______________________________________________________   Relationship___________________________

Name_______________________________________________________   Relationship___________________________

Acknowledgement:  By submitting this form, I hereby permit Progressive Diagnostic Imaging (PDI) to disclose my PHI to the individuals listed above.  I understand that each individual I have listed will be required to provide the pass code you have given them in order for PDI to release your PHI.  In addition, authorized individuals must present identification as proof that they are who they claim to be.  I also understand that PDI reserves the right to deny access.
Signature_________________________________________________   Date of Authorization_______________________



Patient Name__________________________________________________    Email____________________________





Date of Birth_______________________   Sex:    M     F       Social Security #_________________________________





Address_________________________________________________________________________________________





Home Phone #__________________________________     Cell Phone #_____________________________________    





In Case of Emergency, Contact______________________________________  Phone #_________________________














