ica Stand-Up MR

6590 Powers Forry Rd, Adlanta. (A 30339 Phone (TT0) $53-0008 Fax (TT0) 5530108

Dhate:

Registration & Authorization to Treat

Patent's Legal Mame

Last: First: Mddic
Plense read and sign the following irestment agrecimeni sa that we may procecd with voor care and treatment

MEIMCAL TREATMENT PERMIT: [ do hereby consent 1o Medica Stand—Up MRI of Atlanta to perform g{n) MR, a5 ordered by o
licemsed procticing physician

AUTHORIZATION TO UTILIZE RESULTS AND RELEASE OF INFORMATION: | herchy nuthonze the use and relense of any
miedicil mformation, meluding dingnioste mmagnng stuhes, necessary Lo process mmurance claims including workmen's compensation or
uny mmedies] miomnation Get is reguered fus eoy bealih care selated unilzation review o quality sssuramce activitecs., [ also authonze the

relesse of nny medical information W my physician, if regoestied.

ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY NOTICE: | hereby ncknowiedge that Medica made nvailable o me a copy of
the Motice of Fnivecy concerning how the use or disclosure of Protected Health Information wall be himedled by the facilaty,

AUTHORIZATION TO CONTACT ME: | authorize Medica 1o contnet me, either by phone or by maul 1o provide o remuinder of an
appomtment, pador information about any new technology or sew dervices the Medica Facility will be offerng

Yes or Mo

ASSIGNMENT OF BENEFITS AND RIGHTS OF RECOVERY: | herehy assign and authorize pavmen to Medica Stand—-Up MRI
of Atluptn of all medical benefits, incloding mojor medicel berefits, 1o which I om entitled 1o under ony insurance policy or policics,
under any self—insurance progrom, or under any other benefit plan.

I understand thut i is my obligaton o kmow my Payor's requirements and ensure that they have been fulfilled

I understund and agree that | am financkully responsible for any charges not covered by this sssignment and agree to pay Medics
the fall balance that is not redmbursed by my medical provider benefits (certain regalations and exceptions apply for Medicald
and Modicare Beneficinries).

MNOTE: 1T you did not provide your insurance information today, or T it is not accurate, 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, Il vou provided us Insurance
information today, you are obligated to pay all co—paymenis, deduoctibles, and any non—covered oni—of-aeiworkireduced benefits
ut the time the services are rendered. Yoo have an affirmative doty to male sure that ppvment andior correct information for
payment is given to Medica for relmbursement of services provided,

Be advived there will be a fee of 530 for any revurned check, Shoeld yoor aceount reach collection stotics, there will be o surcharge
wrdded equal tn 33% of the pnpald balance,

Patignt Mome Patieni's Signaiure e



