Digital Medical Imaging (DMI)

522 East Plaza Drive, Santa Maria, CA. 93454
PH: (805) 928-3673 FAX: (805) 928-9588

www.rasloimaging.com

Five Cities Medical Imaging

PATIENT REGISTRATION

921 Oak Park Blvd., Ste. 102, Pismo Beach, CA 93449
PH: (805) 779-7900 FAX: (805) 779-7910

Radiology Diagnostic Center

1310 Las Tablas Road, Templeton, CA 93465
PH: (805) 434-0829 FAX: (805) 434-0826

ID#:
Patient Name:

DOB:

_______________________

________________________

Please list all previous names known by, including Maiden name.

________________________

SS#: ________________

Mailing Address:
_______________________________________________________________________________
Cell Ph#:

E-Mail:
________________

Sex:

Home Ph#:
______________________________________
Status:

Child

□

Married

□

Single

_________________

□

Divorced

□

Widowed

□

Employer
Address: ____________________________________________________________________ Ph#: _________________
Emergency Contact: ____________________________ Relationship: ___________________ Ph#: _________________
Financial Obligation: The undersigned agree(s) that in return for the services to be rendered for the patient, the undersigned hereby
individually obligates him/her self to pay Radiology Associates in the accordance with the regular rates and terms of the center. However,
if the patient is eligible to receive benefits under a health care services plan with which Radiology Associates is contracted, the patient
shall not be obligated to pay for services covered under the plan, which are paid for pursuant to the contract.
Payment is expected at the time of service. As a courtesy to our patients, if an exam/procedure is scheduled in advance, an ESTIMATE
of the expected charges based on information available to us, i.e. deductibles/co-pays, will be provided to the patient prior to the
scheduled exam. This is only an estimate. Should the patient’s account become delinquent and be referred to an attorney or collection
agency for collection, the undersigned shall pay actual attorney’s fees and collection expenses. All delinquent accounts may be charged
interest at the maximum rate allowed by law.
Assignment of Insurance Benefits: I hereby irrevocably assign payment to Radiology Associates as indicated herein or the
professional and technical expense benefits payable to me, but not to exceed the regular charge or fees for this period of professional
and technical services. I do understand that I am financially responsible for any accounts that are not approved through my insurance
company or are deemed investigational.
Medicare Patients: I certify that the information given to me in applying for payment under Title XVIII of the Social Security Act is
correct. I authorize release of any information needed to act on this request. I request that payment of authorized benefits be made in
my behalf. I assign payment for the unpaid charges of the physician(s) for whom RASLO is authorized to bill in connection with its
services. I understand that I am responsible for any remaining balance not covered by other insurance.
Authorization to Release Information: Patient’s or authorized person’s signature. I authorize the release of any medical or other
information necessary to process this claim. I also request payment of government or insurance benefits to the party who accepts
assignment.
The undersigned certifies that he/she has read the foregoing and is the patient, the patient’s legal representative, or is duly authorized by
the patient as the patient’s general agent to execute the above and accept its terms.

_________________________________________________________________________
Patient Signature (Guardian - if under 18 years old)
CURTIS_REGISTRATION

____________________
Date
Created on 1/17/2019 11:09:00 AM

