AMERIC#"" RADIOLOGICAL SF™VICES

(419) 269-2140 (800) 442-1202
COMPLETE CHIROPRACTIC
PATIENT C CLINIC FILM DATE
AGE SEX MO FO  SOCIAL SECURITY # / / DATE OF BIRTH
PATIENT ADDRESS CITY __ STATE ZIP

X-RAY ASSIGNMENT AGREEMENT

I u:_aderstand that the services of a chiropractic radiologist are being utilized to insure the highest quality interpretation of my x-rays.

I acknowledge that these services are separate from those of the clinic where I am receiving care, and that the charges for these
services will be submitted to my insurance carrier, Workers' Compensation carrier or State Bureau, and/or to my attorney in the
case of personal injury. | |

In the event that I receive payment for these services, I agree to promptly remit payment to American Radiological Services (ARS).

I assign my insurance benefits and rights to payment to ARS to the extent of their charges, and authorize them, or their agents, to
bill and release information to my insurance company, attorney, and/or any third-party payer. I authorize my treating physician,
insurance company, attorney, and/or any. third-party payer to provide ARS or their agents with any information concerning my
claim, their services, and/or payment for the services provided. '

By my signature below, I acknowledge that I have read, understand, and agree to the above provisions, and I assign my insurance
benefits as described above. ' ’ '

SIGNATURE: ' DATE:
WITNESS:

PATIENT PRESENTATION .

TRAUMA? YESO NOO EXPLAIN
PAST MEDICAL HISTORY

MALIGNANCY? YESO NOQO DETAILS
DIAGNOSIS/CONCERNS/QUESTIONS [NO ICD CODES PLEASE]

PLEASE COMPLETE INSURANCE/BILLING INFO ON REVERSE SIDE



(419) 269-2140

 AMERICAN RADIOLOGICAL S™RVICES

(800) 442-12..

CASH (no insurance)

MEDICARE ONLY

MEDICAID ONLY

CARRIER
|
i
T AboREsS ADORESS i
oy STATE ir cITY STATE i’ |
RELATIONSHIP TO INSURED RELATIONSHIP TO INSURED i
SELFOQ SPOUSEQD CHILDO OTHER SELFO SPOUSEQ CHILDO OTHER
NSURED NAME NSURED DATE OF BIRTH INSURED NAME NSURED DATE OF BIRTH
INSURED SOCLAL SECURITY # INSURED ID # INSURED SOCLAL SECURITY ¢ INSURED D 4 1
INSURED GROUP 7 BCES 3 LTR PREFIX INSURED GROUF # BCES ) LTR FRENX
INSURED EMPLOYER TELEPHONE INSURED EMPLOYER TELEFHONE
: EMPLOYER ADDRESS cITY - §T ir EMPLOYER ADDRESS cITY 5T r

OTHER? YESO NOO

RELATED TO EMPLOYMENT? YESO NOO AUTO ACCIDENT? YESO

NOD

CLAIM # DATE OF INJURY
SR NAME & BILLING ADDRESS ATTORNEY NAME & BILLING ADDRESS
LIST BOTH LIABILITY AND MED PAY CARRIERS / USE ADDITIONAL PAPER IF NECESSARY

CARRLER TELEPHONE - ATTORNEY NAME TELEPHONE
INSURANCE ADDRESS ATTORNEY ADDRESS

ary STATE r Ty STATE wr
RELATIONSHIP TO INSURED ’
SELFO SPOUSEQ CHILDO OTHER A ey MED PAY CARRIERS

T IRSURED NAME INSURED SOCIAL SECURITY

[F PJ: ADJUSTER'S NAME ADJ, TELEPHONE BRI *LLOWED DIAGNGSIS ICD-» CODES

PLEASE COMPLETE PATIENT HISTORY ON REYERSE SIDE



