
Patient ID :

Appointment Date :

First Name: Last Name:

Birth Date:

Address:

Email: Cell Phone:

Emergency Contact: Phone:

Referring Physician: Referring Office:

I was referred by

Other

Name of Insurance Company: State:

Policy Holder Name: Birth Date:

Member ID: Group:

Name of Employer:

Relationship to Insurance holder: Parent Child Other

HEALTHSCΛN
DIAGNOSTIC IMAGING 

Gender:

City: State: ZIP

Male Female

Marital Status: Married Single Divorced Widowed Other

How did you hear about us?

I live/work in area

Social media

INSURANCE INFORMATION

PATIENT INFORMATION

No Health Insurance

Primary Insurance

Self Spouse

I hereby authorize and direct my insurance carrier to pay directly to this provider of medical
services any benefits due under my insurance plan. I agree to pay the balance of charges
not paid under my plan. I also hereby authorize this provider to use, disclose or obtain any of
my personal health information for treatment and payment. If I am UNINSURED, I understand
I am fully responsible for all charges. 

Patient / Representative Signature Date Signed

Phone:  ###-###-####             healthscandx.com          contact@healthscandx.com

Other


