*Information required

*Patient Name:

Patient Information

Date: / /

*Date of birth: Gender: [Male [Female

*Address:

Street

Apt #

City

*Phone: *Cell:

State *Zip code

Work:

Social Security# - -

*Primary Insurance

*Marital Status:

Insurance ID

Card Holder Name

*Secondary Insurance

*DOB Social Security#

Insurance ID

Card Holder Name

*DOB SocialSecurity#

I have read, understand and accept the terms of the Health Information Privacy Act (HIPAA)

The above information is true to the best of my knowledge. I authorize my insurance benefits to be paid directly to the physician. I
understand that I am financially responsible for any balance. I also authorize Beach Medical Imaging or my insurance company to
release any information required to process my claim.

Patient Signature

Date

*Minor Consent *

I Guardian herby authorize and give consent to Beach Medical Imaging for all medical and/or surgical

procedures that may be required for

Patient

Please print name

Parent or Guardian

Signature



Medical Information

Patient Name: *Date of birth: / / Gender: [IMale [JFemale
*Weight: *Height:

*Exam:[_IMRI ClcT Luys [IX-RAY [IProcedure

*What are your symptoms Female Patients pregnant? Yes[] Noll

*Please list all prior surgeries and approximate dates:

*Have you ever had this study/exam before? If so where , when and any complications?

*Please list all of your allergies below (medicine, food, x-ray dye, others):

*Please list all medication you are currently taking or provide a copy:

[IYes [INo Cancer ( describe type) [IYes [INo Orbital prosthesis [LIYes [INo Sickle cell
[IYes [INo Brain Stimulator anemia

[IYes [ INo Any metal implants [IYes [INo Pain Rx Pump [IYes [INo Chest Pain

[IYes [INo Pacemaker [LlYes [INo Other [LIYes [ INo Generalized

[lYes LINo Brain Aneurysm Clips LlYes LINo Claustrophobic severe debilitation

[IYes [INo Ear or Eye Implant LlYes [INo Any Heart Problems [LIYes [INo Asthma/Hay

[IYes [INo Stents in last 6 weeks LlYes [INo Heart disease? fever

[LIYes LINo Cardiac Defibrillator [LIYes LINo Congestive heart failure  [IYes [INo Emphysema?

[IYes (INo Nerve stimulator [IYes (INo Hypertension [IYes [INo Diabetes

[IYes LINo Any type of Biostimulator =~ [IYes [INo Irregular Heart Beat taking Gloucophage

[IYes [INo Heart Pacing Wiring [LlYes [INo Recent (Heart Attack) [IYes [INo are you Pregnant

[IYes [INo Cochlear Implant [IYes [INo Multiple Myeloma or Nursing

[IYes (INo Implanted Insulin Pump  [IYes [INo ABN fast ht rate

LlYes [INo Hearing Aid [IYes [INo Kidney disease

Please indicate any additional relevant medical information not previously listed (or changes since your previous
visit):

I attest that all of the above information is correct to the best of my knowledge. I have read and understand. The entire
contents of this form and I have had the opportunity to ask questions regarding the information on this form. Itis my
responsibility to inform BMI of any changes in my medical history.

office use only
PE n/c

Patient Signature Date
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