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FRONT RANGE DIAGNOSTIC RADIOLOGY
226 PONDEROSA LN WOODLAND PARK, CO  80863 (719) 471-3070 FAX (719) 477-1990




         PATIENT INFORMATION FORM

Date: ____________ Name: ___________________________________________________________ Date of Birth_______________
Age: _____ Sex: _______ Marital Status (circle one):  S  M  Sep  Div  Wid   Social Security No: _______________________________
Address: _________________________________________________ City: ______________________________________________ 
State ____________  Zip Code: __________________   Home #:_________________________ Cell#:_________________________ 
Work Phone: _________________________ Employer: ______________________________________________________________
Spouse (parent, if patient is a child):_________________________________________   Work#:______________________________
Who is Responsible for this bill? _________________________________________________________________________________
Nearest Relative not living with you: _______________________________________________ Phone: ________________________
INSURANCE INFORMATION:  PLEASE COMPLETE IN ITS ENTIRETY
PRIMARY INSURANCE





SECONDARY INSURANCE:


Insurance Company:_________________________________________Insurance Company:_________________________________
Address: ________________________________________________    Address:__________________________________________
City, State, Zip: ___________________________________________    City, State, and Zip: _________________________________

Telephone:_______________________________________________
Telephone: ________________________________________
Insured’s Name___________________________________________    Insured’s Name:____________________________________

Insured’s Date of Birth: _____________________________________
Insured’s Date of Birth: _______________________________

SS# of Insured Person: ____________________________________
SS# Of Insured Person: ______________________________
ID or Claim#: _____________________________________________
ID Or Claim#:_______________________________________

If Health Ins., Group No: ____________________________________   If Health Ins., Group No: ______________________________
Type of Case:  Group Health____ Auto ___ If Auto, Med Pay Benefits? Yes___ No___ Work Comp___ Self Pay____ Other:____
Attorney Information: Name:_____________________________________________________________________________________

Address:______________________________________________________________Telephone #:____________________________


CLINICAL INFORMATION

Chief Complaint: _____________________________________________________________________________________________

Trauma: ______________________________________________   Injury Date: ___________________________________________

Surgery: ______________________________________________   Malignancy: __________________________________________
Referring Clinic/Doctor: ________________________________________________________________________________________

I understand that there will be a separate fee for radiology services, I authorize the release of any medical information necessary to process this claim.  I also authorize all claims to be sent directly to my insurance company and I authorize payment to be made directly to Front Range Diagnostic Radiology.  I also agree to pay for any copay or deductible, and in the event that I should receive payment for these services, I agree to promptly remit payment to Front Range Diagnostic Radiology.  I also accept personal responsibility for any balance due. 

______________________________________________________________              ________________________________________    PATIENT SIGNATURE






                                           DATE      

