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MOUNTAIN IMAGING CENTER Today’sDate: ___/___/ to our office.
5448 South Highway 260, Suite 110 * Lakeside AZ 85929
* Patient Name: * Date of Birth: / /
* Phone: Other Ph#: Appt. Date: / / Appt. Time:
* Insurance: Pre-Auth#: Exp. Date: / /
* Diagnosis: Primary Concern:
* Ordering Physician Print: Signature:

1 hereby authorize Premier Mountain Imaging to act on my behalf to obtain any and all authorizations needed for the above named patient. I hereby certify that the test ordered
are medically necessary for the diagnosis and treatment of this patient.

Send Report To: |:| Ordering Physician Phone#: Fax#:
[]Other Physician Name: Fax#:
AUTHORIZATION SUPPORT Please fax the following: Patient clinical information, insurance cards, NP1/Tax-ID number. I
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