
      
MOUNTAIN IMAGING CENTER    
 
PATIENT InformaƟon:   PLEASE PRINT     M  F 

Name(last, first):_______________________________________________________________________ 

Date of Birth:____________________ SS #:_________________ E-mail:__________________________ 

Mailing Address:_______________________________________________________________________ 

City:____________________________ State/Zip:_______________ Phone #:______________________ 

INSURANCE InformaƟon: 

1. Insurance Name:________________________________________ Phone #_________________  

Member ID #:___________________________________ Group #:________________________ 

Policy Holder Name:___________________________________ Date of Birth:______________ 

2. Insurance Name:________________________________________ Phone #_________________  

Member ID #:____________________________________Group #:_______________________  

Policy Holder Name:___________________________________ Date of Birth:______________ 

GUARANTOR InformaƟon (Financially Responsible): 

Name(last, first):_______________________________________________________________________  

Date of Birth:____________________ SS #:_________________ E-mail:__________________________ 

Mailing Address:_______________________________________________________________________ 

City:____________________________ State/Zip:_______________ Phone #:______________________ 

PaƟent’s Authorized RepresentaƟve:   Y  N  INITIALS:___________________ 

Please indicate with a YES or NO any authorized representaƟve to whom we may release protected health 

informaƟon to, including any reports/films, insurance and financial informaƟon.  

*If you are a parent or legal guardian, or have power of aƩorney over the paƟent, please list yourself below. 

Name (last, first):_______________________________________________________________________  

Date of Birth:________________________ Phone #:__________________________________________ 



      
MOUNTAIN IMAGING CENTER    
 
Telephone Consumer ProtecƟon Act NoƟce & Other CommunicaƟon: In order to service your account or collect any amounts I 
may owe, Premier Mountain Imaging Center may contact me by telephone at any telephone number associated with my 
account, including without limitaƟon, wireless or cell phone numbers, which could result in a charge to me. You may also 
contact me using pre-recorded/arƟficial voice messages and/or through the use of automaƟc dialing devices. AddiƟonally, I 
authorize the use of text messages and direct mail for appointment informaƟon and Premier Mountain Imaging Center 
promoƟons only. Payment Policy: Please review our Payment Policy, should you have any quesƟons, we may discuss prior to 
your exam. Insurance: We parƟcipate in most insurance plans, including Medicare. If you do not have insurance or are not 
insured by a plan we are contracted with, payment in full is due at the Ɵme services are provided unless prior arrangements 
have been made and agreed to in advance. Proof of Insurance/Referral Forms: We may require that you provide us with a copy 
of your driver’s license and valid insurance card to provide proof of insurance. If we are not provided with correct informaƟon, 
you may be held responsible for payment. If you do not have your insurance card, you will be responsible for payment at the 
Ɵme of service. Once we obtain your insurance informaƟon, we will bill the insurance company and refund any overpayments 
once the claim has been paid by your insurance plan. Inform us of any insurance changes made aŌer this signed 
agreement/date of service. Insurance carriers have specific Ɵmely filling guidelines and pre-authorizaƟon requirements for 
certain services. If revised insurance informaƟon is not provided to us within insurance’s Ɵmely filing limits, you will be required 
to pay for services in full. If prior authorizaƟon was required for services already received and your claim is denied for lack of 
authorizaƟon, you will be required to pay for services in full. Co-payments, DeducƟbles, & Coinsurance: You agree to pay all 
copayments, deducƟbles and co-insurance at the Ɵme your exams are performed as required by your insurance plan. At Ɵme-of-
service payment is an esƟmate of amount due. The final amount due cannot be calculated unƟl the claim is processed by your 
insurance company. AddiƟonally, the esƟmate of the amount due at Ɵme of service may change over Ɵme due to deducƟble 
charges processed for other medical services rendered. Non-Covered Services: In some instances, the services you receive may 
not be covered or considered medically necessary by Medicare or other insurance plans. In these instances, you will be required 
to pay for these services in full at the Ɵme of your exam. Medicare paƟents may be required to complete a separate Advance 
Beneficiary NoƟce form in order for services to be rendered. Assignment: By signing this form, you agree to assign all insurance 
benefits to Premier Mountain Imaging Center for services performed and authorize Premier Mountain Imaging Center to submit 
a claim to Medicare or my insurance plan. We will submit your claim(s) to your insurance plan and will provide you with 
reasonable assistance to get the insurance plan to pay the claim(s). CollecƟons: Once an account is placed in collecƟon status, 
all future services must be paid in full at the Ɵme of service. There is a $25.00 fee for any returned checks. PaƟent payment 
policies may not be applicable in certain cases, including but not limited to, workers compensaƟon cases. NoƟce of Privacy 
PracƟces and PaƟent Rights Acknowledgement: By my signature, I acknowledge receipt of the provider’s noƟce of Privacy 
PracƟces (HIPPA) and the provider’s PaƟent Right and have been given the opportunity to read them. Release of/Request for 
InformaƟon AuthorizaƟon: Premier Mountain Imaging Center may disclose all or part of the paƟent’s medical and/or financial 
record to your insurance plan of benefit eligibility, to referring physicians, and to other healthcare providers responsible for 
providing conƟnued paƟent care. We may request health informaƟon relaƟng to imaging studies performed by Premier 
Mountain Imaging Center. This may include, but is not limited to, previous films, symptoms/history, lab results, pathology 
results, etc. I understand that the above listed paƟent’s Authorized RepresentaƟve will remain valid for 1 year, or unƟl my next 
appointment, whichever is sooner. General Consent to Treatment: By signing below, I (or my authorized representaƟve on my 
behalf ) authorize Premier Mountain Imaging Center and their staff to conduct any diagnosƟc examinaƟons, tests and 
procedures and to provide any medicaƟons, treatment to effecƟvely assess and maintain my health, and to assess, diagnose and 
treat my illness or injuries. I understand that it is the responsibility of my individual treaƟng healthcare provider(s) to explain to 
me the reasons for any parƟcular diagnosƟc examinaƟon, test or procedure, the available treatment opƟons and the common 
risks and benefits associated with the opƟons as well as alternaƟve courses of treatment. Right to Refuse Treatment: In giving 
my general consent to treatment, I  understand that I  retain the right to refuse any parƟcular examinaƟon test, procedure, 
treatment or medicaƟon recommended or deemed medically necessary as prescribed by my referring physician. I also 
understand that the pracƟce of medicine is not an exact science and that no guarantees have been made to me as the results of 
my evaluaƟon and/or treatment.  
By signing below, I am staƟng that I understand and agree with the above policies and acknowledgment. 

PaƟent/Guardian/RepresentaƟve: 

Signature:________________________________________________Date:_________________ 


