RADIOLOGY GROUP IMAGING CENTER, LLC

1970 E. 53*° ST.
DAVENPORT, IowWA 52807

Group 563.359.3931
imaging Center

Please read and complete both sides and sign. Thank-you.

Referring X-ray Number
Todqy"s Date Physician (completed by office staff)
| Patient Information:
Patient’s Full (Legal) Name:
Address:
City: State: Zip:
Home Phone Number: Birthdate: Age:
Social Security Number: Marital Status: Spouse’s Name:
I Responsible Party If Different From Above/or Request For Alternate Means Of Contact:
Full (Legal) Name:
Address:
City: State: Zip:
Home Phone Number: Birthdate: Age:

Social Security Number:

Marital Status: Spouse’s Name:

| Are you currently covered by any of the following insurance programs (check if appropriate)?

Medicare Medicare Supplemental Medicaid/Title XIX Scott County Maps
Worker's Compensation
| Insurance Information:
Primary Insurance: ID or Plan Group

Address:

Subscriber’s Name:  (person who carries the insurance)

Subscriber’s relationship to Patient (ie., self, spouse, etc.):
Subscriber’s Date of Birth:

Subscriber’s Gender (M/F):

Secondary Insurance:
Address:

Subscriber’s Name:  (person who carries the insurance)

ID or Plan

Group

Subscriber’s relationship to Patient (ie., self, spouse, etc.):

Subscriber’s Date of Birth: Subscriber’s Gender (M/F):

If you have Medicare, do you have other insurance that we should bill first? Yes No
(for example, if you or your spouse are working and you are covered under that policy, too)

Turn Over and Complete the Other Side






