Patient Registration Form

Y

PATIENT INFORMATION

MR#: ADMIT DATE:

Last Name: First: Middle:

Date of Birth: Sex: Social Security #:

Address: City: State: Zip:
Home Phone: Work Phone:

Exam: Diagnosis:

Requesting Physician:

For Female Patients Only

1. Date of last menstrual period: Post Menopausal? |:| Yes |:| No

2. Are you pregnant or experiencing a |late menstrual period? D Yes D No

3. Hysterectomy? |:| Yes |:| No
If yes, was it a complete hysterectomy? (removal of ovaries and uterus) |:| Yes |:| No
Date of surgery:

4 Are you taking oral contraceptives or receiving hormonal treatment? D Yes D No

5. Are you currently breastfeeding? D Yes D No

Medical Records Release

Please sign the medical release below.
This allows our facility to obtain your previous exams or prior medical history as it pertains to today’s exam.

Submitted to;  Name of facility

Patient Name: Social Security #:

Date of Birth: Type of records requested:;

| hereby authorize and request you to release the complete medical records mentioned above, including copies of the reports in your
possession to Tullahoma Imaging.

Patient or Authorized Person Date

ACKNOWLEDGEMENT/WAIVER OF LIABILITY

Please initial after each statement below:
| hereby authorize and request payment to Tullahoma Imaging for any Medical Benefits due under the terms of my insurance policy for services rendered.
| further authorize the release of all necessary information including reports, images and outcomes as requested by my Insurance Carrier(s).

| have been informed by Tullahema Imaging that my procedure may not be a covered service. | understand that charges for all services provided but not
covered by my insurance will be my financial responsibility.
| authorize the release of all or any portion of my medical record to any health care practitioner or facility designated by me.

Patient or Parent (If Minor) Signature Date



Y

PATIENT INFORMATION

Patient Registration Form

MR#:

Last Name: First:

ADMIT DATE:

Middle:

Date of Birth: Sex;

Social Security #:

Address:

State: Zip:

Home Phone:;

Exam:

Diagnosis:

Requesting Physician:

Work Phone:

PATIENT’S EMPLOYER INFORMATION

Employer:;

GUARANTOR INFORMATION

Relationship to Patient:

Name:

Address:

State: Zip:

PRIMARY INSURANCE INFORMATION

Plan:

Policy #:

Group #:

Name of Insured (if other than patient):

SSN of Insured {if other than patient):

DOB of Insured

Insured’s Relationship to Patient :

SECONDARY INSURANCE INFORMATION

Plan:

Policy #:

Group #:

Name of Insured (if other than patient):

SSN of Insured {if other than patient):

DOB of Insured

Insured’s Relationship to Patient :

ACKNOWLEDGEMENT/WAIVER OF LIABILITY

Please initial after each statement below:

| hereby authorize and request payment to Tullahoma Imaging for any Medical Benefits due under the terms of my insurance policy for
services rendered. | further authorize the release of all necessary informatien including reports, images and outcomes as requested by

my Insurance Carrier(s).

| have been informed by Tullahoma Imaging that my procedure may not be a covered service. | understand that charges for all services
provided but not covered by my insurance will be my financial responsibility.
| authorize the release of all or any portion of my medical record to any health care practitioner or facility designated by me.

Patient or Parent {If Minor) Signature

Date



Office Use Only

~

Creatinine ma/dl
Patient Screening Form eGFR miimin/1.73m?
Patient Information
Name: Date:
Age: Date of Birth Weight:
D Male D Female Body part to be examined:
Reason for exam and/or symptoms:
How long have you had symptoms?
Medical Information
1.Have you had a reacticn to a contrast medium or dye used for imaging? DYes D No
If yes, have you been premedicated? [[]Yes []No
2.Have you had a prior imaging study MRI, CT, Ultrasound, X-ray, ect.)? DYes D No
3.Have you had a prior cystoscopy on endoscepy? DYes D No
4 List prior surgeries:
Type of Surgery: Date:
Type of Surgery: Date:
Type of Surgery: Date:
Type of Surgery: Date:
5. Do you have: D diabetes D vasculitis D high blood pressure D renal disease/disorder

D asthma D multiple myeloma D pheochromocytoma D heart disease/disorder
D lupus D respiratory disease D sickle cell anemia/trait D cengestive heart failure (CHF)
D systemic lupus erythematosus (SLE) D liver failure

D allergies

6. Do you take Actoplus Met (XR), Avandament, Diaben, Diabex, Diaformin, Fortamet, Glucophage (XR), Glucovance, Gluformin,
Glumetza, Invokamet, Janumet {XR), Kombiglyze (XR}, Metaglip, Metformin, Obimet, Prandimet, or Raiomet?

D Yes D No

7. List current or recently taken medication and doses: DUnknown

8. Smoking status: D Never D Decline to state D Current D Former
If current or former smoker: how many packs per day for how many years

9. Do you have a personal history of cancer? D Yes D No
If yes, describe type:
Describe current or past treatments: {i.e. radiaticn or chemotherapy)
Date of treatment:

10. Please list any additional information you feel pertinent to today's exam:
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