
[image: image1.wmf] 


                CONSENT FORM
500 Lilly Road NE, Suite 160

Olympia, WA  98506

Office (360)413-8383    Fax (360)413-8323

Patient Name:  ____________________________________________________________ Birthdate:  __________________________

                                     Last                                                                First                                      Middle

CONSENT FOR CARE

I grant permission to the providers at NORTHWEST RADIOLOGY GROUP, LLC  to perform                                  ______________

___________________________________examination(s) and/or procedure(s) as may deemed                                          Initials

professionally necessary or advisable for my diagnosis and treatment by my physician.

CONSENT FOR RELEASE OF INFORMATION

I authorize NORTHWEST RADIOLOGY GROUP, LLC to:

1)     Release any and all of my insurance and medical information to other healthcare providers,                                ______________

        my insurance company, Medicare or any third party payer to facilitate health care, processing                                    Initials

        of claims and audit of payments.  I understand that the information released may include records 

        in these subject areas:  HIV/AIDS, sexually transmitted disease, mental health and drug or

        alcohol abuse treatment.

2)     Release any and all of my insurance and medical information to my spouse.                                                        _______________














        Initials

3)     Call me at home and leave messages as necessary.                                                                                                _______________













        Initials

4)     Call me at work and leave messages as necessary.                                                                                                _______________















        Initials

NORTHWEST RADIOLOGY GROUP, LLC keeps a record of the health care services we provide.;  You may ask to see and copy that record.  You may also ask us to correct that record.  You may see your record or get more information about it by speaking with your Physician, his technician and/or our Business Manager.


I understand that I am responsible for payment of any patient liability, such as, but not limited to, deductibles, coinsurance and/or non-covered services.

If this exam is related to a Motor Vehicle Accident (MVA), I understand my insurance will not be billed and I am responsible for the entire balance.

________________________________________________________________      _________________________________________

Patient/Responsible Party Signature





     Date
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