MRI PATIENT HISTORY
AND SCREENING

Patient Name Date Sex: M F Weight Ht

adiolagy

D.O.B Age Referring Physician:

Do you have a pacemaker or brain aneurysm clip? 0 Yes 0 No
*#%% If you answered yes DO NOT have this test performed. Please see a staff member immediately* ***

Reason you are here today? (Explain your medical problem in detail.... What is the problem? Where is the problem? How long have you
had this problem?)

Is your problem related to an injury? 0O Yes[INo If yes, Date of Injury? How Injured? [TMVA 0O Work OOther

Have you had a previous exam related to this problem? [Yes [INo If Yes, explain:
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Do you have or have you ever had any of the following?

OYes [INo Heart Surgery/Heart Valve/Pacemaker. If yes, explain:
OYes ONo  Brain Surgery/Brain Aneurysm Clips. If yes, explain:
OYes [ONo Injury to the eye involving metal or metal shavings
OYes [ONo History of kidney disease

......

OYes [ONo  Shunts/Stents/Intravascular Coil If yes, when installed
OYes [ONo Eye Surgery/implants
OYes [ONo Orthopedic pins, screws, rods, etc.
OYes ONo Neurostimulator/Biostimulator

OYes 0ONo History of cancer or tumors When: Where:
OYes 0ONo Radiation therapy/chemotherapy
OYes 0ONo Previous Back Surgery (Low Back or Cervical) When: Levels:

OYes [ONo  Ear Surgery/Cochlear Implants/Hearing Aids
OYes 0ONo Vascular Access Port
OYes [ONo  Metal Mesh Implants/Wire sutures/wire staples/internal electrode
OYes 0ONo  Any electrical, mechanical, or magnetic implants. Type:
COYes [ONo Implanted drug infusion pump/insulin pump
OYes [ONo Implanted cardiac defibrillator
OYes ONo  AreyouPregnant?
OYes 0ONo Tattoo’s/permanent make-up/body piercing
OYes [ONo Dentures, partials or dental implants
OYes [ONo  Gunshot wounds, shrapnel, BB’s
OYes [No Do you have pins in hair, hair extensions, hair pieces or a wig?
OYes [0ONo Do you have any safety pins in your clothes?
List any drug allergies:
List previous surgeries:
Medications presently taking (including medication patches):
EEEE S EEEEEEEE e EEEEEEEEEEE EEEEEEEEEEEEEEEEEEEEEEEEEE

Are you breast feeding at this time? 0 Yes [INo Did you have any known allergies to latex? [1 Yes O No

Have you ever had MRI with contrast? [0 Yes O No Did you have any kind of reaction? O Yes [ No
If yes, explain:

EEEESCE e SR EEEEEE S EEEEEEEEEEEEEEEEEE T EEEEEEEEEEEEEEEEEE

I have answered these questions to the best of my knowledge and understand the information presented to me. I have also informed

the technologist that I am not pregnant at this time nor do I have a pacemaker or brain aneurysm clip.

Patient/Parent/Legal Guardian Date




PATIENT SCREENING FORM

PATIENT NAME DATE

YES NO
History of kidney disease as an adult, including tumor or transplant.

Family history of kidney failure.

Personal history of diabetes for 2 yrs or longer.

Family history of diabetes.

Personal history of rheumatoid arthritis, lupus, or scleroderma.

Personal history of Cardiac disease.

Currently on chemotheraphy.

50 yrs of age or older.

Currently taking the following medications:

YES NO YES NO
Advil / Motrin Indocin
Daypro Feldene
Relafen Vioxx
Celebrex Anaprox
Lodine Clinoril
Naprosyn Nalfon
Orudis Tolectin
Ponstel Toradol
Arthrotec Meclomen
Voltaren Ansaid
Cataflam |

Currently taking the following IV antibiotics such as:

YES NO

Amikin

Garamycin

Nebcin




PAYMENT AGREEMENT,
RELEASE OF FILMS AND MEDICAL RECORDS,
& MEDICARE, MEDICAID OR INSURANCE
PAYMENT AUTHORIZATION

In consideration of services to be rendered by Priority Radiology, | (we) agree to pay
Priority Radiology charges as are ordered by the attending physician in accordance with
the terms and policies of Priority Radiology. | hereby authorize and direct Medicare,
Medicaid, and/or my insurance carrier(s) to pay directly to Priority Radiology any benefits due
me under my plan.

In the event that insurance authorization has not been obtained or it has been denied, |
understand | am financially responsible to Priority Radiology for charges not covered
and agree that in the event the account is not paid in 60 days of the date of services to pay
reasonable attorney's fees if this account is placed in the hands of an attorney for collection.

| authorize the medical treatment and diagnostic imaging of me, my child or my ward by
Priority Radiology, its agents and employees.

| authorize the release of films and/or medical records to and/or from Priority Radiology that
may be needed for my continuing medical care and information to Medicare, Medicaid and/or
my insurance carrier(s) necessary for the reimbursement of services.

| also acknowledge that Priority Radiology cannot assume responsibility for money, clothing or
articles of value left in the facility.

If you do not hear from your referring doctor regarding your test results within one week, please
contact their office fto follow up.

Emergency Contact Relationship Day Time Phone#

Date

[1 I have received a Notice of Privacy Practices from Priority Radiology.
[] Yes, you may contact me at my work phone regarding my examination

at Priority Radiology

Patient signature

By

Patient Representative/ Parent / Guardian

Address

Relationship to Patient

Reason patient cannot sign

Witness

Priority Radlology
807 Northgate Bivd + New Albany, IN 47450 - 812.949.0807 - (fax) 812.949.0806 + www.priorityradiology.com




NOTICE OF PRIVACY PRACTICES

PRIORITY RADIOLOGY HAS A LEGAL DUTY TO SAFEGUARD YOUR
PROTECTED HEALTH INFORMATION (PHI).

All employees,staff, doctors, health professionals and other personnel are
legally required to and must abide by the policies set forth in this notice,and
to protect the privacy of your healthinformation. This “protected health

information,” or PHI for short,includes information that can be used to identify

you.We collect orreceive this information about your past, present or future
health condition to provide health care to you, or to receive payment for this
health care. We must provide you with this notice about our privacy
practices that explains how, when and why we use and disclose

(release) your PHI. With some exceptions, we may not use or release any
more of your PHI than is necessary to accomplish the need for the
information. We reserve the right to change the terms of this notice and
our privacy policies at any time. Any changes to this notice will apply

to the PHI already in existence. Before we make any change to our policies,
we will promptly change this notice and post a new notice in our lobby.
WE MAY USE AND RELEASE YOUR PROTECTED HEALTH INFORMATION
for many different reasons. For some of these reasons, we will need your
permission or a specific, signed authorization. Below, we describe the
different categories of when we use and release your PHI and give you
some examples of each category.

A.WE MAY USE, OR DISCLOSE YOUR PROTECTED HEALTH INFORMATION
FOR TREATMENT, PAYMENT,OR HEALTH CARE OPERATIONS.

1.For treatment. We may release your PHI to physicians, nurses,

medical students, and other health care personnel and agencies who
provide or are involved in your health care.For example, if you are

being treated for a knee injury, we may release your PHi to the

physical rehabilitation department in order to coordinate your care.
2.To obtain payment for treatment. We may use and release

your PHI in order to bill and collect payment for services provided

to you.lt is important that you provide us with correct and up-todate
PHI. For example, we may release portions of your PHI to our

billing department and your health plan to get paid for the heaith

care services we provided to you.We may also release your PHI to

our business associates, such as attending medical staff, billing
companies, claims processing companies and others that process our
health care claims.

3.To run our health care business.We may release your PHI in

order to operate our facility in compliance with healthcare regulations.
For example, we may use your PHI to review the quality of our services
and to evaluate the performance of our staff in caringfor you.

B.WE ALSO DO NOT REQUIRE YOUR CONSENT TQ USE OR RELEASE YOUR PHI:

1.When requested by federal, state, or local law; judicial or
administrative proceedings; or law enforcement agencies.We

release your PHI when a faw requirés that we report information to
government agencies and law enforcement personnel, for example,
about victims of abuse, neglect, or domestic violence; when dealing
with gunshot and other wounds; or when ordered in a judicial or
administrative proceeding,

2.For public health activities.We report information about births,
deaths, and various diseases to government officials in charge of
collecting that information and we provide coroners, medical examiners

and funeral directors necessary information relating to an individual’s death.

4,To avoid harm.In order to avoid a serious threat to health or safety of a
_person or the public, we may provide your demographic PHI to law
_ enforcement personnel or persons able to prevent or lessen such harm.

. 5.Forworker's compensation purposes when we release your PHI in order

-t comply with worker's compensation laws. If you do not want worker’s
_ compensation notified, alternate insurance or payment information must
 be supplied.

__ 6.For appointment reminders and health-related benefits and services.
_ We may use your demographic PHI to contact you as a reminder that you

‘ ~ have an appointment or to recommend possible treatment options or
. alternatives that may be of interest to you.

C.YOU HAVE THE OPPORTUNITY TO AGREE TO OR OBJECT TO THE
FOLLOWING:

Information shared with family, friends or others.We may release your

PHI to a family member, friend, or other person that you indicate is involved
in your care or the payment for your heafth care, unless you objectin whole
orin part. Your choice to object may be made at any time.

D.YOUR PRIOR WRITTEN AUTHORIZATION IS REQUIRED FOR ANY USES AND
DISCLOSURES OF YOUR PROTECTED HEALTH INFORMATION NOT INCLUDED
ABOVE. We will ask for your written authorization before using or releasing
any of your PHL If you choose to sign an authorization to release

your PHI,you may later cancel that autharization in writing. This

will stop any future release of your PHI for the purposes you

previously authorized.

YOUR RIGHTS REGARDING YOUR PROTECTED HEALTH INFORMATION

A.You Have the Right to Request Limits on How We Use and Release Your PHI.
If we accept your request, we will put any limits in writing and abide

by them except in emergency situations.You may not limit PHI that

we are legally required or allowed to release.

B.You Have the Right to Choose How We Communicate PHI to You.

All of our communications to you are considered confidential. You

have the right to ask that we send information to you to an alternative
address (for example, sending information to your work address

rather than your home address) or by alternative means (for example,
e-mail instead of regular mail) We must agree to your request so

long as we can easily provide it in the format you requested. Any

additional expenses will be passed onto you for payment.

C.You Have the Right to See and Get Copies of Your PHL

You must make the request in writing. We will respond to you within

30 days after receiving your written request. In certain situations,

we may deny your request. If we do, we will tell you, in writing,

why we denied your request.You have the right to have the denial
reviewed. We will choose another licensed healthcare professional

to review your request and the denial. The person conducting the

review will not be the person who denied your first request.You
can+equest a summary or a copy of the entire medical record as

fong as you agree to the cost in advance. If your request to see the

medical information is approved, we will arrange it.

D.You Have the Right to Get a List of Instances of When and to

Whom We Have Disclosed Your PHI, This list will not include uses you have
already authorized, or those for treatment payment or operations.

This list will not include uses made for national security purposes, to
carrections or law enforcement personnel, or made before April 15,2003.
We will respond within 60 days of receiving your request. The list we provide
will include the last six years of activity unless you request a shorter time.
The list will include dates when your PHI was released and

why, with whom your PHI was released (including their address if

known), and a description of the information released.The first list

you request within a 12-month period will be free. You will be

charged a reasonable fee for additional lists within that time frame.

Please submit all requests for this information to Priority Radiology.

E.You Have the Right to Correct or Update Your PHI,

If you believe that there is a mistake in your PHI or that a piece of
important information is missing, you have the right to request that

we correct the existing or add the missing information.

F.You Have the Right to Request a Copy of This Privacy Notice.

HOW TO VOICE YOUR CONCERNS ABOUT OUR PRIVACYPRACTICES:

If you think that we may have violated your privacyrights, or you disagree
with a decision we made about access to your PHI, you may file a complaint
with our office. You also may send a written complaint to the Secretary of
the Department of Health and Human Services at

200 Independence Avenue, SW
Washington, D.C. 20201 L
You will not be penalized for filing a complaint.
EFFECTIVE DATE OF THIS NOTICE

This notice is effective as of April 15,2003




