
                              METRO MRI CENTER LIMITED PARTNERSHIP              Date_____________________ 
615 Valley View Drive Suite 102 – Moline, IL  61265                         

     (309) 762-7227  FAX (309) 762-7293                                          Patient #___________________ 
 

PATIENT CONSENT AND ASSIGNMENT OF INSURANCE BENEFITS  
 

Patient Name:_____________________________________________________  Birth Date:_____________________________ 
 
Address:_________________________________________________________  Soc. Sec. #:_____________________________ 
 
City:_________________________ State:_____________  Zip:_____________  Sex:  M     F Marital Status:  M  S  W  D 
 
Home Phone:________________________ Work Phone:__________________  Employment Status:  Full  Part  Retired  None 
 
Auto accident?  Y  N   Liability?    Y  N  Date & Time of injury:______________________________________________ 
 

 
PRIMARY INSURANCE INFORMATION 

 
Policy Holder’s Name:______________________________________________  Birth Date:_____________________________ 
                                                    (if different than patient) 
Address:_________________________________________________________  Soc. Sec. #:_____________________________ 
          Pt relationship to Insured: 
City:_________________________ State:_____________  Zip:_____________                 Self     Spouse     Child     Other 
                                                                                                                                               
Employer:________________________________________________________  Group #:_______________________________ 
 
Insurance Company:_______________________________________________  Policy #:________________________________ 
 
 

SECONDARY INSURANCE INFORMATION 
 
Policy Holder’s Name:______________________________________________  Birth Date:_____________________________ 
                                                    (if different than patient) 
Address:_________________________________________________________  Soc. Sec. #:_____________________________ 
          Pt relationship to Insured: 
City:_________________________ State:_____________  Zip:_____________                 Self     Spouse     Child     Other 
                                                                                                                                               
Employer:________________________________________________________  Group #:_______________________________ 
 
Insurance Company:_______________________________________________  Policy #:________________________________ 
 
 

 
CONSENT, AUTHORIZATION, RELEASE & ASSIGNMENT 

 
1. I authorize Metro MRI Center Limited Partnership (Metro MRI) employees, physicians, and designees to perform the medical 

testing ordered by my provider, to administer treatment, medication, or any procedure deemed necessary in the care and 
management of my case, and to release the results of such tests to my provider. 

2. I authorize Metro MRI staff to request previous x-rays/medical records from any facility necessary to complete testing. 
3. I authorize Metro MRI to release any information necessary to facilitate billing and reimbursement directly to Metro MRI and 

Advanced Radiology, S.C. (AR) – interpreting radiology group, insurance benefits under which I am entitled. 
4. I request that payment of insurance benefits (including Medicare, Medigap, Medicaid, or other insurance) made to me or on my 

behalf, be assigned to Metro MRI Center Limited Partnership (Metro MRI) and Advanced Radiology, S.C. (AR) for any services 
furnished to me by these providers.  I authorize holders of medical information about me to release to Metro and AR, any 
information needed to determine these benefits or the benefits payable for related services. 

5. I understand that should my insurance company not honor this assignment of benefits, I will immediately forward any insurance 
payment received for services rendered by Metro MRI or AR to the respective provider. 

6. I understand that I am responsible for payment of all services provided by Metro MRI and AR, including payment of co-
payments, deductibles, and non-covered benefits.  Should the account be referred to a collection agency, I agree to pay all 
reasonable fees and collection expense. 

7. I agree that a photocopy of this form may be used in lieu of the original. 
8. I certify that the above information given by me (or my representative) regarding insurance coverage is true and correct. 
 
 
________________________________________ ___________________________  ______________________ 

         SIGNATURE OF  PATIENT OR PERSON RESPONSIBLE      RELATIONSHIP TO PATIENT      DATE 
 
3/2006 

 


