
PATIENT’S SECTION – Please Print

Name_______________________________________________________________ Sex_____________ Marital Status _________________
Last First Full Middle Name

Social Security Number ________________________________________ Date of Birth ___________________________ Age ___________

Mailing Address (please include street address, PO Box, and/or apartment/lot number)

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________
City State Zip

Home Phone _____________________________________________ Cell Phone ________________________________________________

Email Address ______________________________________________________________________________________________________

May we leave a message on your answering machine/voice mail if we are unable to reach you any other way?  oYes  o No

Patient’s Employer___________________________________________________________________________________________________

Employer’s Address__________________________________________________________________________________________________
City State Zip

Business Phone _______________________________ Ext.________________ May we leave a message at work if needed?  oYes  o No

SPOUSE or PARENT (if minor) INFORMATION

Name _____________________________________________________________________________________________________________
Last First Full Middle Name

Date of Birth _________________________________________ Social Security Number __________________________________________

Relationship to Patient________________________________________________________________________________________________

Address (if different than patient) _______________________________________________________________________________________

__________________________________________________________________________________________________________________
City State Zip Phone

Employer Name __________________________________________________ Employer Phone ____________________________________

Employer’s Address__________________________________________________________________________________________________
City State Zip

EMERGENCY CONTACT INFORMATION

INDICATE WHICH PHYSICIANS YOU WANT TO RECEIVE A COPY OF THIS REPORT

Name_______________________________________________ Relationship to Patient ___________________________________________

Phone___________________________________ Address (if different) ________________________________________________________

1. ________________________________________________________ 2. ______________________________________________________

3. ________________________________________________________ 4. ______________________________________________________

IF YOUR PHYSICIAN IS NOT IN THE NORTHWEST ARKANSAS AREA, PLEASE PROVIDE THE RECEPTIONIST
WITH THE PHYSICIAN’S ADDRESS, PHONE NUMBER AND FAX NUMBER. THANK YOU.

SIGNATURE ______________________________________________ DATE __________________________________________________
If this form is being completed by someone other than the patient, please print your name and relationship to the patient here:
__________________________________________________________________________________________________________________
If the patient wants you or another individual (including spouse) to receive information, an authorization form will need to be com-
pleted and signed by the patient.

Imaging Associates of Northwest Arkansas I Medical Associates of Northwest Arkansas, P.A.

 



MEDICAL INSURANCE INFORMATION

PATIENT NOTICE OF OUR PRIVACY PRACTICES ACKNOWLEDGEMENT FORM

PLEASE PROVIDE A COPY OF YOUR INSURANCE CARD(S) TO THE RECEPTIONIST

PRIMARY INSURANCE

Patient Name_________________________________________ SS#________________________________ DOB _____________________

Policy Holder Name ___________________________________ SS#________________________________ DOB _____________________

Patient Relationship to Policy Holder:     o Self     o Spouse     o Child     o Step-Child     o Other

Insurance Company Name __________________________________________ Phone # ___________________________________________

Insurance Address:___________________________________________________________________________________________________
Street/PO Box City State Zip

Policy/Subscriber ID#______________________________________________ Group/contract #____________________________________

SECONDARY INSURANCE

Policy Holder Name ___________________________________ SS#________________________________ DOB _____________________

Patient Relationship to Policy Holder:     o Self     o Spouse     o Child     o Step-Child     o Other

Insurance Company Name __________________________________________ Phone # ___________________________________________

Insurance Address:___________________________________________________________________________________________________
Street/PO Box City State Zip

Policy/Subscriber ID#______________________________________________ Group/contract #____________________________________

AUTHORIZATION RELEASE

I authorize release of any medical information necessary to process my claims to ALL MY INSURANCE COMPANIES. I authorize direct
payment of medical benefits to: THE BREAST CENTER OF NWA / IMAGING ASSOCIATES OF NWA.

I permit a copy of this authorization to be used in the place of the original. I understand that I am responsible for any amount not covered
by insurance.

I permit the faxing of medical information to other health care providers involved in my care. In addition, this is my authorization and con-
sent to disclose and or release my protected health information and previous films / images to other health care providers as well as to The
Breast Center / Imaging Associates of Northwest Arkansas for the purpose of treatment, payment, and health care operations as described in
the Notice of Privacy Practices that was provided to me in accordance with my signature and in accordance with HIPPA standards. In addi-
tion, I authorize this facility to provide my healthcare provider images via a PACS system if requested.

PATIENT SIGNATURE___________________________________________________ DATE ____________________________________

I request that payment of AUTHORIZED MEDICARE / Insurance benefits be made either to me or on my behalf’s to The Breast Center /
Imaging Associates of NWA for any services furnished me by that provider.

I authorize any holder of medical information about me to release to Health Care Financing Administration and its agents any information
needed to determine these benefits payable for related services.

PATIENT SIGNATURE___________________________________________________ DATE ____________________________________

I have received a copy of the Patient Notice of Privacy Practices from The Breast Center/Imaging Associates of NWA.

SIGNATURE ____________________________________________________________ DATE ____________________________________

In the event this Acknowledgement form is being executed by a personal representative, guardian or parent, please print your name, date of
birth, social security number and relationship to the patient here:

__________________________________________________________________________________________________________________

IF YOU WOULD LIKE TO AUTHORIZE THE BREAST CENTER/IMAGING ASSOCIATES OF NWA TO RELEASE 
INFORMATION TO A FAMILY MEMBER (INCLUDING YOUR SPOUSE) OR PERSONAL REPRESENTATIVE, PLEASE 
COMPLETE AN AUTHORIZATION FORM AVAILABLE FROM THE RECEPTIONIST.

 


