Teton Radiology advanced medical imaging

2001 S. Woodruff, Suite 17, Idaho Falls, ID 83404 - tel (208) 524-7237 425 E. 4th N., Rexburg, ID 83440 - tel (208) 356-4888

Patient Registration Date:
Patient Data

Referring physician Account #
Patient full name Gender
Address City State Zip

Home phone Work phone Marital Status
Birthdate Age Social Security Number
Occupation Employer

Employer’'s address City State Zip
Responsible Party/Spouse

Name

Birthdate Age Social Security Number

Address City State Zip
Employer

Employer's address City State Zip
Occupation Business phone

Relationship to patient

Who should we contact in case of an emergency? Phone

Name

Address Relationship

Insurance

Primary insurance Business phone

Address City State Zip
Policy holder’'s name Policy number

Subscriber name Group number

Secondary insurance Business phone

Address City State Zip
Policy holder’'s name Policy number

Subscriber name Group number

Was this a work related injury that is covered by Workers Compensation insurance?
O Yes 0O No

Name of Workers Compensation insurance

Address City State Zip

| hereby authorize the release of any medical information to process insurance claims for any services rendered to me by TETON
RADIOLOGY and authorize payment of medical benefits directly to them. | understand | am financially responsible for payment for
medical services rendered from TETON RADIOLOGY.

Signature: Date:

Patient_Registration Rev 3/16
* Insurance is filed as a courtesy to the patient *
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