LAKESIDE

(é\(/' Y PATIENT
DIAGNOSTIC # REGISTRATION
N

PATIENT INFORMATION:

NAME: , , SSN #: / /

Last First ML
ADDRESS: )
Street City State Zip

GENDER: MALE MALE DOB: / / AGE: MARITAL STATUS:
CONTACT INFORMATION:

HOME: - - WORK: - - CELL: - -

EMAIL:

EMERGENCY CONTACT: EMERGENCYPHONE: - -

CONSENT FOR ELECTRONIC BILLING & STATEMENTS

ITunderstand that [will receive statements for any amount still owed after my insurance(s) have processed the claim(s) for
services received by Lakeside MRI &Diagnostic Health. Please acknowledge that you have read and understand this.

OptIn
Opt Out
Initial
RESPONSIBLE PARTY (IF OTHER THAN P ATIENT)
NAME: , R SSN #: / /
Last First ML
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