
PATIENT INTAKE FORM

Patient’s Name: _____________________________________       Today’s Date:  _____/_____/_______

Date of Birth: _______/_______/_________	    Social Security #:   _________ - _______ - ____________

Mailing Address: ______________________________________________________________________

City: _______________________________      State:  _______________   Zip: ____________________

Home Phone: (_____) _____________________      Work/Cell Phone: (_____) _____________________

PRIMARY INSURANCE

Insurance Co. Name: ___________________________________________________________________

Policyholder’s Name: _________________________DOB:____/_____/______Relationship:___________

SECONDAR Y INSURANCE

Insurance Co Name:____________________________________________________________________

Policyholder’s Name:_________________________DOB:____/_____/______Relationship:____________

INSURANCE ASSIGNMENT OF BENEFITS

I, ____________________________________Member ID#______________________________
request that payment of authorized benefits be made to River Radiology, PLLC, for any services furnished 
to me by the provider. I authorize any holder of medical information about me to release to my insurance 
company(s) any information needed to determine these benefits or the benefits payable for related services.

Patient’s Signature: _________________________________	 Date: ___________________

Legal Guardian: ___________________________________	 Date: ___________________

Witness: _________________________________________	 Date: ___________________

MEDICARE ASSIGNMENT OF BENEFITS

I, ________________________________________Medicare#________________________
request that payment of authorized Medicare benefits be made to River Radiology, PLLC, for any services 
furnished to me by the provider. I authorize any holder of medical information about me to release to my 
insurance company(s) any information needed to determine these benefits or the benefits payable for related 
services.

Patient’s Signature: ________________________________	 Date: ___________________

Legal Guardian: ___________________________________	 Date: ___________________

Witness: _______________________________________	 Date: ___________________
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