
Bethesda MRI
MRN: APPT. DATE:  APPT. TIME:  

PATIENT INFORMATION

PATIENT NAME:
DOB:

HT: WT:
GENDER:

PHONE (H): (W) : S. S. #:

ADDRESS: 

PRIMARY 
INSURANCE: POLICY #: GROUP#: 

INSURANCE PHONE: NAME OF INSURED:

RELATIONSHIP TO INSURED: 

SECONDARY INSURANCE: POLICY #:

ACCIDENT TYPE (if applicable): DATE OF INJURY: 

SCHEDULED EXAMS

ORDERING PHYSICIAN
PHONE:

FAX:
CC:

1. I, as patient or legal guardian of patient, consent to any services rendered on the instruction of the Ordering Physician.
2. Payment is preferred at the time of service as a courtesy and if you supply all information needed today, we will bill your primary 
insurance carrier and give you an insurance form for other billing. This does not waive your responsibility for payment. Remember 
whether you have health insurance coverage or not, professional services are rendered to and charged to the patient. This office 
cannot accept responsibility for collecting any insurance claim or negotiating a settlement on a disputed claim. You (or the responsible 
party in the case of a minor) are responsible for payment of your bill even if not covered in full or in part by your insurance.
3. I will be responsible for late fees, collection charges or attorney fees incurred to obtain monies owed.
4. I authorize this office to release information to my current and future medical practitioners and my insurance company for claims 
processing. I also authorize payment directly to the companies for any and all services I have received or may receive in the future of 
all benefits for which I may be eligible including but not limited to insurance benefits. This authorization in no way waives my 
responsibility for full payment for all services received. This authorization shall remain in effect until revoked in writing by me.

I have read, fully understand and agree to the above statement(s).

__________________________________________ _____________________________________
PATIENT OR LEGAL GUARDIAN SIGNATURE DATE



Bethesda MRI
Attn:  Director of Operations
7830 Old Georgetown Rd. Suite C-40
Bethesda, Maryland  20814
301-657-2444

PATIENT NAME:
D.O.B.:

MRN:
NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN 
GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY.  THE PRIVACY OF YOUR HEALTH INFORMATION IS 
IMPORTANT TO US AND IS REQUIRED BY LAW.  YOU HAVE A RIGHT TO OBTAIN A PAPER COPY OF THIS NOTICE.

This Notice takes effect April 14, 2003 and will remain in effect until we replace it.  We are required to abide by the terms of the notice 
currently in effect.  We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such 
changes are permitted by applicable law.  You will be notified of any changes during your next visit at Bethesda MRI.

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information about you for treatment, payment, and healthcare operations (TPO):
Treatment: We may use or disclose your health information to a physician or other healthcare provider providing treatment to you.
Payment: We may use and disclose your health information to obtain payment for services we provide to you.
Healthcare Operations: We may use and disclose your health information in connection with our healthcare operations.  Computers 
are located throughout our practice.  Schedules and the patient’s proposed treatment are posted on the computer throughout our 
facility to achieve communication and high quality healthcare.  
Your Authorization: In addition to our use of your information for TPO, you may give us written authorization to use your health 
information or to disclose it for other purposes.  If you give us an authorization, you may revoke it in writing at any time.  Your 
revocation will not affect any use or information for any reason except those described in this Notice.
To Your Family and Friends: We may disclose your health information to a family member, friend or other person to the extent 
necessary to help with your healthcare or with payment for your healthcare, but only if you agree that we may do so.
Persons Involved in Care:  We may use or disclose health information to notify a family member, your personal representative, or 
another person responsible  for your care of your location, your general condition, or death.  If you are present, prior to use or 
disclosure of your health information, we will provide you with an opportunity to object to such uses or disclosures.  In the event of 
your incapacity or emergency circumstances, we will  disclose health information based on a determination using our professional 
judgment disclosing only health information that is directly relevant to the person’s involvement in your healthcare.  We will also use 
our professional judgment and our experience with common practice to make reasonable inferences of your best interest in allowing a 
person to pick up filled prescriptions, medical supplies, x-rays or other similar forms of health information.  
Marketing Health-Related Services:  We will not use your health information for marketing communications without your written 
authorization.  We may forward a regular newsletter to our patients and prospective new patients, which describe the various services 
available from our practice.  
Required by Law:  We may use or disclose your health information when we are required to do so by law.  We may disclose to 
military authorities the health information of Armed Forces personnel under certain circumstances.
Abuse or Neglect: We may disclose your health information to appropriate authorities  if  we reasonably believe  that you are a 
possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes.
Appointment Reminders:  We may use or disclose your health information to provide you with appointment reminders (such as 
voicemail messages, postcards, letters or e-mail).

PATIENT RIGHTS
Access:  You have the right to look at or get copies of your health information, with limited exceptions.  We will use the format you 
request unless we cannot practicably do so.  (You must make a request in writing to obtain access to your health information.)  We will 
charge you a reasonable cost-based fee for the expenses such as copies and staff time.
Disclosure Accounting:  You have the right to receive a list of instances in which we or our business associates disclosed your health 
information for purposes other than TPO, for the last 6 years, but not before April 14, 2003.  If you request this accounting more than 
once in a 12-month period, we may charge you a reasonable, cost-based fee for responding to these additional requests.  
Restriction:  You have the right to request that we place additional restrictions on our use or disclosure of your health information. 
We are not required to agree to these additional restrictions, but if we do, we will abide by our agreement (except in an emergency).
Alternative Communication:  You have the right  to request that we communicate with you about your health  information by 
alternative means or to alternative locations.  (You must make your request in writing.)  Your request must specify the alternative 
means or location, and provide satisfactory explanation how payments will be handled under the alternative means or location you 
request.
Amendment:  You have the right to request that we amend your health information. (Your request must be in writing, and it must 
explain why the information should be amended.)  We may deny your request under certain circumstances.   

QUESTIONS AND COMPLAINTS
If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about access to your 
health information or in response to a request you made to amend or restrict the use or disclosure of your health information or to 
have us communicate with you by alternative means or at alternative locations, you may complain to us using the contact information 
listed at the top of this Notice.  You also may submit a written complaint to the U.S. Department of Health and Human Services.  We 
support your right to the privacy of your health information.  We will not retaliate in any way if you choose to file a complaint with us 
or with the U.S. Department of Health and Human Services.

__________________________________________ _____________________________________
PATIENT OR LEGAL GUARDIAN SIGNATURE DATE



PATIENT NAME: D.O.B.: MRN:
Please describe, in your own words, your pain and symptoms including timeframe:

Prior related imaging Y/N (If yes, when and where were they performed?):

Prior related surgeries Y/N (If yes please list): _

Do you have any allergies? Y/N (If yes, please list):_

Personal history of cancer? Y/N (If yes, please explain):

Are you pregnant or is there any chance you may be pregnant?  Y   N 

MRI QUESTIONS Y  N Y  N Y  N
PACEMAKER/PACEMAKER WIRES ORBITAL (EYE) PROSTHESIS SHRAPNEL/BULLET
ARTIFICIAL HEART VALVES OR STENTS ARTIFICIAL LIMBS NURSING
ANEURYSM CLIPS HEARING AIDS TATTOO
INTERNAL OR EXTERNAL DEVICES DIABETES PATCHES FOR MEDICATION
SURGICAL IMPLANTS (PINS, RODS, ARTIFICIAL 
JOINTS

ASTHMA METAL 
WORKER/GRINDER/WELDER

MEDICAL INFUSION PUMPS HYPERTENSION

Please explain any items you marked yes above: 

MRI CONTRAST CONSENT 
 Your doctor has requested an MRI scan that requires the use of an intravenous (IV) contrast agent or “dye”. This agent is a substance called gadolinium and is usually 
given through a needle placed in a vein, artery, or joint space. Contrast material is generally considered to be quite safe; however, there are risks of which you should 
be aware. Any injection carries with it the risk of damage to a vein, artery, nerve, or skin, risk of infection, and risk of allergic reaction. Many patients receiving 
gadolinium may experience a momentary cold feeling in the area of the injection. The injection may also cause nausea or headache for some patients.  On very few 
occasions, a patient may experience an allergic reaction to gadolinium. The most common of the reactions are sneezing, nasal congestion, hives, and temporary 
breathing difficulty. The most severe cases of allergic reaction (anaphylaxis) are extremely rare but may be life threatening. Our medical staff at Bethesda MRI is 
trained to treat such allergic reactions. 

Please answer the following questions:
Have you had a prior allergic reaction to gadolinium (MRI contrast)?Y  N

Do you have kidney disease, kidney failure or are you on dialysis?Y  N  

IV LOCATION

CONTRAST CC AMOUNT

TECH LOT#
Have you had a liver transplant within the past month? Y  N  
CT QUESTIONS
Have you ever received an injection during an 

X-Ray or CT scan?   Y  N

If Yes, did you experience any problems? (Please explain) 
________________________________________________________________________________

Check all that apply:
 Asthma  Hayfever  Multiple Myeloma  Heart Disease  Kidney Disease  Pheochromocytoma
 Diabetes  Sickle Cell  High Blood Pressure  Polycythemia  Kidney Failure  Kidney Dialysis

CT CONTRAST CONSENT
   Your doctor has requested a CT scan that requires the use of an intravenous (IV) contrast agent or “dye.” This agent is usually given through a needle placed in a 
vein. Contrast materials, especially “non-ionic” contrasts, are generally considered to be safe; however, there are some risks you should be aware of. Any injection 
carries with it the risk of damage to a vein, artery, nerve or skin or risk of infection. Occasionally, a patient may experience an allergic reaction the contrast material. 
The most common of these reactions are sneezing, nasal congestion, hives and temporary breathing difficulty. The most severe allergic reactions (anaphylaxis) are 
very rare, but may be life threatening. Our medical staff at Bethesda MRI is trained to treat such allergic reactions.
   We only use “non-ionic” contrast agents, which are considered to be the safest. Most patients receiving IV contrast will experience a temporary warm or hot flushed 
feeling and may feel slightly nauseated for a few moments during the injection.

Your signature below indicates that the information above is accurate, you have read and understand the above information, all of your questions have  
been answered and you consent to the procedure(s). 

__________________________________________________________________________________ _____________________________________
Signature Date
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