
Are you here as the result of a car accident? 		   Yes     No
Are you here as a result of a work related accident?  	  Yes     No

Does you insurance company have a deductible?	  Yes     No
Do you have an HSA or HRA plan?			    Yes     No
    If yes, we need a copy of your debit card.

Authorization of Treatment: I hereby consent to treatment by the radiologist and other medical staff for all local 
anesthetics, radiologic tests and/or procedures as deemed necessary by myself and the Zwanger-Pesiri Radiology staff.

I am aware that additional charges may be incurred if a diagnostic mammogram is deemed necessary. I understand 
that according to my particular insurance plan, this may or may not be covered.

PATIENT REGISTRATION FORM

Insured’s DOB



PATIENT REGISTRATION FORM - page2

This authorization will remain in effect unless changed by me, while I am a patient of Zwanger-Pesiri Radiology, LLP.

Pregnancy Denial Statement

Women age 12-55 (Except Ultrasound)

I hereby attest that there is NO possibility that I am pregnant.

Patient’s signature

Please list any physicians you would like to receive your report.

Physician	 	 	 	 Office Address



X-Ray Questionnaire

Name of Patient								        Date


