(4)PETICT SERVICES

OF FLORIDA

Please Print Clearly

Name: Primary Physician:

Address:

City: State: Zip:

SSN: DOB: Age: Sex:M/F

Ph. Number: Cell Ph. Number:

Employer:

Spouse’s Name: Spouse’s Employer:

Primary Insurance:

Secondary Insurance:

| request that payment of authorized Medicare, Medicaid, and all other Insurance benefits be made directly to the
provider of service on my behalf. | authorize any holder of medical information about me to be released to my specific
insurance carrier if needed to determine benefits for the service(s) performed. | understand that | am financially
responsible for any non-covered and/or denied charges incurred on my behalf and that it is my responsibility to know
my insurance coverage and guidelines. | also give my permission to release any previous films or records from any
other facility to be released for comparison or treatment purposes.

| hereby authorize the release of all medical records and images to Dr. McNamee / Dr. Havas and PET/CT Services of
Florida. | also authorize PET/CT Services of Florida to release my medical records to my other physicians for treatment
and/or comparison purposes.

| understand that PET/CT Services of Florida, will bill my insurance, and it is my responsibility to provide the most
correct and updated information regarding my insurance. If | am under the age of 18, my parent or legal guardian will
sign.

A copy of this signature is valid as the original

X Date:
(Patient/Responsible Party Signature)

Person responsible for payment if other than the patient

Name:

Address:

Affiliation to patient: Phone/Cell #




(4)PETICT SERVICES

OF FLORIDA

AUTHORIZATION TO DISCLOSE HEALTH INFORMATION

Patient Name: DOB:

1) | authorize the use or disclosure of the above named individual's health information as described below.

2) The following organization is authorized to make the disclosure: PET/CT Services of Florida 1541 S.W. 1* Ave.
Ste. 101 Ocala, Fl. 34474 or 3404 N. Lecanto Hwy. Beverly Hills Fl. 34465.

3) The type and amount of information to be used or disclosed is the following: Any Diagnostic Imaging Scans
to include but not limited to; CT Scans X-Rays, PET Scans, Ultra Sounds, MRI's, Mammograms, and their
corresponding Films/Digital images and Digital/Written Reports.

4) | understand that the information in my health record may include information relating to sexually
transmitted disease, acquired immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV). It
may also include information about behavioral or mental health services, and treatment for alcohol and drug
abuse.

5) This information may be disclosed to and used by PET/CT Services of Florida, and my ordering physician and
treating physicians unless otherwise specified.

6) | understand | have the right to revoke this authorization at any time. | understand if | revoke this
authorization | must do so in writing and present my written revocation to the health information
management department. | understand the revocation will not apply to information that has already been
released in response to this authorization. | understand the revocation will not apply to my insurance
company, when law provides my insurer with the right to contest a claim under my policy. Unless otherwise
revoked, this authorization will expire on the following date, event or condition

. If I fail to specify an expiration date, event or condition this authorization will

expire in 6 months.

7) lunderstand that authorizing the disclosure of this health information is voluntary. | can refuse to sign this
authorization. | need not sign this form in order to assure treatment. Understand | may inspect or copy this
information to be used or disclosed, as provided in CFR 16.524. | understand any disclosure of information
carries with it the potential for any unauthorized re-disclosure and the information may not be protected by
federal confidentiality rules. If | have any questions about disclosure of health information, | can contact the
Office Manager.

Signature of Patient or Legal Representative: If signed by a Legal Representative, Relationship to Patient:

Date:
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