


 
 

PATIENT CONSENT FOR FINANCIAL RESPONSIBILITY 
 

 
PATIENT’S NAME: ____________________________________________________ ACCOUNT #: ______________ 

 
PATIENT’S SOCIAL SECURITY #: __________________________________________ 
 
We are committed to providing you with the best possible care and are pleased to discuss our services with you at any 
time.  Your clear understanding of our financial policy is important to our professional relationship.  Please ask if you 
have any questions about our fees, financial policy or your responsibility. 
 
You will be responsible for any allowed amounts your insurance company does not cover, such as deductible and co-
insurance.  If you do not have insurance, payment in full is expected at the time of the visit.  Patients involved in auto 
accident, workman’s compensation or personal injury lawsuits are, as all other patients, responsible for their bills. 
 
If you do not pay for your services and the bill is sent to a collection agency, you will be responsible for any collection 
costs. 
 
__________ By initialing, I understand and have been provided with a Notice of Health Information Practices that 
provides a detailed description of how my health information may be used or disclosed. 
 
As a member of (Insurance Company Name) _____________________________________________________________ 
 
 Member ID #: ______________________________________ Group ID #: ______________________________ 
 
I authorize the release of any medical or other information needed to process claims for myself or the patient for whom I 
am a guardian.  I further authorize the patient’s insurance company to pay the patient’s benefits directly to Diagnostic 
Imaging Associates. 
 
I understand that:  (mark the appropriate box) 
 
  An authorization number from my insurance company is not a guarantee of payment.  Although I have an 

authorization for services at this time, I agree to be financially liable for any payment incurred for these services. 
 

 A referral form/authorization from my Primary Care Physician/Referring Physician may be required for these 
services.  I acknowledge that I do not have a referral form/authorization with me at this time, but I choose to 
receive these services without the required referral form/authorization.  I understand that without the appropriate 
referral form/authorization, my insurance carrier may not make payment and I agree to be financially liable 
for any payments incurred for these services. 

 
 The services I am about to receive are non-covered services for which my insurance carrier may not make 

payment and I agree to be financially liable for any payments incurred for these services. 
 
 The services I am about to receive may not be covered services when performed in an office setting.  By 

choosing to receive these services in a provider’s office, rather than the appropriate network setting, my 
insurance carrier may not make payment and I agree to be financially liable for any payments incurred for 
these services. 

 
 
_____________________________________________________  ______________________________ 
Patient/Guarantor Signature       Date 








