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PERSONAL INFORMATION 

Last Name​___________________________​First Name​___________________________​M.I​________ 

Address​_____________________________​City​________________​State​________​Zip Code​________ 

Home #​______________________ ​Cell#​_______________________​Work​______________________ 

SS#​________________________ ​D.O.B​________________ ​Sex​__________​Wt​______​Ht​___________ 

EMERGENCY CONTACT 

Relation to Patient ______________________________________________________________ 

Last Name​______________________  ​First Name​_______________________________ ​M.I.​________ 

Address​___________________________​City​__________________​State​_________​Zip Code​________ 

Home#​____________________________​Cell#​_______________________​Work​_________________ 

ACCIDENT INFORMATION (if applicable) 

Name of Policy Holder​_____________________________  ​Policy #​____________________________ 

Name of Insurance Company ​________________________Claim#_____________________________ 

Date of Accident ​___________________________​State of Occurence ​_________________________ 

Adjuster’s Name ____________________________ Phone # _____________________ Ext. __________ 

PRIMARY HEALTH INSURANCE 

Name of Insurance company​ _____________________________​Member ID#​___________________ 

Insured Name​_____________________________​Relationship to Patient​_______________________ 

SECONDARY HEALTH INSURANCE (if applicable) 

Name of Insurance company​ ___________________________​Member ID#​_____________________ 

Insured Name​____________________________​Relationship to Patient​________________________ 

ATTORNEY INFORMATION (if applicable) 

Attorneys Name ​___________________________ ​_______________________________________ 

Address ​____________________________________________________________________________  

Phone #​___________________________________ Fax______________________________________ 

EMPLOYER INFORMATION (if applicable) 
Employer Name ​____________________________________________________________________ 

Phone #​___________________________________ 

MEDICAL INSURANCE FORMS
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










 



30 West Century Road • Suite 100 Paramus, NJ 07652
tel: 201.483.6955 • fax: 201.483.6956 

info@paramusmri.com • www.paramusmri.com

TO OUR VALUED PATIENTS 
PLEASE CIRCLE ​YES ​ OR ​NO 

HAVE YOU EVER BEEN AT THIS FACILITY BEFORE 
YES OR NO 

HAVE YOU EVER HAD AN MRI OF THE SAME BODY PART 
THAT YOU ARE SCHEDULED FOR TODAY? 

YES OR NO

IF YES, 

DATE OF EXAM: _____________________________________________________________ 

PLEASE LIST FACILITY: ____________________________________________________ 

(PLEASE SIGN)​:  ____________________________________________________________ 

FOR INTERNAL USE: 

Contacted: ________________________________________________ 

Results: ___________________________________________________ 



30 West Century Road • Suite 100
Paramus, NJ 07652

tel: 201.483.6955 • fax: 201.483.6956
info@paramusmri.com

ACKNOWLEDGEMENT OF SELECTION OF OUT-OF-NETWORK PROVIDER SERVICES

I, _____________________________________________, specifically request the services of the following 
health care provider PARAMUS MRI, LLC, whom I have been advised does not participate and is “out-of-
network” with my health benefits plan.

I understand that I may owe more than the co-payment, deductible, and/or coinsurance amount of my health 
benefits plan.

I further understand that I may be charged the difference between what my health benefits plan pays 
PARAMUS MRI, LLC and what is the PARAMUS MRI, LLC charge for the services provided.

          ____________________________ _____________________
Patient’s Signature Date
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