
                     
CONSENT, FINANCIAL NOTICE AND ACKNOWLEDGEMENTS 

 
By signing below, I: 

 

1.) Certify that the information I have reported regarding my insurance is correct.  It is my responsibility to know my 

individual medical coverage since my coverage is personal and not between my insurance company and Thumb MRI.  I 

assign and authorize payment from my insurance company directly to Thumb MRI and Kellam and Associates, P.C. 

(radiologist reading) for any and all services rendered.  I agree to pay for all charges not covered by my insurance and if 

at any time my insurance company takes back money they paid, I understand that I will become responsible for 

payment. I also understand that it is my primary responsibility to pay for all charges rendered, regardless of any disputes.  

Letters of authorization or precertification are not a guarantee of payment. 

 
Is your MRI today related to- WORK COMP    YES    NO  AUTO ACCIDENT YES   NO 

 

2.) Understand that Thumb MRI does not back-date Medicaid or any Health insurance to cover MRI services that 

have already been completed.   

 

3.) Understand that Thumb MRI does not process any workers compensation or auto claims.  If at any time my 

primary insurance denies a claim stating I am covered under auto or workers compensation I will automatically be 

responsible for my MRI bill and I will need to pay in full or make payment arrangements within one month of receiving 

my bill.  Thumb MRI can provide a receipt showing your payment and you can turn that into your workers 

compensation or auto insurance for any reimbursement. 

 

4.) Authorize Thumb MRI to release my medical information and copies of my MRI images to other health care 

providers or physicians to assure continuity of care; and to third party payers, review agencies, or insurance companies 

in order to process reimbursement for services rendered to me. The radiologist that reads the MRI may bill separately for 

their services.  If I revoke permission, Thumb MRI will stop releasing information unless bound by law.  I understand 

that under the HIPAA Act of 1996, I have certain patient rights regarding my protected health information. I 

acknowledge that I have a right to read/receive a copy of the Thumb MRI Notice of Privacy Practices. I will receive 

one CD copy of my MRI.  I understand that there will be a charge for additional copies. I also understand this consent 

will continue indefinitely and I am free to withdraw my consent at any time. 

 

5.) Authorize Thumb MRI (including service providers contacting patients about obtaining potential financial assistance 

for account(s) and/or for collection services) and their successors, assigns, affiliates, or agents to contact at any 

telephone number associated with the account(s), including wireless, cellular, or internet telephone numbers or other 

number that result in charges, whether provided in the past, present or future. The methods of contact may include pre-

recorded or artificial voice messages and/or automatic telephone dialing systems, as applicable.  

 

6.) Consent to medical treatment and diagnostic services as deemed necessary and appropriate by the treating physician 

and his/her designee(s).  This care may include but is not limited to: diagnostic procedures and administration of 

intravenous solutions including medications. I understand that any time an injection is given there is a possibility for 

complications and/or allergic reaction. Common symptoms include but are not limited to: nausea, headache, hives, 

infection, bruising, etc.  These symptoms can become severe and lead to cardiac arrest. 

 

7.) Have read this form or it has been read to me.  I am satisfied that I understand its contents.  I have had the 

opportunity to ask questions regarding the information on this form and the MRI procedure that I am about to 

undergo.  I understand that the practice of medicine is not an exact science; no one has given me a promise or 

guarantee of what the results of my medical care will be.   

 
 

______________________________________________        __________________________________ 

Signature of Patient (print name if minor)            Patient Date of Birth       
 

__________________________________________      ________________   ___________________________________ 

Signature of Responsible Person                                               Date              Legal Relationship to Patient    3-18      


