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Insurance Consents
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| authorize the release of any medical information necessary to process this claim or
claims for additional service during this calendar year.

| understand that | am responsible for all co-payments, deductibles and annual out of
pocket cost that my policy may require.

| authorize payments of medical benefits to Sharp and Children’s MRI Center, LLC EIN
33-0322955, for services described above and all other during this calendar year.
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