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Insurance Consent/ E& S2|A]

| 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 payment of medical benefits to Sharp and Children’s MRI Center, LLC EIN 33-052955, for services described
above and all other during this calendar year.
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Do you have a pacemaker, defibrillator or aneurysm clips?
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Have you ever had a metal injury to your eyes or metal shavings /splinters in your eyes?
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Are you pregnant or is there a possibility that you may be pregnant?
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Do you have a history of asthma, allergic reactions and or a reaction to gadolinium?
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Do you have any medication allergies? List:
=¢lo| ef=of CHEt LelZ27|7F A&LI? LiEsH EAAL.

Do you have a history of renal (kidney) disease?
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Do you have a history of hypertension?
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Are you Claustrophobic?
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Heart Valve Prosthesis
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Pacemaker or Pacer Wires

A S TIL e £ TR MY

<
1]
»

of

Aneurysm Clips Eyelid Spring or Wire
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Defibrillator
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Electronic implant or device
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Internal Electrodes or Wires
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Shunt (spinal or intraventricular)
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Bone Growth/Bone fusion Radiation Seeds
Stimulators
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Transdermal Patch
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Breast Tissue Expander

Cochlear, Otologic Ear Implant
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Insulin or Infusion Pump
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Swan-Ganz or Thermodilution
Catheter
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IUD, Diaphragm or Pessary Dentures or Partial Plates
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Prosthesis (Eye, Penile, Limb)
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Any Metallic Fragment
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Body Piercing Jewelry
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Surgical Staples, Clips, Metallic
Sutures
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Bone/Joint pin, Screw, Nail, Wire,
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Metallic Stent, Filter, Coil or
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| attest that the above information is correct to the best of my knowledge. | have read and understand the contents of this
form and had the opportunity to ask questions regarding the information on this form and regarding the MRI procedure(s)
| am about to undergo.
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Signature/ 4% Date/ £™:

Notice of Privacy/ 712! 7|8 E& ZX| AlE

| hereby acknowledge receipt of Sharp and Children’s MRI (scMRI) Center’s Notice of Privacy which describes the ways in
which scMRI may use and disclose my protected health information and describes my rights as a patient of scMRI with
regard to that information.
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