GLENDALE DIAGNOSTIC IMAGING NETWORK MEDICAL OFFICE, INC.

PATIENT INFORMATION:

Name: DOB: Sex: M/F
Last First MI
Address:
Street City State ZIP Code
SS/ID No: - - Tel: Alt. Tel:
File No: Insurance: M/Care M/Cal PPO Pl HMO Cash N/C Other:

CONSENT FOR DIAGNOSTIC PROCEDURE;

1. lauthorize and direct Glendale Diagnostic Imaging Medical Office, Inc. to perform diagnostic procedure(s)
ordered ty my referring physician or other health care provider, as described below

2. lunderstand the procedure(s) as it was explained to me and understand that it may involve risk of pain, bleeding,
unsuccessful results, complications or injury, from both known or unforeseen causes.

3. | have talked to the physician, or his/her authorized representative in simple layman terms about the nature of the
scheduled procedure(s).

X
Patient Initial

AGREEMENT:

With regard to diagnostic services provided or to be provided by Glendale Diagnostic Imaging Network Medical Office,
Inc. (GDIN), IT IS AGREED:

GDIN shall provide diagnostic services to above named patient (PATIENT), to the best of the skill and knowledge of the
authorized technical personnel in the light of circumstances that is possible and practical. The PATIENT will cooperate
fully with the GDIN technical personnel by following instructions given by GDIN, by adhering to such course of action as
may be set forth and by paying fees and charges in full as billed, especially if services provided are found to be medically
unnecessary and as such, or for any other reason are denied by the insurance provider. The PATIENT authorizes the
insurance carrier to make payments directly to GDIN for the provided services. It is also agreed that because of differences
in the human constitution and response, it is in no way possible to warrant the outcome of services provided by GDIN.

X:

Patient Signature
PROCEDURE(S)

Date Requested Procedure Referring Provider Patient Signature Tech. Intl.




