
 
 

 
 

To obtain copies of your images and/or reports, please contact us at (262) 697-7770. 
 
 

PATIENT REGISTRATION FORM 
PLEASE PRINT 

 

PATIENT INFORMATION 
 

 
_______________________________________________________________________________________________________________________________ 
FIRST NAME MIDDLE INITIAL              LAST NAME     
         
 
______________________________________________________________________________________ S     M     W      D    SEP______________M    F___ 
SOCIAL SECURITY NUMBER                 BIRTH DATE             AGE                      MARITAL STATUS                        SEX  
 
 
______________________________________________________________________________________   ________________      (          ) ______________ 
STREET ADDRESS       CITY   STATE   ZIP CODE    PHONE # 
 
 
_______________________________________(           )_____________________________________(______)_____________________________________ 
PATIENT OR PARENT EMPLOYER              BUSINESS PHONE         CELL PHONE  
 
 
POLICY HOLDER OR PARENT INFORMATION 
 
 
_______________________________________________________________________________________________________________________________ 
POLICY HOLDER’S OR PARENT’S NAME     SS#     BIRTH DATE         
 
 
_______________________________________________________________________________________________________________________________ 
POLICY HOLDER’S OR PARENT’S STREET ADDRESS   CITY    STATE             ZIP CODE 
(IF DIFFERENT FROM PATIENT ADDRESS) 
 
 
__________________________________________________________________(_______)_____________________________________________________ 
POLICY HOLDER’S OR PARENT’S EMPLOYER                       BUSINESS PHONE  
 
 
________________________________________INSURANCE INFORMATION______________________________________ 

 
If you are covered by more than one insurance plan it is important that you indicate all policies. 

 
                      PRIMARY         SECONDARY  

 
_______________________________________________________________________________________________________________________________ 
RELATIONSHIP       RELATIONSHIP 
 
_______________________________________________________________________________________________________________________________ 
NAME OF INSURANCE CO.       NAME OF INSURANCE CO, 
 
_______________________________________________________________________________________________________________________________ 
WERE YOU INJURED ON THE JOB?  YES        NO   DATE OF INJURY    INDUSTRIAL CLAIM # 
 
_______________________________________________________________________________________________________________________________ 
WERE YOU IN AN AUTOMOBILE ACCIDENT?  YES  NO  DATE     NAME OF INSURER 
 
_______________________________________________________________________________________________________________________________. 
PRIMARY CARE PHYSICIAN       REFERRED BY 
 
CC: REQUEST FOR RESULTS TO ANOTHER PHYSICIAN:  (PHYSICIAN NAME) ____________________________________________________________ 
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PLEASE ANSWER THE FOLLOWING MEANINGFUL USE QUESTIONS: 

 
RACE:  

[     ] AMERICAN INDIAN OR ALASKA NATIVE 
[     ] ASIAN 
[     ] BLACK OR AFRICAN AMERICAN 
[     ] HAWAIIAN OR PACIFIC ISLANDER 
[     ] WHITE 
 

ETHNICITY: 
 [     ] HISPANIC OR LATINO 
 [     ] NOT HISPANIC OR LATINO 
 
LANGUAGE 
 [     ] ENGLISH 
 [     ] SPANISH 
 [     ] ARABIC 
 [     ] CANTONESE 
 [     ] HEBREW 
 [     ] JAPANESE 
 [     ] KOREAN 
 [     ] MANDARIN 
 [     ] RUSSIAN 
 [     ] Other ______________________________ 
 
SMOKING STATUS 
 [     ] Current every day smoker 
 [     ] Current some days smoker 
 [     ] Former smoker 
 [     ] Never smoked 
 
FOR FEMALE PATIENTS:  

Are you currently pregnant or breastfeeding? 
 [     ] Yes 
 [     ] No 

 
FOR ALL PATIENTS 50 YEARS AND OLDER: 

Have you had appropriate screening for colorectal cancer? 
 [     ] Yes 
 [     ] No 
 [     ] Unknown 
 
FOR ALL PATIENTS 64 YEARS AND OLDER: 

Have you ever received a pneumococcal vaccine (pneumonia vaccine)?  
 [     ] Yes 
 [     ] No 
 [     ] Unknown 
 
FOR FEMALE PATIENTS AGES 40-69: 

Have you had a mammogram to screen for breast cancer? 
 [     ] Yes 
 [     ] No 
 [     ] Unknown 
 
FOR ALL PATIENTS: 
 
Please list your current medications ____________________________________________________________________________________ 
 
 
 _________________________________________________________________________________________________________________ 
 

 
Are you allergic to any medications?  
 [     ] No 
 [     ] Yes   -   Please list ______________________________________________________________________________________ 
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AUTHORIZATION TO RELEASE AND ASSIGN BENEFITS AND ACCEPT FINANCIAL RESPONSIBILITY  

 
I hereby assign to Kenosha Radiology Center, LLC. (KRC) any insurance or other third-party benefits available for health care 
services provided to me or my dependent(s). I also understand that if benefits are assigned, or if by contractual arrangement, 
payment to KRC will be made by my insurance, that I am responsible for any co-payments and deductibles and that these amounts 
are due at the time services are rendered. I understand that it is my responsibility to know my insurance benefits and whether or 
not the services I or my dependent(s) are to receive are a covered benefit. I understand and agree that my insurance company is 
being billed as a courtesy and hereby accept financial responsibility for any services rendered that are not covered under my 
insurance, and for any balance due that KRC is unable to collect from my insurance carrier(s) for whatever reason.  
 
I hereby authorize and direct my insurance carrier(s) to pay directly to Kenosha Radiology Center, LLC. any benefits due me under 
my insurance plan(s). If benefits are not assigned to KRC, I agree to forward to KRC all insurance or benefit payments that I 
receive for services rendered immediately upon receipt and/or to make payment, in full, for the services rendered. I understand that 
KRC has the right to refuse or accept assignment of such benefits (except when prohibited by contract). 
 
I also hereby authorize KRC to use and disclose any of my personal medical information for treatment and payment (including to 
my insurance company(ies). Should my account become delinquent, I agree to pay interest on the outstanding balance owed at the 
maximum amount permitted by law and I agree to pay actual attorney’s fees and collecting expenses. IF I AM UNINSURED, I 
understand I am fully responsible for all charges.  
 
It is mandatory that you tell KRC if you know that another party is responsible for paying for your treatment.  Section 1128B of the 
Social Security Act and 31 USC 3801-3812 provide penalties for withholding this information. 
 
MEDICARE/MEDICAID/CHAMPUS INSURANCE BENEFITS: 
I certify that the information given by me in applying for payment under these programs is correct. I authorize the release of any of 
my or my dependent’s records that these programs may request. I hereby direct that payment of my or my dependent’s authorized 
benefits be made directly to Kenosha Radiology Center, LLC. on my behalf. 
 
LAB: 
I understand that I may receive a separate bill if my medical care includes lab services. I further understand that I am financially 
responsible for any co-pay or balance due for these services if they are not reimbursed by my insurance for whatever reason. 
 
_______________________________________________  ____________________________ 
Signature        Date 

 
I WISH TO BE CONTACTED IN THE FOLLOWING MANNER 

(CHECK ALL THAT APPLY): 
 

I certify that I understand the privacy risks of the mail, phone calls, and e-mail. As indicated below, I hereby authorize a Kenosha 
Radiology Center, LLC. representative to mail, call, or e-mail me with communications regarding my healthcare, including but not 
limited to such things as appointment reminders, referral arrangements, and laboratory results. I understand that I have the right to 
cancel this authorization at any time by notifying Kenosha Radiology Center, LLC. to that effect in writing. 

 
Home Telephone  Written Communication 

 
�  Ok to leave message with detailed information    �  Ok to mail to home address 
�  Leave message with call-back number only �  Ok to fax to _______________________ 
�  Do not leave message on home phone  �  Do not mail to home address 
�  Do not call home phone  �  Ok to mail to ______________________ 
 
Work Telephone     Cell Phone 
 
�  Ok to leave message with detailed information   �  Ok to leave message with detailed information              
�  Leave message with call-back number only �  Leave message with call-back number only 
�  Do not leave message on work phone  �  Do not leave message on cell phone 
�  Do not call work phone  �  Do not call cell phone 
 
 
__________________________________    ________________________ 
Patient Signature        Date 



KRC
KENOSHA RADIOLOGY CENTER

10117-74th Street, Ste 150 • Kenosha, WI 53142 • Phone (262) 697-7770 • Fax (262) 697-7771


Comprehensive Outpatient Radiology

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

I                                                     acknowledge that I have available to me a copy of 

Kenosha Radiology Center, LLC’s Notice of Privacy Practices. This notice describes 

how Kenosha Radiology Center, LLC may use and disclose my Protected Health

Information (PHI), certain restrictions on the use and disclosure of my Protected 

Health Information, and rights I may have regarding my Protected Health Information.

Name of Patient

Signature of Patient or Legally Authorized Representative Date



HIPAA COMPLIANT AUTHORIZATION FOR THE RELEASE OF PROTECTED HEALTH INFORMATION
PURSUANT TO 45 CFR 164.508

I, or my authorized representative, request that health information regarding my diagnosis, care and treatment be released  by
Kenosha Radiology Center, LLC. as set forth on this form. I understand that this authorization is voluntary and made to confirm my 
direction. I understand that if the person(s) or entity(ies) that I authorize to receive my protected health information is/are not subject 
to federal and/or state health information privacy laws, subsequent disclosure by such person(s) or entity(ies) may not be protected by 
those laws.  

All medical records, as described above, from      to
Insert date Insert date

All medical records, protected health information and all radiology records, images, films, reports, CDs, DVDs, Videos including 
but not limited to all CT scans, MRI, MRA, EMG, Ultrasound, Mammography, X-Ray, Bone scan, myleogram, nuclear medicine scan, 
echocardiogram, angiogram, arthrogram, etc; all laboratory, histology, cytology, pathology records and specimens; all pharmacy 
and prescription drug records; all physical, treatment, consultation and progress notes; all billing records; and all admission records, 
discharge summaries, correspondence, test results, order forms and all records provided by other medical providers.

All billing records, including all statements, insurance claim forms, itemized bills, and records of billing to third party payors
and payment or denial of benefits, or billing records for the period from      to

Insert date Insert date

I have the right to revoke or cancel this authorization at any time by providing written notice to Kenosha Radiology Center, LLC at 
10117 74th St. Kenosha, WI 53142. If I revoke or cancel this authorization, such revocation or cancellation is not effective for any prior 
action taken in reliance thereon. I am not required to sign this authorization unless I am requesting disclosure of my protected health 
information. I have a right to inspect or copy the protected health information that will be used or disclosed as per this authorization.  
The rendering of treatment or service, the third party payment for that treatment or service, the enrollment in any health plan and the 
eligibility for benefits will not be conditioned upon the signing of this authorization.

I understand the following:

By initialing here,                           I also authorize Kenosha Radiology Center, LLC to discuss my protected health information with the 

person(s) or entity(ies) stated above. 
Initials

Patient Name Date of Birth Social Security Number

Patient Address

KRC MRN

Other      
Describe in detail what information should be released

I authorize the following person(s) and/or entity(ies) to receive my protected health information as disclosed by Kenosha Radiology
Center, LLC.:

Detail who should receive this information

THIS AUTHORIZATION DOES NOT AUTHORIZE KENOSHA RADIOLOGY CENTER, LLC. TO DISCUSS MY PROTECTED HEALTH INFORMATION OR MEDICAL CARE WITH 
ANYONE OTHER THAN THE PERSON(S) OR ENTITY(IES) SPECIFIED ABOVE.

This authorization remains in effect until                                               ,                                        or revoked by me in writing, whichever comes first.
Insert expiration date Describe event

For the purpose of: At the request of the individual.
Describe why the information is being released

Participating in my care.

YOU ARE ENTITLED TO A COPY OF THIS AUTHORIZATION

Specific description of the protected health information that I authorize to be released:

Signature of Patient or Legally Authorized Representative Date

DateWitness Signature

Name and Relationship to Patient of Legally Authorized Representative Description or nature of Representative’s Authority

Rev 08/11
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