DIAGNOSTIC IMAGING CONSULTANTS Fax or email form when sending
A. Scott Thorpe, DC, DACBR, Joseph Trimboli, DC, DACBR, images. Fax: 727-579-1060 OR
Munyeong Choi, MS, DC, DACBR, Christopher Smoley, DC, DACBR | radiologyreports@dcradiology.com

Films/Date Exposed Medical History

**Please print and complete form with patient’s signature**

Patient Name: Last First Date of Birth Sex
_M_F
Address City/State/Zip
Phone SS# Case/Acct#
BILL: PIP Atty. DR***,

***[f billing doctor it is not necessary to provide insurance info or patient signature.

Primary Insurance: Phone

Adjuster ID/Claim#

Address Insured

City/State/Zip Date of Injury / /
Attorney: Phone

Address City/State/Zip
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ASSIGNMENT, LIEN AND AUTHORIZATION/INSURANCE BENEFITS
For and in consideration of receiving services by “Assignee” and for other good and valuable consideration, | hereby agree to the
following: | authorize assignee to release any information pertinent to my case to any insurance company, adjuster, or attorney to
facilitate collection under this Assignment, Lien, Reservation of Benefits and Authorization.

ASSIGNMENT OF BENEFITS, RESERVATION AND REQUEST TO ESCROW ANY DISPUTED BENEFITS:

| HEREBY ASSIGN MY insurance benefits and any and all causes of action available under my policy of automobile insurance to, DIAGNOSTIC
IMAGING CONSULTANTS OF ST. PETERSBURG, PA d/b/a DIAGNOSTIC IMAGING CONSULTANTS hereinafter, collectively referred to as the Assignee.
Additionally, both the assignee and the undersigned patient acknowledge they are foregoing or assuming certain rights under this agreement
that they would not otherwise have under normal circumstances, and as such, agree the same serves as additional consideration for this
assignment of benefits fo the provider/assignees. In the event my insurance company, obligated to make payments to me upon charges made
by assignee for services, refuses to make or reduces such payments and in order fo maximize the benefits available under my policy coverage, |
hereby request the insurance company (assuming there is coverage remaining at the time the company receives the Assignees’ bill and if the
company fails to pay Assignee the full amount of the bill(s) submitted), to avoid exhaustion of coverage while Assignee pursues its rights under
this Agreement, both parties to this agreement (the Assignee and |) further authorize, direct, notice and request the Insurance Company fo set
aside and place in escrow an amount equal to the full amount of any such denial or reduction, and to hold that amount in escrow until the
dispute is resolved in the appropriate forum.
IN THE EVENT MY insurance company obligated to make payments to me upon the charges made by Assignee for their services refused to make
such payments, upon demand by me or Assignee, | hereby assign and transfer to Assignee any and all causes of action that | might have or that
might exist in my favor against such company and authorize Assignee to prosecute said cause of action either in my name or in Assignee name
and further | authorize Assignee to compromise, settle or otherwise resolve said claim or cause of action as they see fit.
| AUTHORIZE ASSIGNEE to release any information pertinent to my case to any insurance company, adjuster or attorney to facilitate collection
under this Assignment, Lien and Authorization. | agree that the above mentioned Assignee be given Special Power of Aftorney to endorse/sign
my name on any and all checks and claim forms for payment of my bill.
| UNDERSTAND THAT | remain personally responsible for the total amounts due the Assignee for their services as insurance coverage may only pay
a certain percentage of the bill; as, | may have an insurance deductible or my insurance benefits may exhaust or otherwise be limited. | further
understand and agree that this Assignment, Lien and Authorization does not require Assignee to await payments and they may demand
payments from me immediately upon rendering services at their option, although the Assignee agrees to first demand immediate payment from
the insurance company as their first means of pursuing payment for services rendered. Also, | understand that if this account is assigned to an
attorney for collection and/or suit, the assignee shall be entitled to reasonable attorney fees and costs of collection. | also understand that, if
any bad check is written, | agree to pay for those added costs.

Dated this day of , 20

Patient Signature Printed Name Witness

5136 Central Ave., St. Petersburg, FL 33707
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