
GAINESVILLE HIGH FIELD MRI 

PATIENT INFORMATION 

TODAY’S DATE: __________________________     MR #:______________________ 

PATIENT NAME: _______________________________________________________________________________________________

 LAST     FIRST    MIDDLE INITIAL 

ADDRESS: ______________________________________________________________________________ APT #: ______________ 

CITY: _____________________________ STATE: _____________ ZIP: _____________ EMAIL: _______________________________ 

HOME TELEPHONE: ________________________ CELL TELEPHONE: ______________________ WORK: ____________________ 

DATE OF BIRTH: ______________________  SOCIAL SECURITY #:__________________________________ SEX: _____ M_____F 

EMPLOYER: ___________________________________________ TELEPHONE #: ____________________________ 

ADDRESS: _____________________________________ CITY: ___________________ STATE: _______ ZIP: ______ 

 

PRIMARY INSURANCE: ___________________________________________ PHONE: __________________________________ 

ADDRESS: __________________________________ CITY: ____________________________ STATE: ________ ZIP: _________ 

POLICY #: _______________________________________  GROUP/PLAN #: ___________________________________________ 

SECONDARY INSURANCE: ___________________________________________ PHONE: __________________________________ 

ADDRESS: __________________________________ CITY: ____________________________ STATE: ________ ZIP: _________ 

POLICY #: _______________________________________  GROUP/PLAN #: ___________________________________________ 

ATTORNEY NAME: _________________________________________________________________________________________ 

ADDRESS: _________________________________________________________________________________________________  

CITY: ___________________________________________________________ STATE: _____________ ZIP __________________ 

TELEPHONE #: _________________________________________ FAX #: _____________________________________________ 

REFERRING PHYSICIAN: ___________________________________ TELEPHONE #: _________________________ 

DO YOU HAVE A FOLLOW UP APPOINTMENT? IF YES, WHEN? ________________________________________ 

PRIMARY CARE PHYSICIAN: ____________________________ TELEPHONE #: ____________________________ 

WOULD YOU LIKE US TO SEND THIS MRI REPORT TO ANY DOCTOR NOT LISTED? _____________________ 

IS YOUR CONDITION RELATED TO: 

EMPLOYMENT  YES NO INJURY DATE: ____________________ CLAIM #: _____________________ 

ACCIDENT  YES  NO INJURY DATE: ____________________ CLAIM #: _____________________ 

HOW DID YOU HEAR ABOUT US? (PLEASE CHECK ALL THAT APPLY) 

__ TELEVISION  __RADIO  __FRIEND  __ BEEN HERE BEFORE  __MAGAZINE  __PHYSICIAN  __NEWSPAPER, WHICH ONE _____________________ 

OTHER PLEASE EXPLAIN ________________________________ 


