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PAYMENT & RADIOLOGY BILL CONSENT
) (
I assign to 
Crown Imaging
/RANT/TRA
 all benefits payable for the services rendered at 
Crown Imaging
, which are provided in all insurance policies and health benefit plans from which my dependents or I are entitled to recover.  I understand that I am responsible for any health insurance deductibles, copayments, and coinsurance. I have read and been given the opportunity to ask questions about this assignment of benefits, and I have signed this document freely. I understand that if my insurance company or health benefit plan does not make payment, I will be responsible for all charges. I agree, whether I sign as a parent, guardian, agent, spouse, guarantor or patient, that in consideration for the services rendered, I individually obligate myself to pay 
Crown Imaging
/RANT/TRA
 for all services provided by 
Crown Imaging
/RANT/TRA 
in accordance with the regular rates and terms of 
Crown Imaging
/RANT/TRA
.
 
________ 
IN
I
TIAL
) (
PAYMENTS:
 
 
I understand that a
ny amount due today is based on a review of benefits provided to 
Crown Imaging
 
by 
my
 insurance company
.  
I understand that t
his is only a quote and not a 
guarantee
 of benefits
. 
I understand that the amount I paid at the time of service
 is calculated from an 
estimated
 
benefit
 
provided by
 
my 
insurance company. 
I understand that 
t
his is only an ESTIMATE
 and 
I
 may receive a bill/refund in the mail after 
my
 insurance
 company
 has 
processed
 the claim.
________
 
IN
I
TIAL
   
 
           
) (
SEPARATE RADIOLOGY BILL:
 
By signing this acknowledgement, I 
understand
 that I 
will
 receive a split bill 
from the one of the following reading radiology groups 
for 
my
 exam:
 
1) Radiology Associates of North Texas (RANT) or 2) Texas Radiology Associates (TRA).
________ 
I
NITIAL
) (
I understand and agree that 
Crown Imaging 
may 
release any medical information
 compiled in my medical records to any organization which is or may be liable or responsible for 
payment of charges
 associated with the imaging or other procedures performed by 
Crown Imaging
 and for all other purposes of 
payment of claims
. I further authorize 
Crown Imaging
 to release and/or use my health care information for any 
medical treatment, payment or health care operations.
________ 
I
NITIAL
) (
 I hereby certify that I have 
read and fully
 understand the foregoing
.
____________________________________________
______
___
        
  
____________________________________________
_
_
Patient Signature
Date
     
       
 Legal
 Guardian’s Signature 
(if under 18 years)
)
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