


 

 

Primary Insurance Carrier ____________________________________________ ID# ____________________________ 

Policy Holder Name & Date of Birth  ____________________________________ID# ____________________________ 

Secondary Insurance Carrier __________________________________________ ID#____________________________ 

Policy Holder Name & Date of Birth  ____________________________________ID# ____________________________ 

 

Financial Agreement between ________________________________________ (please print your full name) and Bergen 
Imaging Center, PA (B.I.C.). It is my responsibility to provide accurate and valid insurance information. In the event the 
information provided is incorrect, I accept full financial responsibility.  

________ Since B.I.C participates with my insurance carrier, I expect it to pay B.I.C. directly for this service. If a referral 
form or pre-authorization is required by my insurance carrier, I understand it is my responsibility to provide you with 
these documents. If the claim is denied by my carrier, I understand I will be responsible for the outstanding balance. All 
balances are due upon 30 days of receipt. I understand that I will be charged a billing surcharge of $25 on balances that 
have not been paid within this timeframe.  

________ Since I have been informed that B.I.C. does not participate with my insurance plan or since I do not have 
medical insurance to cover the cost of service, I agree to pay today by;  

� CASH  � CHECK  � CREDIT CARD 

HIPPA Compliancy 

I have been informed that a copy of Bergen/Digital Imaging Centers Notice of Privacy Practices is available to me upon 
request.  

Medical Records 

Under the Mammography Quality Standards Act, all FDA accredited Mammography facilities are required to obtain 
pathology in which biopsy was recommended by the radiologist. As a result of this federal law, we need to obtain a copy 
of your pathology and/or surgical reports or other pertinent medical records if a biopsy was not performed by this 
facility. By signing this release form, I authorize the release of my Protected Health Information (PHI) to Bergen Imaging 
Center, P.A./Digital Imaging Center.  

Cancellation Policy 

In consideration of other patients, we have a 24-hour cancellation policy. There will be a charge of $25.00 for no shows 
or for cancellations without proper notice. This charge will not be covered by your insurance carrier and will have to be 
paid by you personally. By signing this form, you agree to this policy. 

I understand and accept the terms described above 

 

Signature _______________________________________________________ Date ______________________________ 




