
 

NRAD Account Number: _____________ 

Today’s Date: _____________     
  

 

Patient Information 
 

Name: ________________________________________ ___________________________ ________________                   

 LAST                                                                                                                         FIRST                                                                                                            MIDDLE INITIAL 
 

Date of Birth: _____________________ Social Security #: ___________________________ Sex:  Female    Male 
 

Address: __________________________________ _________ ___________________ _____ __________  
                               STREET APARTMENT #  CITY  STATE ZIP 
 

Phone #: (________)____________-_____________   Cell #: (________)___________-_______________  
 

E-Mail: ___________________________________  Yes, I would like to receive updates about Nassau Radiologic Group’s services 
 

Patient’s Employer: ___________________________________________ Work #: (_______)_________-__________  
 

Employer’s Address: ______________________________________________________________________________ 
 

Emergency Contact Name: ______________________________Relationship:________________________ 

Phone #: (_______)_______-_________ Cell #: (_______)_______-_________Work #: (_______)______-_________ 

Referring Physician:  ___________________________________ Phone #: (_______)_________-__________ 
 

Address: ____________________________________________________ Fax #:    (_______)_________-__________ 

Other than your referring doctor, name of another doctor you wish to get results (if applicable): 
 

1. Name: ____________________________________________________ Phone #: (_______)_________-__________ 
 

    Address: __________________________________________________ Fax #:     (_______)_________-__________ 
 

2. Name: ____________________________________________________ Phone #: (_______)_________-__________ 
 

    Address: __________________________________________________ Fax #:     (_______)_________-__________ 
 

3. Name: ____________________________________________________ Phone #: (_______)_________-__________ 
 

    Address: __________________________________________________ Fax #:     (_______)_________-__________ 
 

Insurance Information 
 

Primary Insurance: __________________________________________ Effective Date: ______________________ 
 

Policy #: __________________________ Group #: ___________________ Policy Holder’s S.S. #: _______________ 
          IF DIFFERENT FROM ABOVE 

Insured’s Name: _________________________________________ Date of Birth: _____________________________ 
 

Relationship:  Spouse  Parent  
 

Secondary Insurance: ________________________________________ Effective Date: ______________________ 
 

Policy #: __________________________ Group #: ___________________ Policy Holder’s S.S. #: _______________ 
          IF DIFFERENT FROM ABOVE 

Insured’s Name: _________________________________________ Date of Birth: _____________________________ 
 

Relationship:  Spouse  Parent  
 

Patient History Information 
Have you had any previous radiology exams related to this condition?  Yes  No 

(E.g. X-rays, Mammo, CT, MRI, Sono, Nuclear, PET) Please list study, date, and location: 

________________________________________________________________________________________________ 

Any Prior Radiation Therapy?   Yes  No 


