
Today’s Date____________________ 

Dakota Radiology Patient Information 

Patient’s Name : Last______________________________ First____________________________ MI___________ 

Patient’s Address_______________________________________________________________________________ 

City____________________________________________ State__________ Zip___________ 

Phone(              )_______________________ Cell (              ) _________________________ 

SS#_________________________________ DOB _________________________________ Gender:   Female    Male 

Patient’s Employer________________________________________ Employer’s Phone (           ) ________________ 

 
Spouse: Last_____________________________________ First_____________________________ MI___________ 

Phone(              )_______________________ Cell (              ) _________________________ 

SS#_________________________ DOB ___________________ 

 
Guarantor Information ( if different from above ) 
Person Financially Responsible for Payment of Bill: 

Last ____________________________________________ First _____________________________ MI_________ 

Address_______________________________________________________________________________________ 

City ____________________________________________ State___________ Zip____________ 

Phone(              )_______________________ Cell (              ) _________________________ 

SS#_________________________________ DOB _________________________________ Gender:   Female    Male 

Relationship to Patient:__________________________________________________________________________ 

 
DOCTOR TO RECEIVE REPORT: ____________________________________________________________________ 
 
Insurance Information:  

Primary Insurance ______________________________________________________________________________ 

Policy# ___________________________________ Group # _________________________________ 

Insurance Claims Address ________________________________________________________________________ 

_____________________________________________________________________________________________ 

Policyholder’s Name___________________________________________________ DOB _____________________ 

Relationship to patient _______________________________  

 
Secondary Insurance ____________________________________________________________________________ 

Policy Policy# ___________________________________ Group # _________________________________ 

Insurance Claims Address ________________________________________________________________________ 

_____________________________________________________________________________________________ 

 

Policyholder’s Name___________________________________________________ DOB _____________________ 

Relationship to patient _______________________________  


