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CT64 * MRI * CT AND MR ANGIOGRAPHY * PET/CT * CT CORONARY * CT LUNG SCREENING * 
ULTRASOUND/VASCULAR  

DOPPLER * DEXA * DIGITAL MAMMOGRAPHY * BREAST IMAGING * FLUOROSCOPY * SCINTIGRAPHY * X-RAY 
 

  
 

 

ASSIGNMENT OF BENEFITS 

    Name of Policy Holder Health Insurance Claim Number 

__________________________                                      ________________________________ 
 
I request the payment of authorized insurance benefits be made on my behalf to: 

NEW YORK MEDICAL IMAGING ASSOCIATES P.C.  

for any services furnished by the physician. I authorized any holder of medical information 
about me to release to the insurance carrier and its agents any information needed to 
determine these benefits or the benefits payable for related services. This authorization will 
be valid for all subsequent visits unless cancelled by the beneficiary. 

Patient's Signature _______________________________________________________________  

 
Date______________________________  

 
 
 
 
 
 


