
Patient Acknowledgement

Park Avenue Radiologists, PC has verified that the following procedure:

Procedure(s): _______________________________________________________________________________________________

CPT: _______

Scheduled for:  _______/_______/_______

○ Not covered by your insurance policy __________________
                                                                       initial

○ Is not authorized by your insurance plan __________________
                                                                             initial

○ Has not been pre-certified by your insurance plan  __________________
                                                                                              initial

I ___________________________________________________________, have read and initialed as indicated above 
and I acknowledge that I am soley responsible for payment for this service. I understand that payment -in- full is required 
at time of service and that a bill will not be submitted to my insurance company on my behalf. Should I or the policyholder 
submit a claim to an insurance company and payment of the claim is denied, I will not hold Park Avenue Radiologists, PC 
responsible.

___________________________________________________________   _______/_______/_______

Patient Signature          Date

FOR OFFICE USE ONLY

___________________________________________     _______/_______/_______      
Carmen Abaya                      Date 

 Payment:    ○Cash  ○Check ○Visa/Mastercard ○Discover ○Amex

ALBERT V. MESSINA, MD           
ARIE L. LIEBESKIND, MD (Ret.)       
MARC LIEBESKIND, MD  
MORTON A. JAFFE, MD         

        JOHN R. MELNICK, MD
        NEIL GOLDBERG, MD
        PAUL B. ROLEN, MD

TEL:212-888-1000  FAX:212-888-0594
525 Park Ave. at 61st St. New York, N.Y. 10065

w w w . p a r k a v e n u e r a d i o l o g i s t s . c o m
i nformat ion@parkavenueradiologis ts .com


