ROMA MEDICAL ASSOCIATES
D.B.A: NORTH FLORIDA SPINE AND INJURY CENTER
Phone (904) 541-6144
FAX (904) 541-6154
________________________________________________________________________

X-RAY/TREATMENT CONSENT FORM

PATIENT CONSENT TO X-RAYS
I, ________________________ AUTHORIZE THE PERFORMANCE OF DIAGNOSTIC X-RAY EXAMINATION OF MYSELF, WHICH THE ABOVE DOCTOR OR HER ASSOCIATE MAY CONSIDER NECESSARY OR ADVISABLE IN THE COURSE OF MY EXAMINATION AND TREATMENT.

SIGNED_____________________________              DATE____________________

NON-PREGNANCY VERIFICATION

THIS IS TO CERTIFY THAT TO THE BEST OF MY KNOWLEDGE, I AM NOT PREGNANT AND THE ABOVE DOCTOR AND HER ASSOCIATES HAVE MY PERMISSION TO PERFORM DIAGNOSTIC X-RAY EXAMINATION.  I HAVE BEEN ADVISED THAT X-RAYS CAN BE HAZARDOUS TO AN UNBORN CHILD.

DATE OF LAST MENSTRUAL PERIOD _________________________________

SIGNED_________________________                   DATE ____________________
CONSENT TO X-RAYS/TREAT A MINOR
I, _______________________, AUTHORIZE THE PERFORMANCE OF TREATMENT AND/OR DIAGNOSITC X-RAYS EXAMINATION OF MY CHILD OR WARD, ______________________, WHICH THE ABOVE DOCTOR AND HER ASSOCIATES TO CONSIDER NECESSARY OR ADVISABLE IN THE COURSE OF EXAMINATION AND TREATMENT.  THE PATIENT IS A MINOR, ___________ YEARS OF AGE.

SIGNED ____________________________         DATE________________________
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