REQUEST FOR SERVICE



ORDER DATE:


 
DUE DATE:




	CONTACT INFORMATION
	
	BILLING INFORMATION

	Contact
	
	
	Bill To:     ( Contact        ( Delivery Contact       ( Other: _____________

	Company
	
	
	Client File #
	
	Ins Company
	

	Address
	
	
	Patient Name
	
	Claim No.
	

	Phone
	
	Email
	
	
	Patient DOB
	
	Adjuster
	


COPY SERVICES
OTHER SERVICES
	# of Films
	
	# of film Copies
	
	# of CD Copies
	
	
	Positive Copies
	
	Enlargements
	

	# of CD’s
	
	#  of film Copies
	
	# of CD Copies
	
	
	Enhancements
	
	VHS/ DVD
	


SUPPLIES
VIEW BOX RENTALS
	X-Ray Jackets
	
	Photo Sleeves
	
	X-Ray Mailers
	
	
	# of Days
	
	# of Boxes
	


SPECIAL INSTRUCTIONS

	


	  ( Same as Contact                     PICK-UP LOCATION
	
	  ( Same as Contact                      DELIVERY LOCATION

	Contact 
	
	
	Contact
	

	Company 
	
	
	Company
	

	Address
	
	
	Address
	

	Phone
	
	E-Mail
	
	
	Phone
	
	E-Mail
	


Disclosure:  As the Customer/Contact/ or Patient listed above I have authorization to release, deliver, and or disclose protected medical information to Acuity Services for the purpose of duplication.

Signed by:







Date:





Films Returned:






Date:













[image: image1.png]a

Your X"Ray Copy Expert



Acuity Services 
1100 Colorado Boulevard, #103, Denver, CO 80206

Ph: 720.941.9584  Fax: 720.554.7864  www.acuityservices.com


