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Simple Agreement Form

Advanced Diagnostic Medical Imaging, Inc.
1921 West Dr. Martin Luther King Jr. Blvd
Tampa, FL 33607	
(813) 609-4936




Patient Name: _________________________________________

SS# _________________________________________________

DOB: _______________________________________________







Patient authorizes Advanced Diagnostic Medical Imaging, Inc. to deposit checks received on patient’s account when made out to the Patient. 






Dated at __________________ this ____________________ day of __________________, 20__________
		(Time)			(Month)			(Day)			(Year)


___________________________________________		____________________________________
Signature of Policy Holder					Signature of witness

1921 W. Dr. Martin Luther King Jr. Blvd. Suite B
Tampa, FL 33607
 P:  (813) 609-4936                                      www.ADMIimaging.com                                      F: (813)-876-7675
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ADMI
ADVANCED DIAGNOSTIC MEDICAL IMAGING, INC.



AN ADVANCED PAIN CARE, INC. COMPANY











