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Bio-Magnetic Resonance, Inc.

30781 Stephenson Highway

MadIson HeIgHts, MI 48071

(248) 585-5115 

FAX (248) 585-0234

the Imaging Center

15670 Southfield Road

allen PaRk, MI 48101

(313) 294-2897 

FAX (313) 294-2915

Bio-Magnetic Resonance, Inc.
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(586) 445-4900 

FAX (586) 445-4902

Biomagnetic Imaging Center

960 River Centre Drive

PoRt HuRon, MI 48060

(810) 966-8523

FAX (810) 966-5056

the Imaging Center

4447 Talmadge, Suite H

toledo, OH 43623

(888) 674-8653 

FAX (888) 674-8650

(888) MRI-todaY

 (674-8632)

www.biomagmri.com

Operations: We may disclose your protected health information, as necessary, for 
our own health care operations in order to facilitate the function of the practice and 
to provide quality care to all patients. Health care operations include:

Quality assessment and improvement activities.•	
Employee review activities.•	
Training programs including those in which students, trainees, or practitioners •	
in health care learn under supervision.
Accreditation, certification, licensing or credentialing activities.•	
Review and auditing, including compliance reviews, medical reviews, legal •	
services and maintaining compliance programs.
Business management and general administrative activities.•	

In certain situations, we may also disclose patient information to another provider or health 
plan for their health care operations

Your Authorization: In addition to our use of your health information for 
treatment, payment or healthcare operations, you may give us written authorization 
to use your health information or to disclose it to anyone for any purpose. If you 
give us authorization, you may revoke it in writing at any time. Your revocation will 
not affect any use of disclosures permitted by your authorization while it is in effect. 
Unless you give us a written authorization, we cannot use or disclose your health 
information for any reason except those described in this notice.

To Your Family and Friends: We must disclose your health information to you, 
as described in the Patient Rights section of this notice. We may disclose your health 
information to a family member, friend or other person to the extent necessary to 
help with your health care or with payment for your health care, but only if you agree 
that we may do so. We will disclose health information and treatment options only to 
parents or guardians of minor children unless you give us prior written authorization 
to disclose to another party.

Persons Involved in Care: We may use or disclose health information to notify, or 
assist in the notification of (including identifying or locating) a family member, your 
personal representative or another person responsible for your care, of your location, 
your general condition, or death. If you are present, then prior to use or disclosure 
of your health information, we will provide you with an opportunity to such use or 
disclosures. We will also use our professional judgment and our experience with 
common practice to make reasonable inferences of your best interest in allowing 
a person to pick-up medical supplies, x-rays, MRI films, or other similar forms of 
health information.

Required by Law: We may use or disclose your health information when we 
are required so by law. For example we may disclose your health information to 
appropriate authorities if we reasonably believe that you are a possible victim of 
abuse, neglect, or domestic violence. We may also disclose your health information 
to the extent necessary to avert a serious threat to your health or safety or the general 
publics health or safety.

Appointment Reminders: We may use or disclose your health information to 
provide you with appointment reminders, such as voice mail, messages, post-cards 
or letters.

  LOCATION: _____________________________________

AUTHORIZATION
 FOR RELEASE OF HEALTH INFORMATION

I, ____________________________________________________, HEREBY  
                            (Patient’s Full Name Printed)

AUTHORIZE BIO-MAGNETIC MRI/MRA IMAGING CENTERS, TO 

OBTAIN ANY AND ALL MEDICAL, LEGAL, AND INSURANCE 

RECORDS NECESSARY TO FACILITATE PAYMENT FOR SERVICES 

RENDERED. THIS INCLUDES BUT IS NOT LIMITED TO ACCESS 

TO AUTO INSURANCE CLAIM FILE INFORMATION, ATTORNEY 

LIEN INFORMATION, AS WELL AS PERSONAL INSURANCE 

INFORMATION FROM OTHER HEALTH CARE PROVIDERS 

NEEDED TO RESOLVE COVERAGE AND PAYMENT DISPUTES.

SIGNED ___________________________________ DATE ______________
(Patient or Representative)    

WITNESS __________________________________DATE ______________
               			 


