
FULL BODY IMAGING CENTER 

DOCTOR'S LIEN 

AND RELEASE OF MEDICAL DOCUMENTS 

SPECTRUM MRI IMAGING CENTER 

14365 Pipeline Ave
Chino. CA 91710 
PH: 909-591-5587 
FX: 909-591-0538 

TO ATTORNEY ON THE CASE OF: _______ _ 
DATE OF INJURY: 

Attorney Name: 
Address: 

----------

This is a contract and a legal binding document which binds the attomev and patient to insure that the doctor is paid for his 

services once the case is settled or a verdict is received. PLEASE SIGN AND FAX BACK TO (909) 591-0538. 

I do hereby authorize Spectrum MRI Imaging Center, to furnish you, my attorney, with a full report of my examination, diagnosis, 
treatment, prognosis, etc., in regards to the accident dated _____ _ 

I hereby authorize and direct you, as my attorney for the personal injury case, to pay directly to Spectrum MRI Imaging Center such 
sums as may be due and owing him/her for medical services rendered me both by reason of this accident and by reason of any other 
bills that are due his/her office and to withhold such sums from any settlement, or verdict as may be necessary to adequately protect 
such lien. 

This is a third party lien given by the undersigned client to the benefit of the radiology services for the above mentioned case. Your 

client instructs you not to revise this agreement and sign it immediately. If you fail to sign this document within the specified time, 
you will be in direct conflict with client instructions. 

Patient Initials 

I understand that I am directly responsible for the said medicals and for all medical bills incurred for services regardless of the 
outcome of the case. I understand, that if the doctor is not successful after due diligence in contacting the attorney or if the 
attorney refuses to cooperate, that this lien will be void and I am personally responsible for the outstanding medical bills. 

Patient Signature Date 

Print Name 

The undersigned being the attorney for the injured above mentioned party hereby agrees to observe all the terms of this agreement 
between the doctor and the client and agrees to withhold such sums for any settlement, judgment or verdict as may be necessary to 
protect said doctor's lien. If dispute arises from this agreement and if the doctor prevails, the attorney or patient, as ordered by court, 
will be responsible to pay for actual attorney fees and costs. 

A COPY OR A FAXED COPY OF THIS DOCUMENT IS AS VALID AS THE ORIGINAL 

ATTORNEY SIGNATURE Date 

14365 Pipeline Ave. Chino, CA. 91710 • (909) 591-5587 • Fax: (909) 591-0538 

www.spectrummrionline.com 

http://www.spectrummrionline.com
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