
        

  

 
      

    

         

    

    

  
     

               

  

                     
                

                   
                   
                 

     

                  
                      

                    
  

            
               

                         
              
                     

        
                       
   
          

  
 

          
                 
              

  

 

     

        

     

    

     
    

   

FILM/REPORT RELEASE 
Section A: This section must be completed 

Pt ID N . T day's Date Patient Name 

Date  f Exam N .  f Films Ph ne N . Date  f Birth Type  f Films 

Physician Name (First & Last) 

Address: 

Ph ne N . City, State, Zip C de 

Meth d  f Release 
Mail  ut C urier Patient t  pick-up - Date 

I have read the ab ve and auth rize the discl sure  f the pr tected health inf rmati n as stated. 

Return Films To: 

Released 
To 

We are pleased t  pr vide y u with these films and they are released with the understanding that they are part  f  ur 
permanent patient rec rds and pr perty  f this Facility. Please return within 30 days. DO NOT l an them t  a third party. 

The charges paid t  this Facility and its Radi l gists by the patient f r mamm graphy imaging service entitles the patient 
t  an INTERPRETATION and a PERMANENT RECORD t  be kept in  ur files. We are legally resp nsible f r this rec rd 
and theref re, the  riginal imaging films MUST BE RETURNED, unless the patient has signed a permanent release t  
maintain the films in their p ssessi n. 

Temp rary release  f these films t  y ur physician,  r t  y u releases this Facility fr m the legal resp nsibility f r 
maintaining these films as part  f y ur medical rec rd, until such time as they are retuned t  us by y u  r y ur physician. 

This auth rizati n will expire  n - (If date is n t specified the expirati n date will be 60 days after this auth rizati n 
was signed.) Date: 

I may refuse t  sign this auth rizati n and that it is strictly v luntary. 1. 
My treatment, payment, enr llment  r eligibility f r benefits may n t be c nditi ned  n signing this auth rizati n. 
I may rev ke this auth rizati n at any time in writing, but if I d , it will n t have any affect  n any acti ns taken pri r 
t  receiving the rev cati n. Further details may be f und in the N tice  f Privacy Practices. 

3. 

If the requester  r receiver is n t a health plan  r health care pr vider, the released inf rmati n may n  l nger be 
pr tected by federal privacy regulati ns and may be rediscl sed. 
I understand that I may see and  btain a c py  f the inf rmati n described  n this f rm, f r a reas nable c py fee, if 
I ask f r it. 

5. 

I get a c py  f this f rm after I sign it. 

I understand that: 

2. 

4. 

6. 

Secti n B: Is the request  f PHI f r the purp se  f marketing? 
If yes, the health plan  r health care pr vider must c mplete secti n B,  therwise skip t  Secti n C. 
Will the recipient receive financial  r in-kind c mpensati n in exchange f r using  r discl sing inf rmati n? 

If yes, describe: 
Yes N  

Secti n C: Signatures 

Signature of Patient/Plan Member/Guardian/Patient/Plan Member Representative: Date: 

Print Name of Patient/Plan Member's Representative: Relationship to Patient/Plan 

Member: 

G  d Samaritan Breast Care Center 
15400 Nati nal Avenue, Suite 200 

Good Samaritan Breast Care Center 

L s Gat s, CA 95032 
Copy to Facility, Send with Films 

FILM / REPORT RELEASE 
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