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% U SMD AUTHORIZATION TO RELEASE
S - Centers MEDICAL INFORMATION

l, , hereby authorize
(Name of patient or legal representative)

USMD Diagnostic Services LLC, to disclose the following information by [ ] mail L] email [] fax [ orally to:

Name:

(Name of person/entity who should receive records)

Address:
(Address of person/entity who should receive records)

City, State, Zip Code:

Phone Number: Fax Number:

Email address:
(Email address of person/entity who should be receiving the imaging films.)

Name of Patient: Date of Birth:
(Last) (First) (Middle initial)

For the purpose of:

My authorization extends only to those data elements/documents marked below:

Date of imaging exam:

L] Mammogram LI MRI/CT L] Ultrasound [J Bone Density L] X-Ray

[J Other (must be specific below):

This authorization is given freely with the understanding that:
1. A photocopy or fax of this authorization is as valid as this original.
2.1 may revoke this authorization at any time in writing, except where information has already been released.

3. Information used or disclosed pursuant to the authorization may be subject to re-disclosure by the recipient and may
no longer be protected by federal and state privacy laws.

4. Treatment, payment, enroliment, or eligibility of benefits may not be conditioned on obtaining this authorization.

Patient/Legal representative signature Date

Relationship to patient Expiration date of authorization
unless otherwise noted, authorization expires 1 year from date of signature

The company does not discriminate on the basis of race, color, national origin, sex, age, or disability in its health programs and activities. We provide free services to help you communicate with us such as letters in other
languages or large print. Or, you can ask for an interpreter. To ask for help, please call 1-888-781-WELL (9355). ATENCION: Si habla espafiol (Spanish), hay servicios de asistencia de idiomas, sin cargo, a su disposicion.
Llame al 1-888-781-WELL (9355). 3 i% & : 4o R IE3R P I (Chinese), &A1 4 B2 Z B kA, 35 50T : 1-888-781-WELL (9355).
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