PATIENT NAME:

PHONE NUMBER:

|,
BLUE STA \IR/IAGING PATIENT DATE OF BIRTH:
iy DATE(S) OF TREATMENT:

I, authorize Blue Star Imaging to use or disclose the information specified below from the medical record of the above-named
patient.

PATIENT INFORMATION IS NEEDED FOR | PLEASE SELECT ONE OPTION
] CONTINUING MEDICAL CARE ] PERSONAL USE [] LEGAL PURPOSES

INFORMATION TO BE RELEASED OR ACCESSED:

1 RADIOLOGY IMAGES ] RADIOLOGY REPORTS [ OTHER

METHOD OF DELIVERY:

] PICK UP
[] EMAIL ADDRESS
[] MAIL TO ADDRESS LISTED

(NAME) PHONE NUMBER

ADDRESS (STREET, STATE, ZIP CODE)

Radiology images and reports are confidential medical records protected under federal and state privacy laws, including the
Health Insurance Portability and Accountability Act (HIPAA). These materials contain sensitive patient health information and

are intended solely for use by the patient and the authorized individual or entity to whom they are released. Unauthorized viewing,
copying, distribution, or disclosure of these radiology records— including images, interpretations, and related documentation—is
strictly prohibited. By accepting these records, the recipient agrees to protect the confidentiality of the information and to use it
only for the purpose for which it was released. If you are not the intended recipient, please notify the releasing radiology depart-

ment immediately and securely delete or destroy all copies in your possession.

SIGNATURE | PATIENT OR LEGALLY AUTHORIZED REPRESENTATIVE DATE

PRINTED NAME OF PATIENT OR LEGALLY AUTHORIZED REPRESENTATIVE

RELATIONSHIP TO PATIENT
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