Patient Name (Please print) ‘ %M PASS

Patient ID (Please print) IMAGING

Date

CONSENT TO RELEASE MEDICAL FILMS/

TO: Hospital/Clinic/Doctor:

STUDIES / AND RECORDS

Address:

City, ST, and Zip:

Phone: Fax:

(print name), hereby authorize the release of the following

medical information for diagnostic evaluation and comparison to:

O

Ooo0oo0oo0oo0oao

NM

X-ray Compass Imaging, LLC / Gulf Coast Imaging, PA
Ultrasound 14245 Dedeaux Rd., Gulfport, MS 39503
Mammogram ** 228-314-7226 phone, Reports only Fax 228-314-7018

MRI

CT ** Request 3 prior sets if available
Report (s) *** *** All Previous reports for Mammogram

REQUEST PRIOR IMAGES TO BE PROVIDED ON CD IF AVAILABLE. IF NOT,

PLEASE SEND FILMS. PLEASE FAX REPORTS TO COMPASS IMAGING.

I further authorize the acceptance of a copy, facsimile or other electronic image of this form bearing my signature
to be used for purposes of releasing the information as instructed above. | acknowledge that Compass is not
responsible for lost films or films damaged during shipment to or from the facility. This authorization expires 90
days form the date noted above.

Patient Signature Patient Name (Please print)
Social Security # Date of Birth
Address City, State, Zip

Witness Signature Witness (Please print)



