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Medical Records Release

Patient Name: Date of Birth:

I authorize Apex Imaging, LLC. to release confidential health information about me by
releasing a copy of my medical records, a summary, hard copy disc, and/or narrative of my
protected health information to

The information you may release subject to this signed request is as follows:

|| Complete Records

|| Disc of

[ ] Specific Radiology Reports:

D Other:

Records may be sent by the following method:

|| In Office

|| Fax

(you must supply fax number . Images may not be sent via fax)

D Mail (Please include address)

DEmail

Please be advised this is an unencrypted email choice and not a protected way to
receive PHI. You are releasing Apex Imaging LLC of liability when you choose to
receive records by this method. Images may not be received via email.

Signature: Date:

Office Use Only Date Sent/Given: Office Rep:




