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                       Request for Release of Information

Patient Name: _________________________________________________
Date of Birth: _________________________________

Address: _________________________________________________________________

Fax #:___________________________          Phone #: ____________________________
I am requesting a copy of the radiology Films___,        CD___       and/or Reports___ for my 
exam(s) _____________________________________________________________________________,

dated ___________________________________________________________, be release directly to me. 
According to Section 18 of the NY State Public Health Law, Hospital for Special Surgery is the custodian of all Radiographic Films and therefore must maintain originals. HSS is allowed to impose a reasonable charge for copies provided. The charges are $12.00 per film or up to $50.00 for a CD. HSS is also required to notify your ordering physician about your request of reports.
Patient signature:________________________________________Date:______________
Please fill out Information above and fax to: 646-714-6060 or 212-774-2327.
	Department use only_______________________________________________________

Notification:

Medical Record #__________________________

Ordering Physician: _________________________________Date:_________________
Radiologist: _______________________________________Date:_________________
Clerk signature: ____________________________________Date:_________________   


_1347780394

