BRYANRADIOLOGYASSOCIATES

Brazos Valley’s leader in advanced diagnostic imaging since 1962
PO BOX 5306/2722 OSLER BLVD.
BRYAN, TX  77805/Ph (979) 776-8291 Fax (979) 774-7871
AUTHORIZATION FOR RELEASE OF RECORDS

I hereby authorize _________________________________________________________________  to disclose my individually identifiable health information as described below to BRYAN RADIOLOGY ASSOCIATES at 2722 Osler Blvd Bryan, TX 77802, which may include information concerning radiology test results, medical history or any other such related information.  I understand that this authorization is voluntary and I may refuse to sign this authorization.  I further understand that my health care and the payment of my health care will not be affected if I do not sign this form.

PATIENT NAME:_____________________________________________________________________
PATIENT DOB:   ___________________________PATIENT SS#:______________________________
Date(s) of Service, if known:_____________________________________________________________

Description of information to be released: (check all that apply)

____Mammography Images & Radiology Report

____Ultrasound Images & Report


____CT Images & Radiology Report


____MRI Images & Reports

____Other___________________________________________________________________________


Bryan Radiology Associates is requesting the above radiology images and related reports for comparison purposes to exams performed or scheduled at Bryan Radiology Associates.

NOTE:  Bryan Radiology Associates prefers that all images, including mammography, be sent in DICOM format.  If digital images are not available, Bryan Radiology Associates will mail back the film to, if indicated below, Facility Name and Address:  ________________________________________ ____________________________________________________________________________________________________________________________________________________________________________

I understand that this authorization will expire by law 180 days from the date of this authorization unless I otherwise specify. I desire this authorization to be in effect until __________________.









expiration event/date
I further understand that I may revoke this authorization at any time by notifying ______________________ ___________________________​​​​​​​​​​​___.  I also understand that the written revocation must be signed and dated with a date that is later than the date on this authorization. The revocation will not affect any actions taken before the receipt of the written revocation.

______________________________ _______________      _____________________________________

Signature of Patient or Patient’s Representative

       Date

______________________________​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​________________________________________________________

Printed Name of Patient’s Representative

_______________________________        or             ___________________________________

Relationship to Patient



Legal Authority (attach supporting

documentation)
