Breast Imaging of Oklahoma LLC
2601 Kelley Pointe Parkway, Suite 101  -  Edmond, Oklahoma 73013

Phone: (405) 844-2601  Fax: (405) 216-8534

RELEASE OF ORIGINAL MAMMOGRAM UPON PATIENT REQUEST
Please complete this form, sign it and mail, fax or give it to the place that performed your last mammogram to request those films be sent to Breast Imaging of Oklahoma. Please do not send this form back to Breast Imaging of Oklahoma.
Please allow 2 weeks before your scheduled appointment for transfer of films.
The undersigned hereby authorizes _______________________________________________________





(name of hospital or facility where you had your last mammogram)

to release the original mammogram (prefer digital CD if available) as specified below:

FACILITY: Breast Imaging of Oklahoma, 2601 Kelley Point Pkwy, Suite 101, Edmond, OK 73013

DATE OF REQUEST:____________________

Patient’s name: ________________________________________Date of Birth: ____________________

Patient’s Street Address: _________________________________________________________________

City: ____________________________________State: ______________ Zip: ______________________

Home Telephone: (           ) ________________________ Work # (           ) _______________________

Social Security Number: _____________________________Cell # (           ) ______________________


The undersigned hereby acknowledges receipt of original mammogram of the patient listed above. The undersigned represents and warrants to Imaging Center that the original mammogram will be delivered to the (i) medical facility listed above; (ii) physician listed above, who is the patient’s attending or consulting physician: or (iii) to the patient listed above; and the undersigned specifically consents to such release. THE INFORMATION AUTHORIZED FOR RELEASE MAY INCLUDE RECORDS WHICH MAY INDICATE THE PRESENCE OF A COMMUNICABLE OR VENEREAL DISEAE WHICH MAY INCLUDE, BUT ARE NOT LIMITED TO, DISEASES SUCH AS HEPATITIS, SYPHILIS, GONORRHEA AND THE HUMAN IMMUNODEFICIENCY VIRUS, ALSO KNOWN AS ACQUIRED IMMUNE DEFICIENCY SYNDROME (AIDS).

The undersigned assumes full responsibility for the original mammogram and releases Breast Imaging of Oklahoma from any and all liability of whatsoever natures as a result of its release of the original mammogram.

Signature: __________________________________________________Date: ______________________

Type or Print Name: ____________________________________________________________________

Relationship to Patient: _________________________________________________________________
For office use only:

Film Request: 1st Request ______________ 2nd Request ______________ 3rd Request ______________

