
PATIENT AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS

I authorize Houston MRI & Diagnostic Imaging to release my medical records as directed below.

Patient Name:

Address:

DOB:

Phone:

Email:

Records to Release: o ALL

o Radiology Report(s) o Imaging Study(s) CD o Billing Records

Release Records to:

o Physician o Hospital o Legal Representativeo Patient o Patient Designee

o Other:

Name of Patient 
Designee:

Address:

City: State: Zip:

Relationship:

Delivery Method: o Pickup o USPS-Mail o Fax number

o Other:
While most email traffic is encrypted with Transport Layer Security (TLS), there is still a risk that PHI may be 
intercepted, read, or disclosed to unauthorized individuals during transmission or storage.  o Email
By selecting email, I acknowledge that email transmissions may not be fully secure, and that there is a 
possibility that PHI may be compromised despite reasonable precautions taken by Houston MRI & Diagnostic 
Imaging. I will not hold Houston MRI & Diagnostic Imaging responsible for any breach of PHI that may occur 
due to email communications.Notes:

*Signature of Patient/Guardian Date

Printed Name of Signatory Relationship

For internal use only:

Date Records Released: Verification of ID completed:     o Yes

Staff signature: Date:

Print Name:

*For electronic signature, please type /s/ and then your first and last name on the signature line.
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