AUTHORIZATION TO RELEASE HEALTHCARE INFORMATION
PATIENT NAME (please print): ______________________________________
DATE OF BIRTH: _________________________________________________
PREVIOUS NAME: ________________________________________________
SOCIAL SECURITY #: ______________________________________________
I request and authorize to release healthcare information, preferably via digital copy on a CD, of the above-named patient to:
Camellia Imaging
2068 Valleydale Road
Hoover, AL 35244-2092

This request and authorization applies to:
❑ MAMMOGRAPHY STUDIES 
❑ MEDICAL INFORMATION
❑ I request that my mammograms be permanently transferred 
❑ I request that my mammograms be returned to the sending facility

PATIENT SIGNATURE: ________________________________________________
DATE: _____________________________________________________________

PREVIOUS IMAGING CENTER: __________________________________________
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