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PATIENT REQUEST FOR INFORMATION FORM

	DATE OF REQUEST
	


	PATIENT DETAILS

	SURNAME
	


	FIRST NAME/S
	


	DATE OF BIRTH
	


	EMAIL (Address where you would like the report sent)
	

	ADDRESS
	


	I request copies of my medical records and health information as detailed below:

	TYPE OF SCAN
	


	DATE OF VISIT (if known)
	






	PATIENT ACKNOWLEDGEMENT

	I ACKNOWLEDGE THAT:
☐ Imaging reports may take up to one week to be completed and authorised.
☐ I will receive a copy of my report once it becomes available, in due course.
☐ If I require a copy of my report urgently, I understand that I will need to request this through my referring practitioner.
☐ I confirm that I am the patient named above, and I request the release of the information specified in this form.


	PATIENT NAME 
	


	PATIENT SIGNATURE 
	


	DATE 
	






	OFFICE USE ONLY

	PHOTO ID SIGHTED, PATIENT CONFIRMED 
	YES         /         NO

	REPORT / IMAGES EMAILED TO PATIENT 
	YES         /         NO

	DATE
	

	STAFF MEMBER
	

	SIGNED
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