Crown Imaging Consent & Medical Records Release Form

Patient Name: ___________________________________________________________________________________________________
                               		   LEGAL FIRST                                                          MIDDLE		                                                  LAST

Address: ________________________________________________________________________________________________________
[bookmark: _GoBack]                               		STREET		            APT#		  CITY			  STATE		              ZIP

Date of Birth: _______/_______/_______    Sex: _______    SS#: _________-________-__________ 


Mobile Phone: __________________________ Home Phone: __________________________ Work Phone: _________________________

Email: ___________________________________________________________________________________________________________

Emergency Contact: _____________________________________ Relationship: ________________ Phone: ________________________


I understand that the diagnostic exam has been ordered for me by my referring physician. I voluntarily consent and authorize 
Crown Imaging to complete the ordered exam within the standards set by the supervising radiologist.


[bookmark: _Hlk507583050]_____________________________________________________	        	  ______________________________________________
Patient Signature				Date	     	       	 Legal Guardian’s Signature (if under 18 years)

· In addition, if I am receiving an IV as part of my procedure, I hereby consent to the placement of an IV.	_______	_____INITIAL
  Although problems associated with an IV are limited, the following are a list of potential risks with IVs:
1. Infection of IV site                    3.	Hematoma (bruising)                     5.   Infiltration
2. Allergic reaction                       4. 	Thrombosis (blood clot)                6.   Localized pain/tenderness           

[bookmark: _Hlk506298359]

By signing this form, I authorize Crown Imaging to release confidential health information of the patient named above, by releasing a copy of the medical records, or a summary or narrative of the protected health information to the person(s) or entity listed below. I understand that Crown Imaging will provide this information 15 days from receipt of request and that a fee for preparing and furnishing the information may be charged according to rulings set forth by Texas State Board of Medical Examiners.

Name of entity from whom records are requested:
CROWN IMAGING
7515 Greenville Ave., Suite 200
Dallas, TX 75231
Phone: 972-759-5140 | Fax: 972-759-5150

Release the protected health information to the following physician/person/facility/entity:
______________________________________________________________
______________________________________________________________
______________________________________________________________


I understand that my referring physician will automatically receive my radiology report within 24 – 48 hours after my exam(s) and will also be delivered a copy of the images only if he/she requested. Should I decide to take my images with me, then I assume the legal responsibility for their care.  If for any reason I need an additional copy of my images, I need to call 24 hours in advance to request them. I understand Crown Imaging charges $10.00 per additional CD and $10.00 per sheet of films.


_____________________________________________________	        	________________________________________________
Patient Signature				Date	    	    	 Legal Guardian’s Signature (if under 18 years)

