
 
 
 
 
 
 
 
 
 

Request Release of X-rays 
 
 

 
 

Family Name          
 
Patient Name           
         
                  
    
Other Family Members        
    
                         
  
                               
 
I       , give authorization to release any x-rays 
to be forwarded to the above office. 
 
 
Signature:       Date:      


