X-RAY RELEASE FORMInsert logo or practice name here



I, __________________, hereby authorize and request the release of X-rays taken of me to:


Me (The Patient)
Address____________________________________________________________________
City/State/Zip__________________________________  Phone_______________________

Relative/Other______________________________________________________________
Address____________________________________________________________________
City/State/Zip__________________________________  Phone_______________________

Physician/Hospital___________________________________________________________
Address____________________________________________________________________
City/State/Zip__________________________________  Phone_______________________


I understand that these X-rays are part of original medical records which belong to PRACTICE NAME. I accept responsibility for their care and prompt return.

Patient’s Signature______________________________  Date_________________________
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