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Request for Release of Information

Patient Name:

DOB:

| am requesting a copy of the radiology report for my (exam)

, dated , to be released directly to me.

| understand the department/hospital is required by New York State, Department of
Health, Public Health Law Code, Section 18 to notify the ordering physician of this

Request prior to releasing the report.

Patient Signature: Date:
Clerk Signature: Date:
Notification:

Medical Record No.:

Ordering Physician: Date:

Radiologist: Date:

Fax to: (212) 774-2327

Hospital for Special Surgery 535 East 70th Street, New York, NY 10021 e web site: www.hss.edu



