


REQUEST FOR RELEASE OF MEDICAL RECORDS

| authorize and request

Name of Medical Center, City and State
to furnish the most recent mammogram/ultrasound films and copies of the radiologists-
reports contained in my medical chart to the Oklahoma Breast Care Center (OBCC). |
release the facility named above of all legal responsibility or liability for the release of
the above records and information contained in them.

Patient’s Full Name

PLEASE PRINT Date of Birth

Please mail to: Oklahoma Breast Care Center
13509 N. Meridian, Suite 6
Oklahoma City, OK 73120-9317

By state law, you must be advised that:

THIS INFORMATION YOU AUTHORIZED FOR RELEASE MAY INCLUDE
INFORMATION THAT COULD BE CONSIDERED INFORMATION ABOUT
COMMUNICABLE OR VENEREAL DISEASES WHICH MAY INCLUDE, BUT ARE NOT
LIMITED TO DISEASES SUCH AS HEPATITIS, SYPHILIS, GONORRHEA AND THE
HUMAN IMMUNE DEFICIENCY VIRUS ALSO KNOWN AS ACQUIRED IMMUNE
DEFICIENCY SYNDROME (AIDS).

| understand that | am responsible for payment of all charges resulting from this visit,
should insurance not cover today’s services.

| have been informed that Medicare and some insurance carriers will deny payment of a
screening mammogram if it has not been a full 365 days since your last mammogram.

If | elect to have my insurance filed by OBCC, | authorize this to be done with signature
on file. A photostatic copy will serve as an original.

| am aware that effective April 14, 2003 | have access to the Patient’s Privacy Notice
enforced by Oklahoma Breast Care Center upon request.

Patient/Legal Guardian Signature Date



