
ARA Authorization for Release of Medical Records form /mrd                                                                                                                                                           Version 9.1.2016 

  
   

Please mail or fax requests to: Image Library / Austin Radiological Association / 12554 Riata Vista Circle / Austin, TX 78727 

Phone:  512.719.8230   Fax:  512.837.2105 

TTyyppee  ooff  rreeccoorrdd  rreeqquueesstteedd                                                                                                                                                        DDaattee  ooff  RReeqquueesstt::  ________________________________________  

□□  RRaaddiiooggrraapphh  ((CCDD))      □□  DDiiaaggnnoossttiicc  RReeppoorrtt      □□  DDeessiiggnnaatteedd  RReeccoorrdd  SSeett      □□  BBiilllliinngg  RReeccoorrdd 

 

PPaattiieenntt  IInnffoorrmmaattiioonn                

Patient Name: _____________________________________________________________________  

DOB: ______________________  SSN:__________________________________    MRN: ________________ 

Daytime Phone: _____________________ Name of Parent/Legal Guardian: ___________________________________ 

 

Exxaamm  IInnffoorrmmaattiioonn                    

Date of Exam: __________________    Type of Exam: _________________________________    

ACC: _________________  For Multiple Exams, Date Range (from):________________ (to):____________________ _____________________ 

 

Who is requesting release of Medical Records?  

□□ PPaattiieenntt  □□  PPaattiieenntt  RReepprreesseennttaattiivvee  □□  PPhhyyssiicciiaann  □□  HHoossppiittaall  □□  FFrreeeessttaannddiinngg  IImmaaggiinngg  CCeenntteerr  □□  Legal Representative    

□□  OOtthheerr___________  NNaammee  ooff  RReeqquueessttoorr:: ___________________________________________________________________ 

Reason Requesting Medical Records: □□ CCoonnttiinnuueedd  MMeeddiiccaall  CCaarree  □□  PPaarrtt  ooff  ppaattiieenntt’’ss  ttrreeaattmmeenntt  tteeaamm    

□□ Patient will hand carry records to physician office □□  OOtthheerr___________________________________ 

 

 

 

 

 

WWhheerree  iiss  AARRAA  ttoo  sseenndd  rreeqquueesstteedd  MMeeddiiccaall  RReeccoorrddss??  

□□  Mail □□  Fax         

Name: ________________________________________________________________________________________________ 

Address: _____________________________________________________City/State/Zip ______________________________ 

Phone Number: (_____) ________-_____________________     Fax Number (_____) ________-_____________________   

 

Will records be picked up?  □□  Patient □□ Patient Representative □□  Courier Service □□  Legal Representative 

□□  Patient Designee as noted below 

I __________________________________________(patient name), grant access to pick up the medical records documented on this form to 

___________________________________________________________________(name and relationship to patient).   

Signature of patient: _________________________________________________________Date:__________________ 

 

FFoorr  iinntteerrnnaall  uussee  oonnllyy::        

DDaattee  RReeccoorrddss  RReelleeaasseedd::    ______________        VVeerriiffiiccaattiioonn  ooff  IIDD  CCoommpplleetteedd  □□  Yes     AARRAA  iinniittiiaallss____________________    

WWhhoo  iiss  ppiicckkiinngg  uupp  tthhee  rreeccoorrddss??  ((  CCoommpplleettee  oonnllyy  iiff  rreeccoorrddss  aarree  ppiicckkeedd  uupp  ))       

SSiiggnnaattuurree::  _____________________________________________________________________  DDaattee::  __________________ 

Print Name:  ______________________________________________________ Relationship to patient:___________________     

 

In signing this form, I understand and accept full responsibility for the medical records (i.e. confidential information) I am about to receive.  I relinquish Austin 

Radiological Association of any and all accountabilities concerning these medical records. I understand that I have the right, per HIPAA §164.508, to revoke this 

authorization in writing by sending written notice to:  AAtttteennttiioonn::  PPrriivvaaccyy  OOffffiicceerr,,  AAuussttiinn  RRaaddiioollooggiiccaall  AAssssoocciiaattiioonn,,  PP..OO..  BBooxx  44009999,,  AAuussttiinn,,  TTXX  7788776655.  I understand that a 

revocation is not effective to the extent that Austin Radiological Association has relied on the authorization to disclose protected health information; and I 

understand that information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and may no longer be protected by law. 

  

TTHHIISS  FFOORRMM  IISS  NNOOTT  VVAALLIIDD  11  YYEEAARR  BBEEYYOONNDD  DDAATTEE  OOFF  RREEQQUUEESSTT..    DDAATTEESS  AANNDD  SSIIGGNNAATTUURREESS  AARREE  RREEQQUUIIRREEDD..  

  

WWee  aarree  aalllloowweedd  ttoo  cchhaarrggee  yyoouu  aa  rreeaassoonnaabbllee  ffeeee  ttoo  ccoovveerr  oouurr  ccoossttss  ffoorr  mmaakkiinngg  ccooppiieess  ooff  ddiiggiittaall  iimmaaggeess  aanndd  mmaayy  cchhaarrggee  ffoorr  mmuullttiippllee  ccooppiieess  ooff  ppaappeerr  

rreeccoorrddss..          

 

Patient Authorization for  

Release of Medical Records 
 

Patient Signature - Authorization for Austin Radiological Association to Release Records documented on this form 

 

Signature:  _______________________________________________________________   Date:  _________________________________  

 


