
	

	























 













             









COMPLETE ONLY IF INFORMATION IS TO BE RELEASE DIRECTLY TO PATIENT:


I understand that my medical record may contain reports, test results, and notes that only a physician can interpret.  I understand and have been advised that I 
should contact my physician regarding the entries made in my medical record to prevent my misunderstanding of the information contained in these entries.


I will not hold Community Imaging at Clear Lake liable for any misinterpretation of the information in my medical record as a result of not consulting my 
physician for the correct interpretation.


_________________________________________________________________________________________________________________	
Signature of Patient or Legal Representative                                                                                         	 	 	 Date


___________________________________________________________________________________	
Relationship to Patient  | Witness		
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