PATIENT CONSENT FOR RELEASE OF MEDICAL INFORMATION
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Date:
Date(s) of treatment from: to

I hereby request copies of the following Medical Information:

Transcribed Operative Report
Discharge Summary

Medical Imaging CD (X Rays, PET Scans, CT Scans,
Mammaography, etc

Cardiology Reports (PFT, Stress Test, Echo)
Medical Imaging Reports

Pathology Reports
Laboratory Results

Other:

This information is to be released to:
Patient

Authorized Representative:
Name:

Relation to Patient:

| authorize the information to be released by:

EMAIL FAX Post
E- Mail Address:
If applicable: Fax to: Fax No.
Receipt Confirmed: Yes No

If applicable: P.O. Box number:

(%“f) )2 ely@ jJl (Gul1ii1o  CONTROLLED DOCUMENT

<=’ ALZAHRA HOSPITAL DUBAI Medical Records Department
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PATIENT NAME:

MRD NO: SEX:

DOB: Tel No:
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This Consent is valid for thirty days from the date of signature
however, this authorization may be revoked in writing at any
time before the expiration. By signing the patient is consenting
to have their medical information released and the facility its
employees and physicians are hereby released from any legal
responsibility or liability for release of the above information to
the extent indicated and authorized herein.
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(Signature of Patient or Authorized Representative)
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Please note that your request will be processed as quickly as
possible. However, please allow up to three working days for
the request to be processed and your records copied.

Date Released: gAY A
Released By (Staff Name): sl gall e 5y ) 3V
Staff Signature: sy sall a5

Effective Date: 08/2019 Version 5
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