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hereby request release of my radiology matenal descnibed
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Record copy service phone number

I understand that the above record copy service will be solely responsible for the safe
keeping and tmely retumn of the material to the University of Michigan Health System
(UMHS) Department of Radiology. If this record copy service does not.return the
material in good condition and in a timely manner, I vnderstand that UMHS will not be
responsible for any lizability that may ans» from the matenials not being available.

Authorization signed by a legal representative must include a copy of the
Guardianship papers for a Power of Attorney

Signed by: ' Date
Patent, Parent, Legal Representative

i Type of exam . Date of exam i of Films
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Films received - (Date)

Name of record copy service

I acknowledge that the material was reledsed to me in good condition. I understand that
we will be solely responsible for the safekeeping of this matenial and must return the
material to the University of Michigan Health System (UMEHS) Department of Radiology
within 7 days. I understand that we assume full responsibility for the safe gansport and
timely return of said materials in good condition.

Siened by:

Agent for record copy service Date

Films retumed to file room: (Darte)

File rcom (MotwMain/Breast Imaging/MedSoor) Signature



