SOUTHERN TIER IMAGING
FAX AUTHORIZATION FOR MRI RESULTS

| WISH TO RECEIVE FAX AND/OR EMAIL VERSIONS OF MRI REPORTS ON PATIENTS FOR WHOM
| HAVE ORDERED A MRI SCAN.

SINCE THESE FAXES/EMAILS GENERATE WHEN REPORTS ARE SIGNED BY THE RADIOLOGISTS
AND THUS MAY TRANSMIT AT ANY TIME, | AM AWARE THAT MY FAX MACHINE MUST BE LEFT
ON AT ALL TIMES LOADED WITH AN ADEQUATE SUPPLY OF PAPER IN ORDER TO RECEIVE
THEM.

MY OFFICE FAX NUMBER IS:

MY EMAIL ADDRESS IS:

MY OFFICE ADDRESS IS:

MY OFFICE PHONE NUMBER IS:

| ACKNOWLEDGE THAT SINCE THE MRI FAX/EMAIL REPORT CONTAINS CONFIDENTIAL PATIENT
INFORMATION PROTECTED BY STATE AND FEDERAL LAW AND REGULATION, I, AS THE
RECIPIENT MUST PROTECT AND MAINTAIN ITS CONFIDENTIALITY LIKE ANY OTHER SENSITIVE
MEDICAL INFORMATION. | FURTHER ACKNOWLEDGE STATE LAW PROHIBITS ME FORM
MAKING ANY FURTHER DISCLOSURE OF THIS INFORMATION WITHOUT THE SPECIFIC WRITTEN
CONSENT OF THE PERSON TO WHOM IT PERTAINS, OR AS OTHERWISE PERMITTED BY LAW.
ANY UNAUTHORIZED FURTHER DISCLOSURE IN VIOLATION OF STATE LAW MAY RESULT IN A
FINE OR JAIL SENTENCE OR BOTH. A GENERAL AUTHORIZATION FOR RELEASE OF MEDICAL
OR OTHER INFORMATION IS NOT SUFFICIENT AUTHORIZATION FOR FURTHER DISCLOSURE.

PHYSICIAN(S) NAME(S):

PHYSICIAN'S SIGNATURE:

PLEASE RETURN THIS COMPLETED FORM (BY FAX OR MAIL) TO:

SHERI STORRS
DIRECTOR OF OPERATIONS
SOUTHERN TIER IMAGING
A DIVISION OF PARK AVENUE ASSOCIATES IN RADIOLOGY, P.C.
32 - 36 HARRISON STREET
JOHNSON CITY, NY 13790
PHONE#: (607)729-1999 FAX#: (607)729-0031



