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REQUEST FOR PATIENT MEDICAL RECORDS
To: _________________________________
Fax: ________________________________

Patient Name: _____________________________________
Date of Birth: _________________

Information Requested:
· Creatinine Level (Creatinine levels must be no older than 45 days for a CT scan and 60 days for an MRI) 
· Appointment Notes
· Pathology 
· Genetic Testing
Prior: 
· Fax Reports
· Send/Cloud Images of: ___________________________________________
· CT
· MRI
· Mammogram
· Ultrasound
· Insurance Authorization/Referral 
· Order/Revise order **
** Please update order to include: ________________________________________________________________________________________________________________________________________________________________
Type/Date/Time of Exam at Elite: ________________________________________________________________________________________________________________________________________________________
PRIVILEGED AND CONFIDENTIAL: This document and the information contained herein are confidential and protected from disclosure pursuant to Federal Law. This message is intended only for the use of the addressee(s) and may contain information that is PRIVILEGED and CONFIDENTAIL. If you are not the intended recipient, you are hereby notified that the use, dissemination, or copying of this information is strictly prohibited. If you receive this communication in error, please delete all copies of the message and its attachments and notify the sender immediately.
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