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  AUTHORIZATION FOR RELEASE OF MAMMOGRAPHY RECORDS 

 
Patient Identification: 
 
Name:  _________________________________________________________ 
 
Address:  _______________________________________________________ 
 
City/State/Zip Code:  ______________________________________________ 
 
Date of Birth:  _____________________  SSN#:  _______________________ 
 
 
Name of Provider(s) we are requesting release of films/reports: 
 
Name:  ________________________________________________________ 
 
Street Address:  _________________________________________________ 
 
City/State/Zip Code:  _____________________________________________ 
 
 
Date(s) and location(s) of previous mammograms: 
 
______________________________________________________________ 
 
______________________________________________________________ 
 
______________________________________________________________ 
 
 
Information to be released to: 
 

Tower Saint John’s Imaging 
2202 Wilshire Blvd. 
Santa Monica, CA  90403 
Tel:  (310) 264-4046 
Fax:  (310) 264-4041 

 
I hereby authorize Tower Saint John’s Imaging to request reports and films on my behalf from 
the provider(s) noted above. 
 
Signature of patient (or legal guardian):  _____________________________________________ 
 
Date:  ___________________________ 
 
Witnessed by:  _________________________________________________________________ 
 
Date:  ___________________________ 


