
 

 

 
 

Permission to Access Imaging Reports/Scans 
 

 
 
I, _____________________________________________________________, hereby grant permission for 

 

o Leap Health  

 

OR 

 

o My treating clinician ______________________________ 

 

to access all images and reports relating to my condition, provided by Regional Imaging, Radiology Tasmania 

or Berera Radiology.   

 

If you wish to only have reports accessed from a specific date range, please specify (clinician to acknowledge 
below): 
 
_______________________________________________________________________ 
 
 
Full Name: ______________________________________________________________ 
 
 
D.O.B:  ______________________________________________________________ 
 
 
Sign:  ____________________________________     Date: __________________________ 
  
 
 
 

Treating Clinician to sign if specified: 
 
__________________________________________________ Date: __________________________ 
  


