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PRIVACY ACT 1988, Patient Consent

| provide my consent for Busselton Nuclear Imaging to collect, use and disclose my personal information
for any account, medical, mangagement and quality assurance purposes.

| understand that | am entitled to access my health records by requesting access in writing to Busselton
Nuclear Imaging, but also understand access can be denied where it may create a serious threat to life
or health, there is a legal impediment to access, the access would have an unreasonable impact on the
privacy of another, the request is frivolous or if the information relates to legal proceedings.

| understand that | may withdraw my consent in writing to Busselton Nuclear Imaging to use and disclose
of my personal information (except when legal obligations must be met).

Patient Name: Date: / /

Signature of Patient or Guardian: X

Witnessed (Staff Member): D Patient Previously Signed

Technologist Notes:
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