
Alexandria Family Podiatry 
2843 Duke Street, Alexandria, VA 22314  

Phone: (703) 823-2357 Fax: (703) 823-1572 
 

Dr. Richard G. Lee  
Dr. Steven H. Lin 

Dr. Neda Arjomandi 
	  

	  

X-‐RAY	  RELEASE	  FORM	  
	  
	  

I,	  _________________________________________,	  acknowledge	  receipt	  of	  _______x-‐rays	  of	  

my	  ____________foot/feet	  and	  understand	  that	  these	  MUST	  be	  returned	  to	  this	  office.	  	  I	  also	  

acknowledge	  that	  a	  $100	  deposit	  fee	  will	  be	  required	  from	  me	  at	  the	  time	  of	  check-‐out	  of	  the	  	  

x-‐rays.	  	  Once	  the	  x-‐rays	  are	  returned	  to	  the	  office	  in	  its	  original	  condition,	  the	  $100	  deposit	  fee	  

will	  be	  returned	  to	  me.	  	  Otherwise,	  damage	  to	  the	  x-‐rays	  or	  failure	  to	  return	  the	  x-‐rays	  will	  

result	  in	  the	  forfeiture	  of	  my	  deposit.	  

	  

_____________________________________________________________	  
Patient’s	  	  Signature	   	   	   	   	   Date	  
	  
_____________________________________________________________	  
Doctor’s	  	  Signature	   	   	   	   	   Date	  
	  
_____________________________________________________________	  
Parent	  or	  Legal	  Guardian	   	   	   	   Date	  
	  


