
PURPOSE OF DISCLOSURE

Continuing Care

Paym ent of Claim

Sch ool

W ork er's  Com pensation

Legal

For Personal Use

O th er (specify):

ACKNOW LEDGEM ENT OF UNDERSTANDING

• I understand th e  expiration date of th is  auth orization is  1 year.

• I understand th at I m ay revok e  th is  auth orization at any tim e  by notifying th e  providing organization in w riting, and it 

w ill be  effective on th e  date  notified except to th e  extent action h as  alreday be en tak en.

• I understand th at inform ation us ed or disclos ed pursuant to th is  auth orization m ay be  subject to redisclosure  by th e  

recipient and no longer be  protected by Federal privacy regulations .

• I understand by auth orizing th is  us e  or disclosure  of inform ation, th e re  w ill be  no conditions  placed on m y h ealth  care  

or paym ent for m y h ealth  care .

• I understand I w ill rece ive a copy of th is  form  after I h ave s igned it.

• I understand th at in com pliance w ith  M N Statute 144.33 and W I Adm inistrative Code H H S117, I m ay be  re q uired to 

pay a fe e  for retrieval and ph otocopying of records  and/or supervis ing inspection of m edical records .

Date

Signature  of Patient or Personal Repre s entative

I specifically auth orize  th e  releas e  of inform ation relating to:

Substance abus e  (including alcoh ol/drug us e)

Be h avioral H ealth

H IV related inform ation (AIDS related te sting)

INFORM ATION TO  BE RELEASED

Disch arge  Sum m ary

H & P Exam /Initial Evaluation

Consult

Couns elor/Th erapist Sum m ary

Progre s s  Note s/Provider Note s

O th ers

O th er (specify content and date s):

O nly Record of Doctor

X-ray Reports

X-Ray Film s/M RI

Diagnostic Te st Reports

Procedure  Reports

Lab Reports/Path ology

Corre spondence

Signature  of patient, parent of m inor, or personal repre s entative Relations h ip

Date

Betw een Date s  of: Betw een Date s  of:

AUTH O RIZ ATION TO  USE O R DISCLOSE H EALTH  CARE INFORM ATION

1000 East First Stre et, Suite  400

Duluth , M N 55805

Ph one :  218-722-5513,    Fax:  218-625-2757

I h e reby auth orize :

(Nam e and addre s s  of releas ing facility)

To Releas e  Inform ation to:

(Individual nam e, facility/organization, and addre s s)

Patient Nam e :  LAST FIRST

M I

Date of Birth M edical Record Num ber
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