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CLINICS & SERVICES





People’s Center Clinic Services

Authorization for Release of Information

This document authorizes the release of information as indicated below. 
Information about you cannot be released to others without your consent, except as authorized by law.

Do not sign this release unless it is completed and in your best interest.

Name: _______________________________________
DOB:_________________
SSN:________________________________

Previous Name: _______________________________
Phone #:__________________________________________________
Address: ____________________________________________________________________________________________________


  Street





City




State

Zip


I, the undersigned, authorize release and verbal exchange of information concerning the patient above
TO:

_____________________________________________________________________________________



Clinic, Hospital, Physician, Medical or Other Provider, Government Agency, Insurance Plan



________________________________________________________________________________________________________



Street




City



State

ZIp


________________________________________________________________________________________________________



Phone




Fax



FROM:

People’s Center Clinic Services, 425 20th Ave. South, Minneapolis, MN 55454



Phone: (612) 332-4973

Fax: (612) 238-3534



This authorization for release pertains to the care and treatment the patient received on the following date(s):
Dates of treatment: _______________________ to _____________________ ( ) ALL
The information to be released is:

( ) Progress Notes

( ) History/Physical/Initial Evaluation

( ) Laboratory Reports

( ) Immunizations

( ) Inpatient Records/Discharge Summary
( ) Treatment Plan

( ) Consultant Reports
( ) X-Ray Reports

Other: _____________________________________________________________________________________

All records pertaining to psychiatric/mental health, chemical dependency, and/or HIV/AIDS will be released unless indicated here:  
DO NOT release records regarding: 
( ) Mental health/psychiatric

 ( ) Substances abuse (alcohol/drug use) 
    ( ) HIV/AIDS



This information to be released is for the following purpose(s):

( ) Continuity of Care

( ) Insurance / Benefits

( ) Legal

( ) Other



· I understand this authorization will automatically expire one year from the date it is signed 
OR Other (specify date) ____________________

· I understand that patient records are protected under the Federal Confidentiality Regulations and cannot be re-disclosed without written consent unless otherwise provided for in the regulations.

· I understand that this authorization may be revoked at any time by giving written notice to People’s Center Health Services except to the extent that the action has already been taken in reliance upon it. 

· I understand that by authorizing this use or disclosure of information, there will be no conditions placed on my health care of payment for my health care.
· I understand that I may receive a copy of this authorization after I sign it. 

· A photocopy of this release is as valid as the original.
________________________________________
   ____________________________________
________________

Signature of Patient / Legal Guardian


Relationship to patient (if not patient)

Date
______________________________________
 _______________________________

_______________

Witness (staff)




Title




Date
Mail, Fax, or Email this form back to Peoples Center Clinics and Services at:

Mail: 425 20thAve. South, Minneapolis, MN 55454       Fax: 612-238-3534      Email: medicalrecords@peoples-center.org
