
AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION 

All portions of this form must be completed, or this request will not be processed. 

PATIENT INFORMATION 

Patient Name:___________________________________________  Date of Birth:________________  Phone Number:____________________ 

Address:_________________________________________________ City:_______________________ State:______  Zip Code:______________  

PROVIDER OR ENTITY TO RELEASE INFORMATION 

Name:__________________________________________________ Phone:____________________________    Fax: _____________________ 

Address:_________________________________________________ City:_______________________ State:______  Zip Code:______________ 

INDIVIDUAL, PROVIDER OR ENTITY TO RECEIVE INFORMATION 

I hereby authorize the above named provider or entity to release health information to: 

Name:_________________________________________________  Attention:_____________________________________________________ 

Address:_________________________________________________ City:_______________________ State:______  Zip Code:______________ 

Phone:_____________________________________   Fax:________________________________________ 

DELIVERY METHOD 

☐ Fax Copy to individual/entity noted above           ☐Mail Copy to individual/entity noted above              ☐ Please mail separate copy to patient 

PURPOSE FOR RELEASE OF INFORMATION 

Health information to be released to the above named agency / individual is to be used / disclosed for the following purpose(s): 

☐ Treatment or Consultation  ☐ At the Request of Patient  ☐ At the Request of the Em ployer  ☐ Billing or Claim s Paym ent  

☐ Other (specify)________________________________________ 

INFORMATION TO BE RELEASED 

Health information that may be released is limited to the following date(s) of service: 

From: _______________________ To _______________________ 

From: _______________________ To _______________________ 

Health information that may be released is limited to the following: 

☐ Entire Patient Record 

☐ Medical History (e.g. history & physical, consults, operative reports, discharge summary) 

☐ History/Physical Exams ☐ O utpatient Clinic N otes/Encounters ☐ Labs/Pathology Reports ☐ Radiology/Im aging Reports 

☐ Emergency Department ☐ O perative Reports ☐  D ischarge Summary ☐ Medications 

☐ Billing ☐ Other (specify)____________________________________________ 

I specifically authorize the release of the following restricted health information: 

☐ Drug, Alcohol or Substance Abuse Treatment ☐ M ental Health Treatment & Notes ☐ HIV/AIDS Related Records 

ODAM MEDICAL 

Crystal Office
6014 Lakeland Ave N
Crystal, MN 55428
Phone: 612-871-2312
Fax: 612-871-2163

Sauk Rapids-St Cloud Office
1000 S Benton Dr. Suite 421
Sauk Rapids, MN 56379
Phone: 320-774-3800
Fax: 320-774-3360



THIS IS A LEGAL DOCUMENT 

Please read the following  carefully. By signing below, you attest that you understand and agree to the terms and conditions of 

this consent for release of protected health information.  

I understand that:  

1) This authorization lasts for one year after the date you sign it unless you enter a different date or expiration here: _____ /_____ / _____
2) This authorization may be canceled in writing at any time. A cancellation will not change releases that happen before the cancellation.
3) Odam Medical will not restrict my treatment if I choose not to sign this authorization.
4) A photocopy/fax of this authorization will be treated in the same way as an original.
5) Odam Medical records may include records that it received from other organizations. If these records have been used by Odam Medical 

and filed in your records, these records may be released with your Odam Medical records.
6) Odam Medical cannot prevent redisclosure of your information by the person or organization who receives your records under this 

authorization. By signing this authorization, you release Odam Medical from any and all liability resulting from a redisclosure by the 
recipient.

7) Your signature indicates that you have read and understand this form, and authorize release of your information as described above.
8) I am entitled to receive a signed copy of this authorization, upon request. A copy of this authorization shall be as valid as the original.

9) Unless listed above, I understand that this release also pertains to records whose confidentiality is protected by either Federal Regulations 

(42 CFR Part 2) or State Law (IC 16-39-2) concerning hospitalization or treatment, including but not limited to, information regarding 

treatment and related services for alcohol and/or substance abuse, communicable disease documentation, human immunodeficiency 

virus (HIV) or for mental health treatment or counseling.

Unless earlier revoked this authorization will 12 months after the date the document is signed. 

________________________________________ 

Patient/Legal Representative Signature 

_______________________ 

Date 

________________________________________ __________________________________________ 

Patient/Legal Representative Printed Name  Authorized Witness 

*If signed by a legal representative; state the relationship and identify below the authority to act on the individual’s behalf.

Patient Is:   ☐ A Minor  ☐ Incom petent ☐ Disabled ☐ Deceased 

Legal Representative is:  ☐Custodial Parent ☐Legal Guardian ☐ Pow er of Attorney Health Care 

☐ Executor of Estate of the Deceased ☐ Authorized Legal Representative ☐ O ther:_____________________ 


