Associates in Psychiatry & Psychology
	3101 Superior Dr NW

Rochester, MN 55904

Phone : 507-288-8544

Fax :  507-288-8545
	422 Heritage Place
Faribault, MN 55021

Phone:  507-333-5044

Fax: 507-333-5055


Authorization for Release of Medical Information
Patient Information
	
	
	

	
	
	


Name (First, Middle, Last)                                            Date of Birth (MM/DD/YYYY) 
                                    Social Security Number





Release Information From:                                                                                       Release Information to:
	 FORMCHECKBOX 
Associates in Psychiatry & Psychology

 FORMCHECKBOX 
Other (Specify facility/individual & address below including

phone/fax if known)

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________
______________________________________________________________________
	 FORMCHECKBOX 
Associates in Psychiatry & Psychology  ATTN:________________________

 FORMCHECKBOX 
 Other (Specify facility/individual & address below including phone/fax/email  if known)

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________
______________________________________________________________________



Purpose of Release
	 FORMCHECKBOX 
Treatment/Continuing Care   FORMCHECKBOX 
Personal   FORMCHECKBOX 
Legal purposes   FORMCHECKBOX 
Payment of Insurance Claim  FORMCHECKBOX 
Disability Determination 

	 FORMCHECKBOX 
Other




Information to be Released

	Service Dates

 FROM_________________ TO __________________    or ALL ______  (initials) 
	Information needed by (optional)
 _____________________________________________________

	 FORMCHECKBOX 
Initial Psychiatric Evaluation  FORMCHECKBOX 
Medication History   FORMCHECKBOX 
Outpatient Progress Notes   FORMCHECKBOX 
Alcohol & Drug   FORMCHECKBOX 
Clinical Summary  FORMCHECKBOX 
Discharge Summary    FORMCHECKBOX 
Laboratory Reports   FORMCHECKBOX 
Psychological Test Report 

	 FORMCHECKBOX 
Other


I understand the information to be released may include record related to behavior and/or mental health care, alcohol and drug abuse treatment, HIV/AIDs and genetics.  This authorization may be revoked at any time except to the extent that action has been taken in reliance upon it.  Revocation must be made in writing to the provider/facility will not condition treatment on whether I sign the authorization.  I may be charged for copies in accordance with state law.  Information used or disclosed pursuant to this authorization may be subject to redisclosure by the recipient and may no longer be protected by federal law.  This authorization will expire 1 year from the date of signing unless I indicate an earlier date or event here:_________________________.   A photocopy or facsimile of this release shall have the same effect as an original. 
Signature of patient or Representative   
Date 

Relationship to Patient

Witness





Date
(A copy of this signed form must accompany released information.)
	Release processed by:
	Date:


