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Authorizat ion for  Disclosure of Health I nform at ion 

Pat ient  I nform at ion 

Name:  Maiden/ Former Name:  

St reet  Address:  Date of Bir th:  

City,  State, Zip:  Home/ Cell Phone:  

Release inform at ion FROM : 

Name of Health Care/ Provider :  

St reet  Address:  City,  State, Zip:  

Phone Number:  Fax Number:  

Release inform at ion TO: ☐ Pat ient  pick up ☐ Mail ☐ Other: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

Name of Health Care Provider / Plan/ Other:  

St reet  Address :  City,  State, Zip:  

Phone Number:  Fax Number:  

I nform at ion to be released: Date of Service: I nform at ion to be released: Date of Service: 

Clinic Operat ive/ Procedure Report  

EKG/ EMG/ EEG Pathology Report  

Emergency Room  Urgent  Care 

Hospital Records Radiology Report s 

Im munizat ions Radiology Images 

Labs Other:  

* 2  year history provided unless specified above *

I f for an upcom ing health care provider appointm ent , please provide the appointm ent  date: 

I n compliance with Wisconsin and Minnesota Statutes which require special perm ission to release otherwise pr iv ileged informat ion, please release records 

pertaining to:  

Alcohol Abuse or test  results Developmental Disabilit ies HIV, AIDS, or  AIDS-related diseases 

Drug Abuse or test  results Mental Health Sexually Transm it ted Diseases 

Other:  

This disclosure is being m ade for the follow ing purpose( s) : 

Further Medical Care Work Comp Relocat ion/ Moving 

I nsurance change I nsurance At torney/ court  case 

At  the request  of an indiv idual Changing physicians Other:  

REDISCLOSURE NOTI CE:   I  understand the inform at ion used or disclosed based on this authorizat ion m ay possibly be re-disclosed by the recipient , and/ or no longer protected by Federal Privacy standards. 

YOUR RIGHTS WI TH RESPECT TO THI S AUTHORI ZATI ON:  

Right  to I nspect  or  Copy the Health I nformat ion to Be Used or  Disclosed – I  understand that  I  have the r ight  to inspect  or copy the health inform at ion I  have authorized to be used or disclosed by this authorizat ion 

form .  I  m ay arrange to inspect  m y health inform at ion or obtain copies of m y health inform at ion by contact ing the Health I nform at ion Services Dept .  Right  to Receive Copy of This Authorizat ion –I  understand that  if I  
agree to sign this authorizat ion, I  will be provided with a copy of it .  Right  to Refuse to Sign This Authorizat ion – I  understand I  am  under no obligat ion to sign this form and that  the person(s)  and/ or organizat ion(s)  

listed above who I  am  authorizing to use and/ or disclose m y inform at ion m ay not  condit ion t reatm ent , paym ent , enrollm ent in a health plan or eligibilit y for health care benefit s on m y decision to sign this authorizat ion.  

(Except ion:   To provide care that  is done solely for the purpose of creat ing inform at ion to release to another party, in which case care cannot be provided without  authorizing disclosure.  Authorizat ion is needed to release 
inform at ion to payers for certain m ental health services and HI V test ing.  I f I  refuse to sign the authorizat ion form  for this purpose, I  understand I  m ay be responsible for paying the ent ire bill for these services) .  Right  to 

Revoke This Authorizat ion – I  understand writ ten not ificat ion is necessary to cancel this authorizat ion.  To obtain inform at ion on how to withdraw m y authorizat ion or to receive a copy of my withdrawal, I  m ay contact  
the Health Inform at ion Services Dept .  I  am  aware that  my withdrawal will not  be effect ive as to uses and/ or disclosures of m y health inform at ion that  the person(s)  and or organizat ion(s)  listed above have already m ade 

in reference to this authorizat ion. 

EXPI RATI ON DATE -  This author izat ion is good for one year from the date signed unless otherwise specif ied:  

I  have had an opportunit y t o review and understand the content  of t his author izat ion form.  By signing this author izat ion, I  am  confirm ing that  it  accurately 

reflect s my wishes.  

I f signed by anyone other than the pat ient , se lect  the re lat ionship/ authority below  to do so and provide first  and last  nam e. 

Parent   Guardian POA for  Health Care  Spouse/ Adult  Fam ily Member of deceased pat ient  

Print  Nam e: 

SI GNATURE: Date: 

OFFICE USE ONLY 

Copies Given by:  _____________Init ials: ________ Date:  _________ 
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