
Authorization - Release Of Medical Records InformationForm 8691-04 (English) (Rev. 12/16) (FO)

AUTH REL

1325 S. Cliff Ave.
P.O. Box 5045
Sioux Falls, SD 57117-5045
605-322-8000

Patient 
Identification

Patient name: __________________________________________________   Date of birth: __________________
Address:_________________________________________  City/state/zip: ________________________________
Social Security Number (last 4 digits):__________________  Phone: _____________________________________

Provider 
(Who is releasing 

information?)

The following individual or organization is authorized to make the disclosure:
Provider name:  _______________________________________________________________________________
Address:_________________________________________  City/state/zip: ________________________________
Phone:__________________________________________  Fax: _______________________________________

Disclose 
Information to:
(Where is information 

to be sent?)

Name/facility: _________________________________________________________________________________
Address:_________________________________________  City/state/zip: ________________________________
Phone:__________________________________________  Fax: _______________________________________

Service Dates Dates of service from (date) _________________ to (date) _________________

Form and 
Format

  Paper records   Flash drive
  Fax   CD-ROM (compact disc)
  Electronically by e-mail (All e-mail transmissions will be encrypted unless specifically requested otherwise by the 

patient.  Sending medical records by unencrypted e-mail has risks including the individual’s PHI could be read or 
otherwise accessed by a third party while in transit. File size may limit ability to send by e-mail.)

If you want your records sent unencrypted please initial here: _________.
If you choose to receive your records by e-mail, please provide the requested e-mail address:_________________________.

_______________________________________________   ____________________________________________
Signature of Patient or Legal Representative                           Date

_______________________________________________   ____________________________________________
If Signed by Legal Representative, Relationship to Patient          Signature of Witness

Date:___________________  Information sent: _______________________________________________________

Authorization

I understand the information in my health record may include information relating to sexually transmitted disease, 
acquired immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV), behavioral or mental health 
services, or treatment for alcohol and drug abuse.
I understand authorizing the disclosure of this health information is voluntary.  I can refuse to sign this authorization.  
I need not sign this form in order to assure treatment.  I understand I may inspect or obtain copies of the information 
to be used or disclosed, as provided in 45 CFR 164.524.  I understand any disclosure of information carries with it 
the potential for an unauthorized redisclosure and the information may not be protected by federal confidentiality 
rules.  If I have questions about disclosure of my health information I can contact the Avera McKennan Privacy 
Officer at 605-322-7801.

Revocation
I understand I have a right to revoke this authorization at any time by presenting a written revocation to the Medical 
Record Department.  I understand the revocation will not apply to:
     • Information already released in response to this authorization
     •  My insurance company when the law provides my insurer with the right to contest a claim under my policy.

Expiration
Date

Unless otherwise revoked, this authorization will expire on the following date, event, or condition:
_________________________________________________________________________________________ .
If I fail to specify an expiration date, event, or condition, this authorization shall be in effect for one year from this date, 
for records generated as a result of services occurring on or prior to this date.

Purpose of 
Disclosure   Continued healthcare     Completion/payment     Personal     Other_________________________________

Check this box ONLY if you permit substance abuse records to be released.
 Requestor, take note: These released records contain substance abuse documentation, and therefore prohibition on 
redisclosure applies. THIS INFORMATION IS RELEASED SUBJECT TO THE CONFIDENTIALITY PROVISION OF FEDERAL 
STATUTES (42 U.S.C. 290dd-2, and regulations 42 CFR, Part 2) which prohibits any further disclosure of this information 
without the specific written consent of the person to whom it pertains, or as otherwise permitted by such regulations.

Substance 
Abuse 

Documentation

Information 
to be Disclosed

  Standard chart copy 
(Includes Demographic Face Sheet, 
Physician Dictated Reports,  All Test Results)

 Other________________________  Entire record
  X-ray and imaging reports

New Project (always / reprint)
Template to copy (drop down) ................Form rev
Name (form title & PO if there is one) ...........  Authorization - ROI Avera McKennan [English] - ADC
Number (form# PS - date entered) .............  8691-04 (English) - 11/29/16
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Cost Center.........................................  01.01.001.81800 
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11/29/16 Typesetting only; filed for future
Delivery Location ................................na
First Last & Dept (contact name) ............  Susie O'Hara, McK Compliance, 27801,   

<susan.orhara@avera.org>
Tracking
Miscellaneous (keep this info) ...................   Can always be approved by Abbrev Proc unless major chgs
     - 12/29/16: THIS FORM HAS BEEN REVISED WITH COMPLIANCE UPDATES
      -  9/20/16 per Susie O'Hara: ok to use up old forms; make updates to other ROI forms when they are 

reordered.; bill 01.01.001.81800 (HIM) for time for forms with these revisions 
When job received ...........................11/2/16
Time/Proof/Approval (1 pg version) ...   11/3/16 .....30 min .........proof Susie; 11/4/16 chg 

11/4/16 .....15 min .........proof Susie; 11/9/16 chg per Joleen 
11/9/16 .....15 min .........proof Susie; 11/9/16 ok per Susie 
11/9/16 .....30 min ......... chg per Joleen; proof Susie/Joleen/Jenn; 11/22/16 chg 
11/22/16 ...15 min .........proof Susie/Joleen; 11/23/16 chg from Joleen 
11/23/16 ...15 min .........proof Susie; 11/23/16 ok per Susie 
11/23/16 ...15 min .........proof Joleen; 11/25/16 chg 
11/23/16 ...15 min .........proof Joleen; 11/28/16 ok per Joleen/Susie 
11/29/16 ...30 min .........final

Forms Committee/Date/Status ..........  Yes required: abbrev
Abbreviated Process ..........................11/29/16 emailed to Lana Fokken/HIM (check Rev. date) 
Electronic-FormFast ...........................11/29/16 emailed Indesign doc. - replace (Alyson Parks)
Electronic (public site-web) .............................11/29/16 emailed pdf - replace (Nancy Holzer)
Electronic (Compliance Sharepoint site) ......11/29/16 emailed pdf - replace (sent to Susie O; she will fwd to Lori)
Languages ..........................................English, Spanish
Title for Library ....................................8691-04  Authorization - ROI Avera McKennan [English] - ADC
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Pdf (for printing) ..................................done
Status (Print / final) .................................  11/29/16 finalized-jigged time

11/29/16 mk emailed <jeffery. bentz@avera.org> ADC:
Can you let Susan O’Hara <susan.orhara@avera.org> know how many of form 8691-04 you have in 
stock?
From: Susan O'Hara  Date: Tue, 29 Nov 2016 12:37:50 -0600
I think we can use the old forms first… how many are there?
11/29/16 mk emailed Susan O'Hara:
Should we print the updated to stock in the ADC (toss old) or should we use up the old forms first?
11/28/16 mk emailed Joleen Nelson w/proof:
Hi Joleen,
Please see the attached ROI form 8691-04.
I left more white space above the Patient Name line. Is this what is needed?
11/22/16 mk emailed Susie (set up new proof as below email states):
New sample attached here for final approval. #3
11/22/16 mk recd from Susie:
Marilyn,
I like the “Patient Identification” area on Sample 1 and the “Information to be Disclosed” on Sample 2. 
Joleen,
Please review and let us know your preferences.
11/22/16 mk emailed Susie O'Hara:
Hi Susie,
Attached are 2 samples:
1) Items in first section arranged as approved by you
2) Items in first section arranged as suggested by Joleen (see attached email)
Please let me know which version you need.
From: Susan O'Hara  Date: Tue, 22 Nov 2016 09:38:06 -0600
We need to get the most current version of 8691-04 on the Avera McKennan webpage and also I would 
like to get it in the SharePoint Compliance folder.  Can you send me a clean pdf that can be used for this?
11/9/16 note w/proof to Susie / cc Joleen & Jenn:
Attached is a new sample for approval.
11/4/16 mk recd (Susie emailed Jenn/Joleen):
Jenn and Joleen,
Would you be willing to review this form?  Please just let me know if you see anything that should be 
changed.  Some of the recipients of this form would not send a “Standard Copy” without a descriptor of 
what it was… so we just added that.
11/3/16 note w/proof to Susie:
Hi Susie,
Attached is a proof of the generic ROI, with the correction.
Once approved I will update so this most recent version will be printed when the ADC reorders.


