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Authorization for Release of Information

For use under the HIPAA Privacy Rule and Minnesota Law

This authorization is required under the federal Health Insurance Portability and Accountability Act (HIPAA) Privacy Rule for uses and disclosures of protected health information not otherwise allowed by the Rule and for the release of other types of personal information.

 FORMCHECKBOX 
Aging    FORMCHECKBOX 
Counseling    FORMCHECKBOX 
 Hope Street   FORMCHECKBOX 
 Housing/Emergency Services   FORMCHECKBOX 
MRS    FORMCHECKBOX 
NCDC    FORMCHECKBOX 
Seton    FORMCHECKBOX 
 SJHC   

	Patient Information

	Name:
	Date of Birth

	Address:
	SSN:

	Legal Guardian Name:
	Relationship of Legal Guardian:


	Release Information To: 
	Release Information From:

	Name: __________________________________________
Address: ________________________________________
Phone: _________________________________________
Fax: __________________________________________

email: _________________________________________
	Name: ____Seton Clinic of Catholic Charities_________

Address: 1276 University Ave. West   St Paul, MN 55104

Phone: ____651-603-0250_________________________

Fax: ______651-644-3265_________________________

email: _________________________________________




	Acknowledgement of Understanding

	· I understand that this authorization is valid for one year unless otherwise noted.   

Expiration date:  




· I understand I may revoke this authorization at any time providing notification is made in writing.  Revocation of this authorization will be effective on the date notified except to the extent that action has already been taken.

· I understand there may be a charge incurred for copies of medical records pursuant to MN Statute 144.335 and Rule 164.524.

· I understand a copy of this authorization will be treated in the same manner as the original.

· I understand that I have the right to refuse to sign this authorization.  Catholic Charities will not condition treatment or coverage on your providing this authorization.

· I understand by signing this form that I authorize the use or disclosure of my protected health information as described above.  Health and mental health providers and health plans are required by law to keep my health/mental health information confidential.  However, if I have authorized the disclosure of any health/mental health information to someone who is not legally required to keep it confidential, it may no longer be protected by state or federal confidentiality laws.


	Purpose for the Release

	For the specific following purpose(s):



	 FORMCHECKBOX 
Adoption services


 FORMCHECKBOX 
Case planning


 FORMCHECKBOX 
Continuing Care/ongoing services


 FORMCHECKBOX 
Court order


 FORMCHECKBOX 
Disability determination


 FORMCHECKBOX 
Education


 FORMCHECKBOX 
Employment
	 FORMCHECKBOX 
Payment for care


 FORMCHECKBOX 
Insurance Application/payment


 FORMCHECKBOX 
Legal (Specify: ________________)


 FORMCHECKBOX 
Research


 FORMCHECKBOX 
Treatment authorization


 FORMCHECKBOX 
Vocational rehabilitation evaluation



	 FORMCHECKBOX 
Other: __________________________________________________________________________________

	Records to be Released

	I authorize the use and/or disclosure of the following types of information:

Services from ____________________ (date) to ________________________ (date)



	Medical

	 FORMCHECKBOX 
Consultation



 FORMCHECKBOX 
Diagnosis


 FORMCHECKBOX 
Discharge summary


 FORMCHECKBOX 
Entire medical record for above service dates


 FORMCHECKBOX 
Family history/issues



 FORMCHECKBOX 
Health records – Specify: ________________________ 
	 FORMCHECKBOX 
Immunizations



 FORMCHECKBOX 
Medications


 FORMCHECKBOX 
Physical exam


 FORMCHECKBOX 
Physical health conditions/allergies



 FORMCHECKBOX 
Recommendations for treatment or care


 FORMCHECKBOX 
Summary of medical treatment plans

	Educational

	 FORMCHECKBOX 
Consultation
	 FORMCHECKBOX 
Educational records – Specify: ________________________________________________

	Care Plan/Counseling

	 FORMCHECKBOX 
Adoptive study and/or adoption services info. 


 FORMCHECKBOX 
Audiotape/Videotape therapy sessions

 FORMCHECKBOX 
Chemical dependency concerns/evaluation

 FORMCHECKBOX 
Client goals

 FORMCHECKBOX 
Consultation

 FORMCHECKBOX 
Diagnosis

 FORMCHECKBOX 
Discharge summary
	 FORMCHECKBOX 
Family history/issues

 FORMCHECKBOX 
Foster care study

 FORMCHECKBOX 
Intake summary

 FORMCHECKBOX 
Psychiatric intake


 FORMCHECKBOX 
Psychological/Intellectual testing and results

 FORMCHECKBOX 
Recommendations for treatment or care

 FORMCHECKBOX 
Treatment/service summary

	Administration

	 FORMCHECKBOX 
Billing information
	 FORMCHECKBOX 
Financial

	Psychotherapy Notes

	 FORMCHECKBOX 
Psychotherapy notes (All requests for psychotherapy notes need a separate authorization)

	Other 

	 FORMCHECKBOX 
Criminal history/probation requirements

 FORMCHECKBOX 
Residency status
	 FORMCHECKBOX 
Other – Specify: ________________________________________________



	Authorized Signatures

	My signature indicates that I know what information is being disclosed and have had opportunity to correct or amend the data to make certain it is accurate and complete.  I am also aware of all consequences of this consent form or of my refusal to do so.  My signature also means that I have read this form and/or have had it read to me and explained in language I can understand.  All the blank spaces have been filled in except for signatures and dates below.

_______________________________________________________________    ________________________________   

Client’s signature or “x”                                                                                           Date signed                        

_______________________________________________________________    ________________________________   

Client’s guardian, if applicable                                                                                 Date signed


�





I authorize the release of all alcohol and/or drug abuse records that are part of the records I specified above, unless otherwise indicated here:  _____ (initial). Do not release records from alcohol or drug abuse treatment programs that are protected under federal law.
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This is a Catholic Charities form and may not be altered without prior consent of the HIPAA Privacy Officer

