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RELEASE OF INFORMATION

	Client Name:     
	Date of Birth:       
	Social Sec #:      

	Previous/Maiden Name:       
	Phone:     

	Address:     


I give Mower County permission to share information about myself with and receive information from: 

	      


 (Name and address of individual(s), or entities to receive or release the information)
Send To:  Mower County Health & Human Services  

Attention:       





Information to be Disclosed:  

 FORMCHECKBOX 
  Child Protection Assessment Summary
 FORMCHECKBOX 
  IEP/School Assessment 

 FORMCHECKBOX 
  Billing Statements/Financial Data

 FORMCHECKBOX 
  Psychiatric Assessments

 FORMCHECKBOX 
  Diagnostic Assessment

 FORMCHECKBOX 
  Psychological Testing or Evaluation
 FORMCHECKBOX 
  Case Management Summary

 FORMCHECKBOX 
  Discharge or Closing Summary

 FORMCHECKBOX 
  School Records, IEP, Assessments
 FORMCHECKBOX 
  Social Service Records


 FORMCHECKBOX 
  Social History



 FORMCHECKBOX 
  Birth Records

 FORMCHECKBOX 
  Progress Reports


 FORMCHECKBOX 
  Vocational Reports


 FORMCHECKBOX 
  Court Records

 FORMCHECKBOX 
  Treatment Records


 FORMCHECKBOX 
  Other (specify):     
Medical Information:
 FORMCHECKBOX 
  Clinic Records  

 FORMCHECKBOX 
  Hospital Records
 FORMCHECKBOX 
  Chemical Health Service Records




 FORMCHECKBOX 
  Home Health Care Records
 FORMCHECKBOX 
  Hospice Records
 FORMCHECKBOX 
  Psychiatry/Psychology Records

Types of Documents to be Released:   FORMCHECKBOX 
  History & Physical
 FORMCHECKBOX 
  Lab Reports

 FORMCHECKBOX 
  Diagnostic Testing






     FORMCHECKBOX 
  Clinic/Case Notes
 FORMCHECKBOX 
  Operative Reports        FORMCHECKBOX 
  Other (specify):      


Purpose of Disclosure:  








 FORMCHECKBOX 
  Treatment/continued care
 FORMCHECKBOX 
  Attorney/Legal
 FORMCHECKBOX 
  Disability Determination       FORMCHECKBOX 
  LCTS Title IV-E Funding
 FORMCHECKBOX 
  Insurance Claim/Application
 FORMCHECKBOX 
  Investigation (specify):       
 FORMCHECKBOX 
  Case prep/management
 FORMCHECKBOX 
  Other (specify):     
This authorization is voluntary.  I understand the information to be released may include records related to behavioral and/or mental health care, alcohol and drug abuse treatment, HIV/AIDS, and genetics. The information to be released is private and any subsequent use and release is controlled under the MN Government Data Privacy Act (MN Stat. chapter 13)  I understand Mower County and the other parties named above may not condition my receiving services based on my providing this authorization unless the information is necessary for determining my eligibility for services or for providing services.  I understand that if I refuse to sign this authorization, Mower County and the other party named above may not be able to provide some or all of the services I may need or request.  I understand that the individual(s) or entities to which my information is being disclosed may not be subject to state or federal privacy laws.  My information may not be protected by law if the entity that receives it is either required or permitted to disclose it to someone else.  I understand that I may revoke this authorization at any time by giving written notice of revocation to Mower County or the parties named above.  I understand that revocation of this authorization will not affect any action taken by Mower County or the other parties named above in reliance upon the authorization prior to receiving my written notice of revocation. I have received a copy of this statement, which I can retain.  I authorize the release of records created before and after the date of signature.  This authorization will expire one year from the date of signing unless I have indicated an earlier date or event here:
                 .

Signature of individual authorizing release (if client is 18 years of age or older)                                



 Date

Signature of parent or guardian (if client is 17 years of age or younger, unless exception exists under state or federal law)    
  Date

Signature of Witness and/or Interpreter                                 






Date

4/2025
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