COOK COUNTY NORTH SHORE HOSPITAL & CARE CENTER

515 5TH AVE W  GRAND MARAIS  MN  55604  218/387-3040

          Authorization for Release of Medical Information
                          
Patient’s Name: 








 Dob: 



                                                               First                                  Middle                                       Last

Also known as: 








 SS#: 





Address  







City 


ST

Zip

I, the undersigned, authorize and request Cook County North Shore Hospital to: RELEASE TO / OBTAIN FROM 
Hospital/Clinic Representative, Company, Attorney, etc.

Address  







City 


ST

Zip

· ANY / ALL
OR
· SELECTED
medical records from 

 to 

. 

                                           Date
              Date

          Concerning diagnosis/treatment of: 










· History & Physical Exam

· Clinical Summary

· Operative Reports
· Pathology Reports

· Consultation Reports 

· X-ray Reports
· Laboratory Reports

· Progress notes

· Emergency Room Exam
· Sexual Assault Exam

· Other (please specify)

· AND / OR I specifically authorize the release of protected confidential information relating to alcoholism and/or drug abuse, mental health/rehabilitation, HIV/AIDS, or sickle cell anemia.  (Patient to initial appropriate box(es).)
         Drugs or Alcohol
         HIV/AIDS
         Mental Health
         Sickle Cell Anemia

These medical records are required for the purpose(s) of 






         ,

 





      (i.e. payment claim, continuation of care, medical/legal, etc.)

and are required by (date) 


.

This authorization will remain in effect a maximum of six months from the date of signature and may be cancelled by me in writing at any time, but would not apply to any information already released in good faith.  The Authorization for Release of Medical Information form does not authorize redisclosure of medical information beyond the limits of this consent.  Federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drub abuse patient.  I acknowledge that the information to be released may include material that is protected by State and Federal Law applicable to either mental health, and/or drug and/or alcohol abuse and/or HIV/AIDS, and/or sickle cell anemia.  A photocopy of this authorization will be treated in the same manner as the original.  My signature authorizes release of all such information as specified above.

Signature of Patient/Guardian


   Relationship to Patient


   Date




Witness (optional)



   Reason patient is unable to sign
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