The Bodyworks Clinic, Dr. Fiona Demel, D.C.

424 West Mill Street, Cannon Falls, MN  55009

Phone: 507-263-2393   Fax: 507-263-4952 
Patient authorization to disclose protected health information:
Print patient's legal name:












Previous names:







Date of birth:

/
/

Home/Cell Phone:





Patient Address:  Street:












City:








State:


Zip:



Please release my records from:
Clinic or organization:












Address:














City:






State:


Zip:





Please release my records to:
The Body Works Clinic, Dr Fiona Demel, D.C.  424 Mill Street West, Cannon Falls, MN 55009
These are the records I would like to release:  □  All pertinent records, or check all that apply below
 □ Discharge summary

 □ History and physical exam

 □ Consultation reports

 □ Outpatient clinic notes

 □ X-ray/Radiology reports

 □ Films/CD's

 □ Operative reports

 □ Other:







For condition or dates of treatment:











Date records are needed by:



________________________________________________
Purpose:
 □ Continued care by another provider
 □ Insurance Claim
 □Other:



I understand the following:

· Except for psychotherapy notes (which are not included in my medical record), all records of treatment for mental health, chemical dependency, sickle cell anemia, genetic conditions and AIDS.HIV will be released.  If I don't want these to be released, I will place a check mark here:

.

· I do not want the following records released:









· If I change my mind, I may write to the address in section 1 to stop the release of my records.  This will not apply to records that have already been released.

· This form expires on year after I sign it or sooner (specify here:




.)  The time period noted here may exceed one year only in certain situations specified by law.

· There may be a fee from the facility for releasing these records.

· Once the records are released, the clinic or hospital releasing my records cannot prevent them from being released to a third party.  At that point, the records may no longer be protected by state and federal privacy laws.

· To be valid, this form must be filled out completely and signed.  A copy is valid if it has not been altered.

· If I do not sign this form, I will still be treated, unless treatment cannot be safely rendered without reviewing prior records..


Date





Signature of patient or authorized person
Authorized person's authority to sign
Reason patient is unable to sign:
 □ Minor □ Deceased
 □ Other:





