
 

Authorization for Release of Medical Information 
 

Patient Information: 

 

Name: _______________________    Date of Birth:   ___/____/_____ 

Street Address: ____________________________________________ 

City: ____________________  State: _________  Zip: ____________ 

Phone: (      ) _______ - ________ 

 

Type of Information Requested: 

 

 Office Visit Notes    Pathology Reports   

  Lab reports / Blood Tests 

  Other _________________________________________________ 

 

Information to be released from: 

 

Physician & Clinic Name: Crutchfield Dermatology 

Street Address: 1185 Town Centre Dr #101 

City: Eagan    State:  MN       Zip: 55125  

Phone: (651) 209-3600          Fax: (651) 209-3601 

 

Information to be received by: 

 

Physician & Clinic Name: ___________________________________ 

Street Address: ____________________________________________ 

City: ___________________ State:  ________  Zip: ______________ 

Phone: (       ) _____ - _______          Fax: (        ) _______ - ________ 
 

Information to be released for the following reason: 

 

  Personal Record   Transfer of Care   Consult  

  Copy for my Primary Care Doctor   Insurance Claim 

  Other _________________________________________________ 

 

The following items must be checked () and initialed if you would like these items included 

in the use and disclosure of other health information.   

Again, please check and initial on the lines near the items you would like included: 

____HIV/AIDS related information and/or records 

____Mental Health information and/or records 

____Genetic testing information and/or records 

____Drug/alcohol diagnosis, treatment or referral information (Federal regulations require a 

description of how much and what kind of information is to be  

          disclosed.) 

Describe:_____________________________________________________________________

________________________________ 

Patient Signature ______________________________ Date ________ 

 

 

Witness _____________________________________ Date ________ 


