
AUTHORIZATION FOR HEALTH INFORMATION DISCLOSURE
• This form complies wiTh The hipAA privAcy rule • 

PATIENT INFORMATION 
(please print)

pATienT nAme: _______________________________________________________________      DATe of BirTh: __________________

ADDress: ____________________________________________________________________________________________________

ciTy: _____________________________________________      sTATe:_________________      Zip/posTAl coDe: _______________

i hereBy AuThoriZe: ____________________________________________________________________________________________
     nAme of physiciAn’s office/meDicAl prAcTice Disclosing informATion

REQUESTOR/RECIPIENT INFORMATION

pleAse Disclose The following proTecTeD heAlTh informATion To: _________________________________________________________

ADDress: ___________________________________________________________________       p.o. Box: _____________________

ciTy: _____________________________________________      sTATe:_________________      Zip/posTAl coDe: _______________

informATion or Types of informATion To Be DiscloseD: _________________________________________________________________

____________________________________________________________________________________________________________

specify DATes (or DATe rAnges) if ApplicABle: _________________________________________________________________________

This requesT is for The purpose of:  _______________________________________________________________________________

i unDersTAnD ThAT i hAve The righT To revoke This AuThoriZATion AT Any Time. i unDersTAnD ThAT my revocATion mAy Be in wriTing AnD ADDresseD 
To The privAcy officer AT sons of norwAy, 1455 wesT lAke sTreeT, minneApolis, mn 55408 or i mAy cAll 1-800-945-8851. i unDer-
sTAnD ThAT The revocATion Does noT Apply To informATion ThAT hAs AlreADy Been releAseD in response To This AuThoriZATion. 
unless oTherwise revokeD, This AuThoriZATion will expire in six monThs or The following DATe:_________________________

i unDersTAnD ThAT Any Disclosure of informATion mAy Be suBjecT To re-Disclosure By The recipienT AnD mAy no longer Be proTecTeD By feDerAl 
or sTATe lAw. i unDersTAnD ThAT i neeD noT sign This AuThoriZATion To Assure TreATmenT. i unDersTAnD ThAT i mAy inspecT AnD/or copy The 
informATion To Be DiscloseD. i unDersTAnD ThAT AuThoriZing This Disclosure is volunTAry. i unDersTAnD ThAT if i hAve quesTions ABouT Disclo-
sure of my heAlTh informATion, i mAy conTAcT The privAcy officer AT The fAciliTy lisTeD ABove ThAT is AuThoriZeD To Disclose This informATion 
AnD requesT A copy of This AuThoriZATion. 

i unDersTAnD ThAT my heAlTh recorD mAy incluDe informATion perTAining To The TreATmenT of Drugs AnD Alcohol ABuse, menTAl illness, Ac-
quireD immunoDeficiency synDrome (AiDs), or humAn immunoDeficiency virus (hiv), sexuAlly TrAnsmiTTeD DiseAse, TuBerculosis or geneTics. 
if you Do noT wish This informATion To Be releAseD, pleAse iniTiAl; DO NOT RELEASE ___________________

________________________________________________________  ___________________________________________
signATure of pATienT or AuThoriZeD represenTATive    DATe

_________________________________________________________  ___________________________________________
DescripTion of represenTATive’s AuThoriTy (wiTness signATure requireD)  signATure of wiTness

#235 AuThoriZATion for heAlTh informATion Disclosure (2/13)

         All meDicAl recorDs, ekg TrAcings AnD TesT/lAB resulTs from The pAsT  

five yeArs
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