
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Authorization for Release of Health Information 

 

 

Patient Name (first, middle, last):                                                                                   

Date of Birth:                                           Community:       

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Release Information from: 

Provider Name: 

Phone: 

FAX:       

Address: 

 

 

                           City                                           State                   Zip Code 

 

 

   

This Form Authorizes Release of Patient Information to:   

 

Email: enrollment@hometownshysicianservices.com 

FAX:  715-998-7044 

Mailing Address:  

Hometown Physician Services / Medical Records 

8687 Eagle Point Blvd. 

Lake Elmo, MN  55042 

Phone:  715-600-0549 
 

 

 

 

  

 

 

 

 

  

Information to be released 

IMPORTANT:  Indicate only the information that you are authorizing to be released  

 

 Specific dates / years of treatment:  

 ALL HEALTH INFORMATION 
      OR indicate portions of health information to be released: 

 History / Physical 

 Laboratory Reports 

 Progress Notes 

 Medications 

 

 Other Information / Instructions: (indicate specifics below) 

 

 

The following information required special consent by law.  Even if you indicate ALL HEALTH INFORMATION above, 

you must specifically request the following information in order for it to be released: 

 Chemical dependency program 

 Psychotherapy notes (this cannot be combined with any other area listed above) 

MANDATORY: Name of professional releasing psychotherapy notes:  
 

Health information includes written and oral information. I hereby authorize the release of my individually identifiable health information 

described above for treatment and payment purposes. I understand that this authorization to release information is voluntary.  I understand 

that the information disclosed under this authorization may be redisclosed by the recipient and may no longer be protected by federal or state 

law.   

 

I understand that my healthcare provider will not condition treatment, payment, enrollment or eligibility for benefits on weather I sign the 

consent form.  I understand I may request a copy of this form after I sign it.  I understand that this authorization may be revoked by me by 

written notice to Hometown Physician Services. 

 

This consent will end one year from the date the form is signed unless I indication and early date or event here: 
 

Date:                                         Or specific event:  

 

 

 

 

 

Patient or Legal Representative Signature:                                                                                         Date: 

 

 

 

 

 

If Legal Rep., Printed Name and Relationship to Patient:  

 

 

 

 

Medical POA or Health Care Directive documentation must be included if signing on behalf of patient. 
 

 

 

 

 Surgical Report 

 Radiology Reports 

 Radiology Images 

 Emergency Room  

 

 Care Plan 

 Discharge Summary 

 Immunizations 

 Billing Records 

 

  

 

  

 


