
Complete this form and send it to the provider and facility listed in question #2 below.

/ /

Where should the records be sent? (select a, b, c or d)

Which records should be released? (select any) Clinic records Hospital records

I will pick up copies of my medical records at the facility listed above in question #2 on (date)

Continuation of care Insurance change
Insurance*Out of town move ���������	�


Disability
Personal*

Legal*
Other

Date
Patient
signature
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Fax #

� Purpose for Release

� Authorization and Revocation
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Where are the records coming from?!

Phone #

�$!%���%

Health Information Management—Park Nicollet Methodist Hospital; PO Box 650, Minneapolis, MN 55440; 952-993-7600  tel

Health Information Management—Park Nicollet Clinic; 3800 Park Nicollet Blvd., St. Louis Park, MN 55416; 952-993-7600  tel

18535 (1/2012)PARK NICOLLET HEALTH SERVICES
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Records concerning/Special instructions

Dates requested: From / / To / /
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For Office Use Only

118535AUTHR

Non-Park Nicollet Records
Authorization for Release
of Information

Date of birth

Patient name 
Previous last
name (if any)

Street
address

Phone #

State ZIP codeCity

Provider
name

Facility
name

Street
address State ZIP codeCity

Street
address State ZIP codeCity

Provider
name

Facility
name

& Pathology

'� Mammography
Imaging Release

Radiology Image Release

Pathology slides

In most cases you will receive your images in digital format (CD).
'�$

Include radiology
report(s)

Permanent transfer
30 day loan

Date(s)
Date(s)
Date(s)
Date(s)
Date(s)

Include radiology report(s)
Pet scan
Nuclear medicine
Ultrasound
CT
MRI

Date(s)General X-rays

What type of records should be released?
(select any)

Other (specify)

Pathology reports
HIV or AIDS records
Radiation therapy
Lab reports

Non-Park Nicollet records

Radiology reports
Chemical dependency
Mental health records
Clinic visit notes

http://www.parknicollet.com/ROI.cfm
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