Healing Choices of Elk River

Authorization for Release of Records

1. I authorize the clinic staff of the sending clinic listed below to disclose the following patients’ specified information to the clinic staff of Healing Choices of Elk River.


Sending Clinic (clinic that currently has my records to be sent to Healing Choices):


Clinic Name: _________________________________________________________


Address: _____________________________________________________________

Phone: _______________________________________________________________

Fax: _________________________________________________________________
For the following patient:

Patient Name:      ____________________________________________________

Address:               ____________________________________________________

Date of Birth:       _____/______/______

Phone Number:    ___________________________________________________

2. Information that is to be released by fax or regular mail:

__X__ Laboratory Results from the past 5 years



_____If other explain here: ______________________________________________

3.  This information is to be released to Healing Choices by either fax or regular mail:



Fax (preferred):  763-241-5466


Regular mail:
Healing Choices

200 Fifth Street NW




Elk River, MN  55330


For questions:  Phone:  763-241-5466   or   email:  service@HealingChoices.com

4. I understand this authorization may be revoked in writing at any time, except to the extent that action has been taken thereon.  This authorization will expire 90 days from, the date of authorization.

Access to medical information is the right of every patient; duplication and distribution is a service.  Releases are subject to copy and distribution cost.  I understand the potentiality of charge for the service and release of medical information and as the patient I accept financial responsibility.

Signature of Patient:__________________________________________   Date______/______/______

Please Print Name: ___________________________________________________________

Signature of Legal Guardian (if under age 18):  ______________________________________________

Date of Legal Guardian Signature:                     Date______/______/______

