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MEDICAL RECORD RELEASE AUTHORIZATION 
PATIENTS NAME  BIRTHDATE 

& or PREVIOUS NAME ACCT NUMBER 

  

I, (THE UNDERSIGNED) AUTHORIZE  

PROVIDER/FACILITY NAME 

ADDRESS & PHONE NUMBER 

 

TO RELEASE INFORMATION FROM THE RECORD(S) OF THE PATIENT SHOWN ABOVE TO: 

    Comprehensive Health Clinics (formerly Cambridge Chiropractic Clinic) 

    137 2
nd

 Ave. SW 

    CAMBRIDGE, MN 55008 

    Phone: 763-689-2462   Fax: 763-689-1688 

 

 1. PURPOSE OF DISCLOSURE – TO AID AND FACILITATE IN HEALTHCARE MANAGEMENT. 

 2. INFORMATION TO BE RELEASED –      ALL MEDICAL RECORDS AND DATA, 

           X-RAY FILMS,      X-RAY REPORTS,       DIAGNOSTIC TESTS,       SURGICAL & PATHOLOGY 

INFORMATION AND       ANY DATA THAT YOU HOLD AS CUSTODIAN OF RECORDS FOR MY 

MEDICAL/HEALTH MANAGEMENT. 

 3. VALIDITY & REVOCATION OF THIS AUTHORIZATION THIS AUTHORIZATION IS VALID FOR A 90 

DAY PERIOD FROM DATE OF SIGNATURE AND CAN BE REVOKED BY WRITTEN NOTIFICATION 

TO COMPREHENSIVE HEALTH CLINICS. 

 4. INITIAL ANY THAT APPLY (NO INITIALS GIVE AUTHORIZATION FOR RELEASE) 

  _____ NO, I DO NOT AUTHORIZE YOU TO RELEASE INFORMATION CONCERNING MENTAL 

HEALTH PROBLEMS SUCH AS PHOBIAS, DEPRESSION, ANXIETY, ATTENTION DEFICIT 

DISORDERS, ETC. 

  _____ NO, I DO NOT AUTHORIZE YOU TO RELEASE ANY AND ALL MEDICAL RECORDS IN YOUR 

POSSESSION RELATING TO A DIAGNOSIS OR TREATMENT OF HIV OR AIDS OR SEXUAL 

TRANSMITTED DISEASES OR ANY AILMENT RELATED THERETO. 

  _____ NO, I DO NOT AUTHORIZE YOU TO RELEASE INFORMATION CONCERNING ALCOHOL OR 

DRUG ABUSE TREATMENT. 

 5. PHOTOCOPY OF THIS AUTHORIZATION IS TO BE CONSIDERED AS VALID AS THE ORIGINAL. 
 

I UNDERSTAND THAT THE INFORMATION USED OR DISCLOSED PURSUANT TO THIS AUTHORIZATION MAY BE 

SUBJECT TO RE-DISCLOSURE BY THE RECIPIENT AND MAY NO LONGER BE PROTECTED BY FEDERAL LAW. 

SIGNATURE            

 

DATE 

PRINT NAME 

 

RELATIONSHIP TO PATIENT 

 
PATIENT OR PERSONAL LEGAL REPRESENTATIVE (NEXT OF KIN OR LEGAL GUARDIAN TO SIGN ONLY IF 

PATIENT IS A MINOR. IF LEGALLY INCOMPETENT OR DECEASED DOCUMENTATION MUST BE ATTACHED 

SHOWING LEGAL REPRESENTATION). 


