Authorization to Release Protected Health Information
320 East Main Street, Crosby, MN 56441
Phone: 218-545-4466 Fax 218-546-6091

Email: roi@cuyunamed.org

Patient Information

Patient Name: Date of Birth

Street Address: Phone Number:

City: State: Zip Code:

Release My
Records From

Name of Medical Facility:

Street Address Phone Number:

City: State: Zip Code: Fax Number:

Send My Records

Person/Business/Hospital/Clinic Phone Number Fax Number:

To: Street Address: City: State: Zip Code:
**address field is
required**
Information to be I request health records related to this diagnosis/condition:
released
I request health records for these dates of service: To

v There may be a
charge for records

v Choose your record
set—

*Either summary of
care

OR

*Choose individual
records

v Check all that
apply under
Individual Reports

(If no dates entered 1 year will be released.)

EITHER CHOOSE:

[J 1 am requesting a *summary of my care. (which includes, Provider Notes, Imaging Reports, Labs, Medications,
Immunizations)

OR

*CHOOSE INDIVIDUAL REPORTS
[] Medication List

[J Mental Health Notes

[J HIV Testing

[ Provider Notes

[J Discharge Summary [J Radiology Report

[J Radiology Imaging

[J Rehab Records (PT/OT/SP)
[J workability

[ Itemized Billing

[J Operative/Procedure Report
[ pathology Report

[J Lab Report

[ EKG

[ Other (specify):

[J Emergency Notes
O eEmG

Special Disclosure
Permissions

v Check box to release

[J Substance Use Disorder Program Records  Dates: to

Per Federal Rule 42 CFR Part 2, this section must be completed to release Substance Use Disorder Program Records

Purpose of Release

[ Continuing Care [] Legal [] Disability Determination [] Insurance /Work Comp [] Personal Use

Release Method /
Format

[ Paper []MyChart [JPick Up [ Faxed [] Verbal Communication for Coordination of Care
[J Secure Email (Patient Only) Email Address

Authorization &
Revocation

v Signature and Date

* | understand by signing this authorization | am authorizing Cuyuna Regional Medical Center to release the information marked
above. CRMC will not condition treatment on whether | sign this authorization.

* Authorization may be revoked at any time except to the extent that action has already been taken. Submit your request for
revocation in writing to the facility releasing the information.

* 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. A photocopy is as good as an original.

* This authorization is valid for one year after the date you sign it, unless you enter a different date here: /| /

Patient / Legal Guardian Signature: Date:

are required to rel
records.

Print Authorized Person’s Name: If other than patient, state relationship:

crmc

Internal staff_ Initial if records have already been sent Created: 11.21.2025_Updated 5.7.2026




