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AUTHORIZATION AND CONSENT FOR THE
RELEASE OF MEDICAL INFORMATION

I hereby Authorize and request South Lake Pediatrics to release or request medical
records for:

_________________________________________________________ DOB:_______________________
PATIENT LAST NAME FIRST MI MM/DD/YY

_________________________________________________________ DOB:_______________________
_________________________________________________________ DOB:_______________________
_________________________________________________________ DOB:_______________________
_________________________________________________________ DOB:_______________________
_________________________________________________________ DOB:_______________________

Father:_____________________________________Mother:_____________________________________
(Or legal guardian(s)

FORWARDING ADDRESS (IF APPLICABLE)

_________________________________________________________

_________________________________________________________

REQUESTING RECORDS FROM: (Clinic/physician and address) PURPOSE FOR RELEASE:

________________________________________________________ _____Moving to:______
________________________________________________________ _____Switching Clinics
________________________________________________________ _____Insurance change to:____
________________________________________________________ _____Consultation/Specialist
________________________________________________________ _____Legal (need cover letter)
________________________________________________________ _____Other (Please specify):

____________________________

SEND RECORDS TO: (Clinic/physician and address)

_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________

SPECIFIC INFORMATION REQUESTED OR REQUESTING:
_____office visits _____X-ray reports _____Lab reports
_____Immunization date _____Growth Charts
_____Other (specify):___________________________________________________________________
Date: from_______________________________to______________________________________

SEE REVERSE SIDE FOR REQUIRED SIGNATURES

M. Elizabeth Craig, M.D., Ret.

Lisa Y. Batchelor, M.D.
Christina E. Dewey, M.D.
Dale T. Dobrin, M.D.
David L. Estrin, M.D.
Lorene M. Freehill, M.D.
Michael J. Garvis, M.D.
Peggy A. Hickey, M.D.
JoAnne R. Hoffman Jecha, M.D.
Theodore T. Jewett, M.D.
Laura R. Luckow, M.D.
Larry G. Manney, M.D.
Jordan G. Marmet, M.D.
Harry J. Marshall, M.D.
Mary H. Meland, M.D.
John R. Paulson, M.D.
Dianne M.A. Pizey, M.D.
Catharine D. Reed, M.D.
Keenan G. Richardson, M.D.
Laura S. Saliterman, M.D.
Katherine Schaefer, M.D.
Matthew S. Segedy, M.D.
Anne M. Skemp, M.D.
Ernest W. Swihart, M.D.

Andrea M. Gravley, C.N.P.
Elizabeth A. Hass, C.N.P.
Maria T. McGannon, C.N.P.
Michele M. Welte, C.N.P.
Tammy Whyte - Kasmarik, C.N.P.
Pat M. Zajac, C.N.P.

Minnetonka Office
17705 Hutchins Drive
Suite 100
Minnetonka, MN 55345
952-401-8300
Fax: 952-401-8242

Eden Prairie Office
800 Prairie Center Drive
Suite 120
Eden Prairie, MN 55344
952-401-8300
Fax: 952-380-5169

St. Louis Park Office
6600 Excelsior Boulevard
Suite 131
St. Louis Park, MN 55426
952-401-8300
Fax: 952-380-5262

Plymouth Office
2805 Campus Drive
Suite 235
Plymouth, MN 55441
952-401-8300
Fax: 952-380-5319

Minnetonka –
Children’s Minnetonka
6060 Clearwater Drive
Suite 240
Minnetonka, MN 55343
952-401-8300
Fax: 952-380-5218

Maple Grove Office
12000 Elm Creek Boulevard
Suite 250
Maple Grove, MN 55369
952-401-8300
Fax: 952-380-5371

Reply to:
� Minnetonka
� Eden Prairie
� St. Louis Park
� Plymouth
� Children’s West
� Maple Grove

Patient Account Services
952-401-8282



_________________________________________________________________ ______________________
Signature of Parent/Guardian Date
*Patients 18 years of age or older are legally required to sign authorization.

ACKNOWLEDGEMENT OF UNDERSTANDING:
• I understand that I may revoke this authorization at any time by notifying the providing organization in writing, and it

will be effective on the date notified except to the extent action has already been taken.
• I understand that information used or disclosed pursuant to this authorization may be subject to redisclosure by the

recipient and no longer be protected by Federal privacy regulations.
• I understand by authorizing this use or disclosure of information, there will be no conditions placed on my health care

or payment for my health care.
• I understand that in compliance with MN statute 144.33 and WI Administrative Code HHS117, I may be required to

pay a fee for retrieval and photocopying of records and/or supervising inspection of medical records.

AUTHORIZATION FOR USE AND DISCLOSURE OF
PROTECTED HEALTH INFORMATION

Specific authorization for release of information protected by State or Federal Law

I specifically authorize for the release of information relating to:
Substance abuse (alcohol/drug abuse) _______
Mental Health (psychological testing) _______
HIV-related information (AIDS-related testing) _______
Developmental Disabilities _______

_________________________________________________________ _______________________
Patient’s Signature required for above tests Date

The last 2 years of office visits plus 1 year of lab and x-ray will be sent unless it is otherwise stated or related
to a specific illness. There is a fee for more than 2 years of records.


