MN Department of Human Services

Office of Inspector General

Licensing Division

245D HCBS SAMPLE FORM

Release of Information Authorization
REQUIREMENTS FOR USE OF THIS SAMPLE DOCUMENT:  245D license holders are responsible for modifying this sample for use in their program. At a minimum, you must fill in the blanks on this form. You may modify the format and content to meet standards used by your program. This sample meets compliance with current licensing requirements as of January 1, 2014. Providers remain responsible for reading, understanding and ensuring that this document conforms to current licensing requirements. DELETE THIS HIGHLIGHTED SECTION TO BEGIN MODIFYING THIS FORM. 
Person name: ________________________________________________________________________________
Program name: ______________________________________________________________________________
In order to provide services to you this program may need to obtain information from or share information with other individuals, programs, or providers.  This program needs information to provide you services. If this program does not get requested information, or if we can not share with others who work with you, then this program might not be able to provide you services you may need or this program’s assistance my be hindered.  Also, this program may not be following government laws or regulations.

I, [name of person or person’s legal representative] _________________________________________________,

( Request
 ( Authorize  [insert name of program, agency, clinic, etc.] _____________



to disclose to [insert name of program, agency, clinic, etc.]  







Indicate the types of records that will be released :  [i.e., bank statements, health diagnosis, medical records, personal information]
For the purpose of:
This information will be used for:

 I know that state and federal privacy laws protect my records. I know:
· Why I am being asked to release this information.

· I do not have to consent to the release of this information.  But not doing so may affect this program's ability to provide needed services to me.

· If I do not consent, the information will not be released unless the law otherwise allows it.

· I may stop this consent with a written notice at any time, but this written notice will not affect information this program has already released.

· The person(s) or agency (ies) who get my information may be able to pass it on to others. 

· If my information is passed on to others by this program, it may no longer be protected by this authorization.

· This consent will end one year from the date I sign it, unless the law allows for a longer period.
This consent expires on (may not exceed one year):  
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