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REQUEST FOR RELEASE OF MEDICAL RECORDS
I request the release of medical records for the patient listed below from the Allergy & Asthma Specialty Clinic
Patient Name






Date of Birth
Records will be:

 FORMCHECKBOX 
 Picked up

 FORMCHECKBOX 
 Faxed to:  






Name/Location



Fax Number
 FORMCHECKBOX 
 Mailed to the complete address below:

I understand that my records are protected under the federal confidentiality regulations as well as the State of Minnesota regulations and cannot be disclosed without my written consent unless otherwise provided for in the regulation. I also understand that I may revoke this consent at any time except to the extent that action has been taken in reliance on it and that without an expressed revocation, it will expire 1 year from the date of my signature.

Patient Signature/Parent Signature



Date
Allergy & Asthma Specialty Clinic


1037 19th Ave SW · PO Box 1015 · Willmar, MN 56201


Phone: 320-214-1100


Fax: 320-214-1155


Toll Free: 1-877-866-ITCH (4824)


www.willmarallergy.com





Amy R. Ellingson, M.D.


Laura Fouquette, PA-C








�








