
Consent for the Release of Confidential Information 
(Child, Adolescent, Adult) 

 
 

www.MidWestCenter4U.com 
 

Saint Paul — Main Office 
Court International 
2550 University Ave. W. 
Suite 435S 
St. Paul, MN 55114-1096 
Ph: 651-647-1900 
Fax: 651-647-1861 

Anoka 
Home office 
3448 Rum River Drive 
Anoka, MN 55303 
Ph: 651-647-1900 
Fax: 651-647-1861 

Burnsville 
American Bank Building 
14300 Nicollet Court 
Suite 130 
Burnsville, MN 55306 
Ph: 952-435-8814 
Fax: 952-435-7705 

Calhoun 
Lake Calhoun Executive Center 
3033 Excelsior Blvd 
Suite 590 
Minneapolis, MN 55416 
Ph: 612-225-6990 
Fax: 612-225-6994 

Edina 
Titus Building 
6550 York Avenue S. 
Suite 503 
Edina, MN 55435 
Ph: 952-929-3103 
Fax: 952-929-8038 

White Bear Lake 
Birch Lake Professional Bldg. 
1310 East Highway 96 
Suite 200 
White Bear Lake, MN 55110 
Ph: 651-426-3071 
Fax: 651-426-3095 

Woodbury 
Parkwood Place 
7650 Currell Blvd. 
Suite 130 
Woodbury, MN 55125 
Ph: 651-264-0402 
Fax: 651-738-8214 

I hereby authorize the release of Protected Health Information (PHI) from the health record(s) of: 

   
Patient’s Name  Date of Birth 

 
Address 

 
City, State, Zip Code 

Covering the period(s) of treatment: From:  To: 
    

PHI to be released: 

 Complete Record    Discharge Summary     Initial Evaluation     Medical Record 

 Testing    Other, Specify:  

PHI to be released between Midwest Center and another party/organization via mail, phone or fax: 

   
Organization  Name 

   
FAX  Phone 

 
Mailing Address 

Remit to Midwest Center for Personal & Family Development: 

 St. Paul-Main 
 Anoka 

 Burnsville 
 Calhoun 

 Edina 
 White Bear Lake 

 Woodbury 
 

Treating Clinician: _____________________________________________  

Purpose of Disclosure:  

I understand this consent can be revoked at any time except to the extent that disclosure made in good 
faith has already occurred in compliance of this consent. If revocation is not received, authorization will 
be considered valid for a period of time not to exceed one year. 

The facility, its employees, officers, and attending physician are released from legal responsibility or 
liability for the release of the above PHI to the extent indicated and authorized herein. 

I understand that the PHI released could contain reference to Substance Abuse, Psychological and/or 
Psychiatric Impairment. 

To the Party Receiving this Protected Health Information: This information has been disclosed to you 
from records whose confidentiality is protected by federal law. Federal regulations (42 CFR Part 2) 
prohibit you from making any further disclosure of it without the specific written consent of the person to 
whom it pertains, or as otherwise permitted by such regulations. A general authorization for the release of 
medical or other information is not sufficient for this purpose. FOR PATIENT RECORDS 
APPLICABLE UNDER FEDERAL LAW 42 CFR PART 2. 

Special Restrictions: FAXED ONLY WHEN ABSOLUTELY NECESSARY AND URGENT 
 

SIGNED:  ______________________________________________   DATE:  
 (Signature of Parent, Guardian, or Authorized Representative if a Minor) 


