
  

 Rory Trottier, M.D. 
 Michael T. Vandall, M.D. 
 Kathy Detke, WHNP 

1451 44th Avenue South Suite 201D, Grand Forks, ND 58201 
Phone: 701-738-2004  Fax: 701-738-2005 

AUTHORIZATION TO RELEASE HEALTHCARE INFORMATION 

Name of Patient: ___________________ Date of Birth: _______  Phone #: ___________ 

 

Previous Name:  ___________________  Social Security #: ___________________ 

 

I authorize:     To release to: 

___________________________   __________________________ 

 

___________________________   __________________________ 

 

___________________________   __________________________ 

  

This request and authorization applies to: 

__ Healthcare information relating to the following treatment, condition, or dates: 

 

____________________________________________________________________________ 

__ All healthcare information 

 

__ Other: __________________________________________________________________ 

 

Purpose of the use and disclosure 

__ Further Treatment (Date of appointment ___________) __ Insurance Application 

__ Personal Records  __ Education   __ Disability Determination 

__ Vocational Rehabilitation __ At my request  __ Payment of Insurance claims 

__ Legal   __ Other ______________________________________ 

 

I authorize the use and disclosure of my individually identifiable health information as described 

above, including verbal and written exchanges about the information unless I indicated otherwise.  I 

understand that this authorization is voluntary.  I understand that if the person or organization I 

authorize to receive the information is not a health plan or health care provider, the released 

information may no longer be protected by federal privacy regulations and could be re-disclosed.  I 

understand that my healthcare and payment for my healthcare will not be affected if I do not sign 

this form. 

 

I understand that I may revoke this authorization in writing at any time, except to the extent action 

has already been taken in reliance on it.  I understand that this authorization will expire on: 

____________ (specify date or event) or, if not date or event is specified, 12 months from the date of 

signing. 

 

A photocopy of fax of this authorization will be treated in the same manner as the original. 

 

__________________________________________  _______________________ 

Signature of Patient/Guardian/Representative  Date 

 

______________________________________ 

(If not patient, state authority/relationship) 


