AUTHORIZATION TO OBTAIN OR RELEASE INFORMATION/RECORDS

Agency Contact Person: 
     
Phone:
     
FAX: 
     
CLIENT Information

Client’s Full Name: 
     
Date of Birth: 
     
Street Address: 
     
City/State/Zip:
     
CLINIC Information

Please indicate clinic location client was referred to for testing services:

 FORMCHECKBOX 

Hennepin County Public Health Clinic

 FORMCHECKBOX 

SPRCPH – Clinic 555

 FORMCHECKBOX 

Neighborhood Health Source

 FORMCHECKBOX 

LSS Teen Clinic

 FORMCHECKBOX 

Duluth Women’ Health Center

 FORMCHECKBOX 

Other (specify):      
TIME PERIOD Request is Valid From:

Beginning date:  
        
Ending date:
     
I authorized the above agency/contact person to receive my HIV test results from the specified clinic checked above, during the valid time period only. 

________________________________________________________________________

Client Signature/Date






Agency name


and logo here








