
The Consent to Release Information form must be filled out completely to comply with HIPAA regulations and 

in order to fulfill the request.   

 

Required fields are: 

 Patient Full Name and Date of Birth  

 Person or Facility to whom the information is to be provided 

 Address where the information needs to be sent 

 Information requested 

o Type of information 

o Date of services 

 Reason for request 

 Please check and initial any boxes in the Specific Authorization for Release of Information Protected 

by State or Federal Law that you do not want released.   

 Sign and Date after the “X”  

 Relationship if not the patient. 

o Minors (under 18 years old) – patient’s legal guardian or parent signs 

o Please call if you have questions as to who can sign for another person’s records. 

 

Optional fields are:  

 If you know the record source (hospital, clinic, etc.) otherwise, release is based on the information 

requested and dates of service provided. 

 If the delivery method is not complete, hardcopy/paper is the routine delivery method. 

 Include the signing person’s address and a Witness Name for signing. 

 

Upon completion of the form please mail it to: 

 

Great River Medical Center 

Attn:  HIM Dept. 

1221 South Gear Avenue 

West Burlington, IA  52655 

 

Or fax it to 319-768-1970   

 

Please call the Health Information Management department at 319-768-1900, with any questions.  Thank you 

and have a nice day. 

 

      Sincerely, 

      H.I.M. Department 

      



 


