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AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION 

TO SOUTH COUNTRY HEALTH ALLIANCE

Member Name: 

SCHA Member ID#

Previous Name(s): 

Date of Birth

Address: 

Phone Numbers:  (Home):  

  (Work):  

   (Other): 

	Release Records From

Organization Name: 

Address:  

City, State, Zip:  

Phone:  

	Release Records To

South Country Health Alliance

FAX:  507-431-6329
Mail to:

South Country Health Alliance

110 West. Fremont Street

Owatonna, MN 55060

Attn:  Mental Health & Chemical Health Manager


To Whom It May Concern:  
South Country Health Alliance needs pertinent information in order to determine eligibility for Mental Health – Targeted Case Management services and to be able to approve claims payments.
Please fax the following records to South Country Health Alliance by ____________ (specify date) or within 10 days.  See fax number listed above.
□ Diagnostic Assessment

□ Certification of Severe Emotional Disturbance
□ Clinical notes



□ Certification of Serious and Persistent Mental Illness
□ Psychological Evaluation

□ Supplemental materials / correspondence supporting  □ SED or □ SPMI diagnosis
□ Other 
 
​​​​​​​​​​​​​​​​​​​
I have read and understand and following:

· If I change my mind, I may write to the address above to stop the release of my records.  This will not apply to records that have already been released.

· This form expires one year after I sign it or sooner (specify here: _____________________).  The time period noted here may exceed one year only in certain situations specified by law.

· Once you have released my records, you cannot prevent them from being released to a third party.

· To be valid, this form must be signed and dated.  A copy of this form is as valid as the original signed form.

· If I do not sign this form, I will still be treated, unless the treatment is part of a research project that requires this authorization.

________________________________________
___________________________________
___________________
Signature of member or authorized person

Authorized person’s authority to sign

Date

(If authorized person is signing, please also print name)

(Parent, guardian, legal representative, etc.)

Reason member is unable to sign:   
_____
Minor

_____Other:  _________________________________________
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South Country Health Alliance Member Services
1-866-567-7242 (toll free) « TTY 1-877-824-5611

Attention. If you want free help translating this information, call the above number.

el 3 g sall a8l o il (e slaall 038 dan i (8 dilae Bacbse a1 1Adaadle
dandaimni iignsinstgmunipnimsisanuiGsiiy augiai ielnisisinim
Paznja. Ako vam je potrebna besplatna pomo¢ za prevod ove informacije, nazovite gornji broj.
Ceeb toom. Yog koj xav tau kev pab txhais cov xov no dawb, thov hu rau tus xov tooj saud.
Ydogau. Gagannaudegnaunaugosife lunaucsaoaudonaolius, '%“'fﬁmsmﬂucaﬂ?ms{h’gjéﬂjcﬁgﬁ
Hubaddhu. Yoo akka odeeffannoon kun sii hitkamu gargaarsa tolaa feeta ta’e, lakkoofsa armaa olii bilbili.

Buumanue. Eciiu Bam HyskHa OecruiatHas IIOMOIIb B TIEPEBOjIe ATOM HHPOPMAIMH, TIO3BOHUTE M0 YKA3aHHOMY BBIIIE
TenedoHny.

Ogow. Haddii aad dooneyso in lagaa kaalmeeyo tarjama dda macluumaadkani oo lacag la’aan ah, wac lambarka
kore.

Atencion. Si desea recibir asistencia gratuita para traducir esta informacion, llame al numero que aparece mas
arriba.

(60-¥) 1000-54'T

Chu Y. Néu quy vi can dich thong tin nay mi€n phi, xin goi sO néu trén.

This information is available in other forms to people with disabilities by calling 1-866-567-7242 (toll
free) or 1-877-824-5611 (TTY for the hearing impaired), or 711, or through the Minnesota Relay at
1-800-627-3529 (TTY, Voice, ASCII, Hearing Carry Over), or 1-877-627-3848 (speech to speech relay
service).




