[image: A close-up of a logo

Description automatically generated]
Medical Release Form
Please print this information below
Patient’s Name ______________________________ Date of Birth_________________
Address____________________________________ Phone #_____________________
City__________________ State __________Zip Code ___________________________
I authorize my health care information to be released to the following recipient:
Clinic Name: STESIN ENDOCRINOLOGY LLC    FAX # 763-582-1860
Address: 13911 RIDGEDALE DRIVE, SUITE 165, MINNETONKA, MN 55305
I authorize the release of my health information for the following specific purpose: ________________________________________________________________
I am consenting to my health care provider to use or disclose my health information during the term of this Authorization to the recipient that I have identified:
Clinic Name: _____________________________ phone number __________________
Clinic Address_____________________________________ FAX: __________________
Please list what medical records you wish to be released:
________________________________________________________________________
Patient’s Name: _______________________________________ Date______________
If Individual is unable to sign this Authorization, please complete the information below:
Name of Guardian: _____________________________________Date ______________
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STESIN ENDOCRINOLOGY LLC

Mark P. Stesin, MD, FACE 13911 Ridgedale Drive, Suite 165
Minnetonka, MN 55305

Phone: (763) 582-1800

Fax: (763) 582-1860




