
Authorization for the Release of Information
Name:

Date of Birth (mm/dd/yyyy):					            University of St. Thomas ID#:

 Present 			                        		  Continuing until this form expires or is revoked –OR–
 Specific start date:					     Specific end date:

	 •	 Dean of Students / Residence Life
	 •	 Disability Resources / Academic Counseling

	 Center for Well-Being
	 Other (specify organization, department, or individual) 
Complete each line below:

University of St. Thomas   •   Center for Well-Being   •   2115 Summit Avenue, St. Paul, MN  55105 12/2023

Consider these departments that we often work with in the TO / FROM boxes below:

Person / Practice:

Street:

City:

State:				                Zip:

Phone:			                   Fax:		

	 Center for Well-Being  |  FAX: (651) 962-6751
	 Other (specify organization, department, or individual) 
Complete each line below:

RELEASE INFORMATION FROM: RELEASE INFORMATION TO:

DELIVERY OF INFORMATION:
Preferred Method:
    	  Written copy (may include completed forms)             Verbal only
	

Date information is needed:
	 Mailed	   Secure Email (Liquid Files)   Written information will be faxed, unless an alternate method is checked:

	 •	 Sports Medicine / Twin Cities Orthopedic
	 •	 Other Healthcare Facilities
	 • 	 Self

Person / Practice:

Street:

City:

State:				                Zip:

Phone:			 


