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General Consent/Authorization                      Office Use Only

for Release of Information CASE NUMBER

To be completed by the person giving consent/authorizing release of information (please print):  We ask for this 
information only to verify your identity and to locate your data.

NAME

STREET ADDRESS CITY STATE ZIP CODE

DATE OF BIRTH (MM/DD/YYYY) SOCIAL SECURITY NUMBER

If you get SNAP, cash assistance, health care or child support services, or are a license holder, please provide at least 
one of these numbers:

MEMBER ID NUMBER (PERSON MASTER INDEX [PMI] NUMBER) NATIONAL PROVIDER IDENTIFIER (NPI) NUMBER

SINGLE MEMBER INDEX (SMI) NUMBER FAMILY DAY CARE LICENSE NUMBER FOSTER CARE LICENSE NUMBER

Authorization/Consent: I authorize the Minnesota Department of Human Services (“DHS”) to release the following 
information about me: (Must be completed)

Information to be released

The information will be released to: (Must be completed)

NAME COMPANY OR AGENCY

STREET ADDRESS

CITY STATE ZIP CODE PHONE NUMBER

The information will be used for: (Must be completed)

Information use
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Consequences: I know:

• state and federal privacy laws protect my records;

• why I am being asked to release this information or that this authorization is made at my request;

• signing this authorization will not affect my treatment, payment, enrollment or eligibility for benefits;

• that, generally, I must give my written consent for DHS to give out the information;

• that if I do not consent, the information will not be released unless the law otherwise allows it;

• I may stop this consent with a written notice to DHS at any time, but this written notice will not affect information  
DHS has already released;

• My right to stop this authorization may be limited by exceptions stated in DHS’ Notice of Privacy Practices, which 
may be found on the DHS public website;

• that the person or agency that gets my information may be able to pass it on to others;

• that if DHS passes my information on to others, it may no longer be protected by this authorization; and

• that this authorization ends one year from the date I sign it, unless the law allows for a longer period.

CLIENT SIGNATURE DATE

OR

SIGNATURE OF PARENT/GUARDIAN/AUTHORIZED REPRESENTATIVE DATE
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800-657-3672 or 651-297-3862

For accessible formats of this information or 
assistance with additional equal access to 
human services, write to DHS.info@state.mn.us, 
call 800-657-3672, or use your preferred relay 
service. ADA1 (2-18)
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General Consent/Authorization                      Office Use Only
for Release of Information
To be completed by the person giving consent/authorizing release of information (please print):  We ask for this information only to verify your identity and to locate your data.
If you get SNAP, cash assistance, health care or child support services, or are a license holder, please provide at least one of these numbers:
Authorization/Consent: I authorize the Minnesota Department of Human Services (“DHS”) to release the following information about me: (Must be completed)
The information will be released to: (Must be completed)
The information will be used for: (Must be completed)
Consequences: I know:
•         state and federal privacy laws protect my records;
•         why I am being asked to release this information or that this authorization is made at my request;
•         signing this authorization will not affect my treatment, payment, enrollment or eligibility for benefits;
•         that, generally, I must give my written consent for DHS to give out the information;
•         that if I do not consent, the information will not be released unless the law otherwise allows it;
•         I may stop this consent with a written notice to DHS at any time, but this written notice will not affect information  DHS has already released;
•         My right to stop this authorization may be limited by exceptions stated in DHS’ Notice of Privacy Practices, which may be found on the DHS public website;
•         that the person or agency that gets my information may be able to pass it on to others;
•         that if DHS passes my information on to others, it may no longer be protected by this authorization; and
•         that this authorization ends one year from the date I sign it, unless the law allows for a longer period.
CLIENT SIGNATURE
OR
SIGNATURE OF PARENT/GUARDIAN/AUTHORIZED REPRESENTATIVE
Minnesota Department of Human Services language block. Attention. If you need free help interpreting this document, call the above number.
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A form used by the Minnesota Department of Human Services to gather information and the authorization or consent of an applicant for SNAP, cash assistance, health care or child support services, or a license to provide services.
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