Central Regional Pathology Lab

2945 Hazelwood Street, Suite 310
Maplewood, MN  55109
651.264.1500      fax 651.264.1646


AUTHORIZATION FOR RELEASE OF SPECIMEN

Patient Name: ____________________________________ Date of Birth: __________________

Street Address: ________________________________________________________________

City, State, Zip: ________________________________________________________________

Phone Number: ________________________________________________________________

Central Regional Pathology Laboratories (CRPL) is hereby authorized to release the (tissue) specimen noted below, as requested, to the recipient noted below; per signed agreement of said patient.

Specimen type to be released: ____________________________________________________

CRPL Surgical Number: _____________________

Date of Service: ___________________________
Specimen to be released to: _______ Individual

                                              _______ Legal Counsel

                                              _______ Authorized Representative

Specimen to be:                    _______Picked Up

                                              _______Sent Out  (Please complete address below)

                                                            Name: _________________________________________

                                                            Address: _______________________________________

                                                            _______________________________________________

                                                            City, State, Zip: __________________________________

                                                            Phone Number: __________________________________

I understand that I may revoke this consent at any time and that upon fulfillment of the above stated purpose, this consent will automatically expire six (6) months following the date of signature without any express revocation.  A photocopy of this authorization will be sufficient as the original.

____________________________________   ________________________________________

Signature of Patient/Guardian                            Relationship to Patient

____________________________________   ________________________________________

Date                                                                    Reason Patient Unable to Sign

____________________________________

Witness Signature


