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ADOPTEE’S REQUEST FOR ORIGINAL BIRTH RECORD INFORMATION 
AND SEARCH FOR AFFIDAVIT OF DISCLOSURE/NON-DISCLOSURE

To be completed by the adopted person age 19 or older, original signature notarized and submitted to the Minnesota Department of Health including a $13 fee. 

	CURRENT INFORMATION
	FIRST NAME
	MIDDLE NAME
	LAST NAME

	
	
	
	

	
	DATE OF BIRTH
	SEX
	RACE
	CITY & COUNTY OF BIRTH

	
	
	
	
	

	
	MOTHER’S FIRST NAME
	MIDDLE NAME
	MAIDEN NAME

	
	
	
	

	
	FATHER’S FIRST NAME
	MIDDLE NAME
	LAST NAME

	
	
	
	


	BIRTH INFORMATION (IF KNOWN)
	FIRST NAME
	MIDDLE NAME
	LAST NAME

	
	
	
	

	
	DATE OF BIRTH
	SEX
	RACE
	CITY & COUNTY OF BIRTH

	
	
	
	
	

	
	MOTHER’S FIRST NAME
	MIDDLE NAME
	MAIDEN NAME

	
	
	
	

	
	FATHER’S FIRST NAME
	MIDDLE NAME
	LAST NAME

	
	
	
	

	ADOPTION INFORMATION

(IF KNOWN)
	ADOPTION TYPE
	COUNTY OR ADOPTION AGENCY

	
	· Customary/Tribal

· International

· State Guardianship
· Private Domestic

· Step-Parent
	

	
	· 
	DATE ADOPTION FINALIZED
	COURT WHERE ADOPTION OCCURED

	
	· 
	
	


	Applicant Name (please print)
	

	Address
	

	Daytime Phone
	
	Email
	


Your signature must be notarized.

	Applicant Signature
	
	Date
	

	Signed or attested before me on:  ___________________________      Notary Public Signature:  ______________________________________

My commission expires:  ________________________________




Please mail request form and $13 fee to:

Minnesota Department of Health

Office of the State Registrar

PO Box 64882

St. Paul, MN  55164-0882












Minnesota Department of Health, Office of the State Registrar, P.O. Box 64882, St. Paul, MN, 55164-0882


