St. Norbert College Health Services

Authorization for Disclosure of Protected Health Information (PHI)

Name___________________________________________________________   DOB________________

Address_______________________________________________________________________________

_______________________________________________________________________________

Authorizes ____________________________________________________________________________



   
Name of Health Care provider/plan authorized to release PHI


Address____________________________________________________________________________________________

Release to:_____________________________________________________________________________




Name of Health Care provider/plan authorized to receive PHI


Address____________________________________________________________________________________________



Dates of PHI to be released:________________________________________________________________

PHI to be released:   
( Medical history, examination reports
(  Treatment or Tests (dates)___________
( Immunizations



( Laboratory/x-ray reports

(  Entire Record
(  Surgical reports
( Hospital records



(  Allergy records


(  Prescription meds
(  Consultations
(  Other (specify)

__________________________________________________________________________________________

In compliance with WI state law, a special authorization is required for release of the following PHI.  Please release the following PHI to include the following dates;___________________________________________________________________________________



(  Mental Health 
( Alcoholism
(  HIV (AIDS)
(  Developmental disabilities



(  Drug Abuse
(  Sexually Transmitted Diseases

(  Other ( specify)




__________________________________________________________________________________________

Purpose for release of PHI:





(  Continuation of medical care
( Insurance eligibility/benefits
(  Legal Investigation or action


(  Personal use
(  Changing medical provider
(  Other (specify)                      __________________________________________________________________________________________

I understand that if the person/agency listed above is not a health care provider, health plan or health care clearinghouse, who must

follow the federal privacy standards, the PHI disclosed as a result of this authorization may no longer be protected by the 

federal privacy standards and my PHI may be re-disclosed without obtaining my authorization.

I understand that I have the right to receive a copy of this authorization.

I understand that I have the right to refuse to sign this authorization. 

I also understand that the person/agency who I am authorizing to use/disclose my PHI may not condition treatment, payment, or 

enrollment in a health plan or eligibility for health care benefits based on my decision to sign this authorization, with the exception of :

· Research-related treatment may be conditioned on an authorization to use/disclose PHI for such research

· Health plan enrollment or eligibility may be conditioned when determining underwriting or risk rating and the authorization is not use/disclosure of psychotherapy notes

· An entity subject to the Privacy Rule may condition the provision of health care that is solely for the purpose of creating health information for disclosure to a third party on the provision of an authorization for disclosure of PHI to such third party (You must include a description of these circumstances upon signing of this authorization).

I understand written notification is necessary to cancel this authorization.  To obtain information on how to withdraw authorization, or to receive a copy of a withdrawal, contact the SNC senior director for Health & Wellness Services at 920-403-3266.
This authorization is effective until (date)_____________________.  I have had an opportunity to review and understand the content of this authorization form.  By signing this authorization, I am confirming that it accurately reflects my wishes.

Signature of PHI to be disclosed:____________________________________________________________  Date________________

If signed by a person other than individual, indicate relationship _______________________________________________________   HIPAA authorization form 06/2014
