St. Norbert College

Health and Wellness Services
External Request for Disclosure of Personal Health Information

This form is to be used to verify the identity of the person/agency requesting the Personal Health Information (PHI) and the reason for disclosure.  This is NOT an "Authorization for Disclosure."  When authorization is required (see Privacy Notice), use the Authorization for Disclosure form.

Date ________________________________

Person/agency requesting PHI ___________________________________________________________

                                     Address ____________________________________________________________

                                     Telephone ______________________________  Fax _______________________

Individual whose PHI is requested:

Name ________________________________________________________________________________

DOB _______________________________________ Social Security Number _____________________

I agree to have PHI disclosed as indicated on this form

______________________________________________________________________________________

Signature  






        Date
Information to be released (check all applicable categories):

(   Complete copy of all records     (  Lab reports  
  (  Allergy records
                  (   Telephone/verbal communication

(  Itemization/Coding
      (  X-ray reports
  (  Counseling & Consultation visits           (  Immunization Records

(   Clinic records pertaining to outpatient treatment of (specify approximate dates and condition)


      ________________________________________________________________________________________________________

(   Other (specify)____________________________________________________________________________________________

For the following dates:_______________________________________________________________________________________

In compliance with Wisconsin Statues, which require special permission to release otherwise privileged information, please release records pertaining to: (check applicable condition)  

( Mental health
    
     (  Developmental Disabilities      (  Alcohol Treatment/Evaluation

(  AIDs/HIV-related illness  ( Drug treatment/evaluation       ( HIV test results

Purpose or need for disclosure:  (check applicable categories)

( Further medical care          ( Insurance claim      ( Application for insurance

( Legal investigation              (  Personal                 (  School disability  (  Academics                            

(  Other (specify) _________________________________________

The request for this disclosure of PHI is according to the Health Insurance Portability and Accountability Act of 1996 and is subject to all applicable law.

__________________________________________________               ____________________________

Signature of Requestor                                                                             Date

Authorization for Disclosure is necessary:                              ( Yes                      (  No                      

Authorization for Disclosure has been signed:                       (  Yes                      (  No
6/2014
