LETTERHEAD GOES HERE
Including email and phone number 
Health Insurance Portability and Accountability Act (HIPAA) Release Form

EMPLOYEE'S AUTHORIZATION FOR HEALTH CARE PROVIDER TO RELEASE MEDICAL/MENTAL INFORMATION

In order to approve your leave  or accommodation request, _______________________ needs you to complete this Health Insurance Portability and Accountability Act (HIPAA) request form so we can communicate with your health care provider as needed.

Under the regulations, employers are allowed to contact the employee’s health care provider directly “[i]f an employee’s serious health condition may also be a disability within the meaning of the Americans with Disabilities Act.”  29 CFR § 825.306(d).  

The regulations also permit an employer to make direct contact with the employee’s health care provider to seek “clarification and authentication” of medical certifications.  The regulations also require that employers initiate such contacts only through “a health care provider, a human resource professional, a leave administrator, or a management official.”    29 CFR § 825.307(a). 
While the employee is not required to permit his or her health care provider to communicate with the employer, the employer may deny the designation of leave is the employee fails to give this consent.  29 CFR § 825.307(a). 
1. I, __________________________________, (print name) authorize the following parties and their representatives (from hereon referred to as “health care professionals”) to release information relating to my health/mental/vision/dental conditions to _________________________ (from hereon referred to as the “Company”) and to discuss these conditions with the Company and its designated representatives:

Provider



Address




Telephone/FAX

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

2. If this release is for a dependent and NOT for the person listed above, please list the dependent below: 

Name




Relationship




Date of Birth

___________________________________________________________________________________
3. I also do hereby authorize these health care professionals and their representatives to release the following information relating to my or my listed dependent’s health/mental/vision/dental conditions to the Company and to openly discuss these conditions with the Company and the Company’s designated representatives: 

Check the appropriate area:

____  Entire Record

____  Only the period of time from _____________ to _____________

____  Only information relating to (specify):  ______________________________________________

___________________________________________________________________________

____  Psychotherapy Notes ONLY (By checking this box, I understand that I am waving any 

 psychotherapist-patient privilege that may exist.)

4. I understand that releasing the “Entire Record” will include all records deemed necessary by the provider and the Company, including, but not limited to, all medical/mental, dental and vision conditions, limitations, medications, immunizations, medical history, consultation records from health care providers, etc. 

If any of the following sensitive information is NOT to be disclosed, please check the appropriate boxes:

_____  Alcohol/Substance Abuse Treatment/Referral
_____  Sexually Transmitted Diseases

_____  Mental Health (Other than Psychotherapy notes)
_____  HIV/AIDS-related Condition/Treatment

5. I understand that unless I restrict the release of this information, the information in my health record may include information relating to sexually transmitted disease, acquired immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV).  It may also include information about behavioral or mental health services, and treatment for alcohol and drug abuse. 

6. I also release all parties and their representatives from any and all liability that may arise for releasing this information or discussing this information with the Company and its designated representatives. 

7. I understand and agree that this information for which I am authorizing disclosure may be used for such business-related reasons as, but not limited to, determining my need for a leave of absence, determining my ability to return to work and/or perform the essential functions of my position either with or without a reasonable accommodation, etc. and the Company may share the information it receives with health care providers, insurance providers, third party administrators, consultants, attorney’s, or anyone else the organization deems appropriate in making such determinations. 

8. I authorize the Company to release my medical information to Company employees that are interested in my condition and progress as the Company deems appropriate for the duration of this release and subject to the limitations specified in this release.  


________  YES    ________   NO
9. I understand that I have a right to revoke this authorization at any time. I understand that if I revoke this authorization, I must do so in writing and present my written revocation to the Human Resource Department. I understand that the revocation will not apply to information that has already been released in response to this authorization. I understand that the revocation will not apply to my insurance company when the law provides my insurer with the right to contest a claim under my policy. 

10. If I fail to specify an expiration date or event, this authorization will expire one (1) year from the date on which it was signed. 

or

This authorization will expire on _____________________. 

11. I understand that once the above information is disclosed, it may be redisclosed by the recipient and the information may not be protected by federal privacy laws or regulations, which includes but is not limited to the Health Insurance Portability and Accountability Act Privacy Rule [45 CFR Part 164] and the Privacy Act of 1974 [5 USC 552a]. 

I understand authorizing the use or disclosure of the information identified above is voluntary. I need not sign this form to ensure healthcare treatment or insurance coverage. 

_______________________________________

_______________________

Signature of Employee 




Date

Distribution of copies: Original to Employee’s Secured Medical File and  Copy to Employee.

NOTE:  This form should be used if the employer is receiving medical information directly from the health care provider.  Medical information that is received directly from a health care provider, an insurance company or a third party administrator will be protected under HIPPA.

However, if health information is received from any other source, then the HIPAA Law will not cover the information an employer receives.  Therefore, it is advisable in many cases to have the employee provide the employer with this medical information rather than accepting it directly from the health care provider.
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