AUTHORIZATION TO DISCLOSE HEALTH INFORMATION

I,  














(FULL NAME OF EMPLOYEE/PATIENT)

hereby authorize











                                      (individual or organization holding medical records)
to release to:
insert address
the following medical information from my personal medical records:

I give my permission for this medical information to be used for the following purpose:

When records are being provided to insert employer name from an outside health care provider, I know that I can cancel this authorization at any time by writing to the provider listed above.  If I cancel this authorization, then my provider will stop providing insert employer name with information about me.  However, I cannot cancel actions that they have already taken by relying on my authorization.

I understand that once the physician/healthcare provider gives insert employer name information about me based on this authorization, federal privacy laws may not prevent insert employer name from further disclosing my information. However, insert employer name has agreed that it will only use my information for medical surveillance purposes and will not use or disclose my information for any other reason or give it to any person not involved in medical surveillance activities.

This authorization will expire 6 (six) months from the signature date.

      (full name of employee or legal representative)











              ____________________

      (signature of employee or legal representative)

Date of Signature

      (Date of release of records)














 Records released by:         (Name)                                          (signature)









17-Jun-05

