EMPLOYEE MEDICAL RECORDS RELEASE FORM

[EMPLOYEE FULL NAME]

[EMPLOYEE STREET ADDRESS]

[EMPLOYEE CITY, STATE, ZIP CODE]

[EMPLOYEE DATE OF BIRTH]

[EMPLOYEE PHONE NUMBER]

[EMPLOYEE EMAIL ADDRESS]

[EMPLOYEE IDENTIFICATION NUMBER]

[EMPLOYER NAME]

[EMPLOYER STREET ADDRESS]

[EMPLOYER CITY, STATE, ZIP CODE]

[EMPLOYER PHONE NUMBER]

[EMPLOYER EMAIL ADDRESS]

[HR CONTACT NAME]

[DATE OF REQUEST]

RE: AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS

1. AUTHORIZATION AND PURPOSE

1.1 I, [EMPLOYEE FULL NAME], hereby authorize the use and disclosure of my individually identifiable health information as described in this form.

1.2 This authorization is voluntary and is intended to permit the release of my medical records to the party or parties designated below.

1.3 The purpose of this disclosure is: [PURPOSE OF DISCLOSURE].

2. HEALTHCARE PROVIDER OR RECORD CUSTODIAN

2.1 Name of Healthcare Provider or Record Custodian: [PROVIDER OR CUSTODIAN NAME].

2.2 Address: [PROVIDER OR CUSTODIAN STREET ADDRESS].

2.3 City, State, ZIP Code: [PROVIDER OR CUSTODIAN CITY, STATE, ZIP CODE].

2.4 Phone Number: [PROVIDER OR CUSTODIAN PHONE NUMBER].

2.5 Fax Number: [PROVIDER OR CUSTODIAN FAX NUMBER].

2.6 Email Address: [PROVIDER OR CUSTODIAN EMAIL ADDRESS].

2.7 Patient Account Number or Medical Record Number: [PATIENT ACCOUNT OR MEDICAL RECORD NUMBER].

3. PERSON OR ENTITY AUTHORIZED TO RECEIVE THE RECORDS

3.1 Name of Recipient: [RECIPIENT NAME].

3.2 Relationship to Employee: [RELATIONSHIP TO EMPLOYEE].

3.3 Address: [RECIPIENT STREET ADDRESS].

3.4 City, State, ZIP Code: [RECIPIENT CITY, STATE, ZIP CODE].

3.5 Phone Number: [RECIPIENT PHONE NUMBER].

3.6 Fax Number: [RECIPIENT FAX NUMBER].

3.7 Email Address: [RECIPIENT EMAIL ADDRESS].

4. INFORMATION TO BE DISCLOSED

4.1 I authorize the release of the following records or information (check all that apply):

4.1.1 [ ] Complete medical record.

4.1.2 [ ] Office visit notes and progress notes.

4.1.3 [ ] Hospital admission and discharge summaries.

4.1.4 [ ] Emergency department records.

4.1.5 [ ] Laboratory and diagnostic test results.

4.1.6 [ ] Imaging reports (X-ray, MRI, CT, ultrasound, etc.).

4.1.7 [ ] Surgical and procedure reports.

4.1.8 [ ] Pathology reports.

4.1.9 [ ] Prescription and medication history.

4.1.10 [ ] Immunization records.

4.1.11 [ ] Mental health records.

4.1.12 [ ] Substance use disorder treatment records.

4.1.13 [ ] HIV/AIDS testing and treatment records.

4.1.14 [ ] Genetic testing information.

4.1.15 [ ] Workers' compensation records.

4.1.16 [ ] Disability and leave of absence records.

4.1.17 [ ] Employment physical examination records.

4.1.18 [ ] Other: [SPECIFY OTHER RECORDS OR INFORMATION].

4.2 Date range of records requested: From [START DATE] to [END DATE].

4.3 I specifically authorize the release of records related to the following condition or treatment: [CONDITION OR TREATMENT DESCRIPTION].

5. METHOD OF DISCLOSURE

5.1 I authorize the records to be disclosed by the following method (check all that apply):

5.1.1 [ ] Paper copy sent by mail to the recipient address listed above.

5.1.2 [ ] Paper copy sent by fax to the recipient fax number listed above.

5.1.3 [ ] Secure electronic transmission to the recipient email address listed above.

5.1.4 [ ] Electronic copy provided on portable media (CD, DVD, USB drive).

5.1.5 [ ] Hand delivery to the recipient or the recipient's authorized representative.

5.1.6 [ ] Verbal disclosure by telephone to the recipient.

5.1.7 [ ] Other method: [SPECIFY OTHER METHOD].

6. EXPIRATION AND REVOCATION

6.1 This authorization shall remain in effect until [EXPIRATION DATE OR EVENT], unless I revoke it earlier in writing.

6.2 If no expiration date or event is specified, this authorization will expire one (1) year from the date of my signature below.

6.3 I understand that I have the right to revoke this authorization at any time by providing written notice to the healthcare provider or record custodian listed in Section 2.

6.4 I understand that revocation will not apply to any action already taken in reliance on this authorization.

6.5 I understand that revocation will not apply to the extent that the provider or custodian has already released records based on this authorization.

7. REDISCLOSURE AND LIMITATIONS

7.1 I understand that information used or disclosed pursuant to this authorization may be subject to redisclosure by the recipient.

7.2 I understand that once the records are disclosed to the recipient, the recipient may not be bound by the privacy protections of the Health Insurance Portability and Accountability Act (HIPAA) or other applicable laws.

7.3 I understand that the healthcare provider or record custodian may not condition treatment, payment, enrollment, or eligibility for benefits on my signing this authorization, except as permitted by law.

7.4 I understand that I have the right to receive a copy of this authorization after I sign it.

7.5 I understand that I have the right to inspect or copy the protected health information to be disclosed.

8. FEES FOR RECORDS

8.1 I understand that a reasonable, cost-based fee may be charged for the preparation and disclosure of my medical records.

8.2 I agree to pay any applicable fees associated with this request, unless otherwise prohibited by law.

8.3 The maximum fee I authorize for this request is: [MAXIMUM AUTHORIZED FEE].

9. SPECIAL AUTHORIZATIONS

9.1 Mental Health Records: I specifically authorize the release of mental health records: [ ] Yes [ ] No.

9.2 Substance Use Disorder Records: I specifically authorize the release of substance use disorder treatment records protected under 42 CFR Part 2: [ ] Yes [ ] No.

9.3 HIV/AIDS Records: I specifically authorize the release of HIV/AIDS testing and treatment records: [ ] Yes [ ] No.

9.4 Genetic Information: I specifically authorize the release of genetic testing information: [ ] Yes [ ] No.

9.5 Workers' Compensation Records: I specifically authorize the release of workers' compensation records: [ ] Yes [ ] No.

10. EMPLOYEE RIGHTS AND ACKNOWLEDGMENTS

10.1 I have read and understand this authorization form.

10.2 I have had the opportunity to ask questions about this authorization.

10.3 I understand that I may receive a copy of this authorization upon request.

10.4 I understand that my treatment, payment, enrollment, or eligibility for benefits will not be conditioned on signing this authorization, except as permitted by law.

10.5 I understand that the information disclosed may include information relating to sexually transmitted diseases, acquired immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV).

10.6 I understand that the information disclosed may include information relating to mental health treatment or substance use disorder treatment.

10.7 I understand that the information disclosed may include genetic testing information.

10.8 I understand that this authorization is voluntary.

11. SIGNATURE AND DATE

11.1 Employee Signature: ______________________________________

11.2 Printed Name: [EMPLOYEE FULL NAME]

11.3 Date Signed: [DATE SIGNED]

11.4 If signed by a personal representative or authorized individual:

11.4.1 Signature: ______________________________________

11.4.2 Printed Name: [REPRESENTATIVE FULL NAME]

11.4.3 Relationship to Employee: [REPRESENTATIVE RELATIONSHIP]

11.4.4 Authority to Sign: [LEGAL AUTHORITY OR DOCUMENTATION]

11.4.5 Date Signed: [REPRESENTATIVE DATE SIGNED]

12. WITNESS ATTESTATION (IF REQUIRED)

12.1 Witness Signature: ______________________________________

12.2 Printed Name: [WITNESS FULL NAME]

12.3 Date Signed: [WITNESS DATE SIGNED]

13. NOTARY ACKNOWLEDGMENT (IF REQUIRED)

13.1 State of: [STATE]

13.2 County of: [COUNTY]

13.3 On this [DAY] day of [MONTH], [YEAR], before me personally appeared [EMPLOYEE FULL NAME], known to me or proved to me on the basis of satisfactory evidence to be the person whose name is subscribed to this instrument.

13.4 Notary Public Signature: ______________________________________

13.5 Printed Name: [NOTARY FULL NAME]

13.6 Commission Number: [NOTARY COMMISSION NUMBER]

13.7 My Commission Expires: [NOTARY COMMISSION EXPIRATION DATE]

14. RECORDS RECEIVED ACKNOWLEDGMENT

14.1 I acknowledge receipt of the records requested in this authorization.

14.2 Recipient Signature: ______________________________________

14.3 Printed Name: [RECIPIENT FULL NAME]

14.4 Date Received: [DATE RECEIVED]

14.5 Records Received By: [METHOD OF RECEIPT]

15. PROVIDER OR CUSTODIAN RELEASE CERTIFICATION

15.1 I certify that the records released pursuant to this authorization are accurate and complete to the best of my knowledge.

15.2 Released By Signature: ______________________________________

15.3 Printed Name: [RELEASING OFFICIAL FULL NAME]

15.4 Title: [RELEASING OFFICIAL TITLE]

15.5 Date Released: [DATE RELEASED]

15.6 Records Released By: [METHOD OF RELEASE]

16. ADDITIONAL NOTES OR INSTRUCTIONS

16.1 [ADDITIONAL NOTES OR INSTRUCTIONS]

16.2 [ADDITIONAL NOTES OR INSTRUCTIONS]

16.3 [ADDITIONAL NOTES OR INSTRUCTIONS]
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