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PURPOSE:

The Authorization for Disclosure of Consumer Medical/Health Information (Authorization) is a statewide form implemented by multiple state agencies, including the Department of Health and Senior Services (DHSS), in response to the Health Insurance Portability and Accountability Act of 1996 (HIPAA).  This form serves as written documentation to obtain and/or release protected health information (PHI) as required by HIPAA.  PHI is defined as any individually identifiable health information which would include:

* DHSS case record information; 

* demographic information (name, address, date of birth, etc.); and

* physical and mental health information contained in the case.  

[image: image1.png]This form provides maximum protections for Reported Adult (RA) privacy and will serve as a legal means of documenting the RA’s permission for information sharing.  Use of this form will also document what information is released and the purpose of the disclosure.  This form is to be used prior to all DHSS requests for PHI from an outside entity or for any requests from outside entities of PHI contained in DHSS files.  The Authorization for Disclosure is located in this manual, and it can be found in Case Compass. 
NUMBER OF COPIES:

Three copies are required.  

INSTRUCTIONS:


This form is to be clearly written in ink or typed prior to being signed by the RA.  No blank or partially completed forms are to be signed by the RA.  When initiated by DHSS, Division of Senior and Disability Services (DSDS) or it designee, DSDS or its designee shall review all the information contained in the document i.e., page 1 and page 2.
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* Indicate the person who is authorizing the release of the medical/health information about the RA.  This may be the RA, legal guardian or Durable Power of Attorney for Health Care (DPOA-HC).

If the authorizing individual is not the RA, a copy of the document granting legal authority to act on behalf of the client must be attached.  This document may be letters testamentary declaring the authorizer as legal guardian or a copy of a DPOA-HC executed in favor of the authorizer.  If the person is deceased, the document granting legal authority would be letters testamentary appointing a personal representative.

* Check the state agency that is to provide the medical/health information about the RA.  The “Other” category shall be used when medical/health information is being requested from hospitals, doctors, clinics, etc.

* Complete the full proper name, date of birth and social security number of the RA.

* List the dates of services that the requested records encompass.  These dates must be specific.  The phrase “any and all” is not specific and shall not be used.

* Check the state agency that is receiving the information.  If a facility or outside agency is requesting the information, mark “other” and complete the address information.

* Check all applicable purposes for the disclosure.  If the boxes provided are not applicable, mark “other” and write in the purpose.  For information needed during an investigation, it may be appropriate to write “for an abuse and/or neglect investigation.”

* Check all applicable information to be disclosed.  When the requested information is not listed, mark other and provide a description of the specific information.  
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1) Review with the RA.


2) This section will require the authorizer’s signature only if the information being requested is a drug/alcohol abuse record from a treatment facility.


3) Review with the RA only if records being requested are drug/alcohol abuse records.

4) Indicate the specific date the authorization becomes effective. 

5) The authorizer may designate when the authorization expires.  This shall be a specific date.  If the expiration is dependent upon an event, this must be an event that DHSS-DSDS or its designee would be aware of.  If the authorizer does not specify a date of expiration, the authorization will be valid for only one year from the date of signature.


The Adult Protective Community & Worker (APCW) shall review sections 6, 7 and 8 with the RA.

Signatures: In order to verify approval of the authorization, the RA shall sign and date when there is no other individual acting as legal representative.  A witness signature and date is required.  The witness may be a DSDS employee.  If another individual acting as legal representative is authorizing the release of information, that representative must also sign the form.  This signature must match the name at the beginning of the form.

Revocation 

This section shall be completed if the RA, or the individual with legal authority to act as representative for the RA, wishes to revoke the authorization.  The RA or representative must send the form to DHSS, the facility, or the agency indicated at the beginning of the form.

DISTRIBUTION:

One copy shall remain with the RA/representative.  A copy shall be sent to the agency disclosing/releasing the information and one copy shall be scanned and uploaded into the RA’s electronic record in Case Compass.
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