RUTGERS UNIVERSITY- NEWARK HEALTH SERVICES 
249 University Avenue, Newark, New Jersey 07102-1896
Phone 973-353-5231 Fax 973-353-1390

AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION

I hereby give Rutgers University-Newark Health Services (RUHS-Newark) permission to disclose my Protected Health Information (PHI).

PURPOSE OF DISCLOSURE: 
___ Personal use				___ Payment of insurance claim
___ Further medical health care		___ Legal investigation
___ Further mental health care		___ Others: ___________________________________

DISCLOSE THE FOLLOWING FROM MY MEDICAL RECORD: 
(NOTE: there is a charge per page of medical record requested)
___ Physical examination		___ Visit/Chart/Progress notes 
___ Gynecological examination	___ Sexual assault information	___ STI test results
___ Laboratory test results 	___ ECG			___ Genetic test results		
___ Immunization record		___ Billing records		___ Pathology reports
___ Radiology report		___ Consultation Referral report	___ Others: __________________________
___ Complete medical chart
Date of Service: from ____/____/_______ to ____/____/_______

DISCLOSING HIGHLY CONFIDENTIAL INFORMATION:
I understand that the information in my health record may include information or references to the existence of and/or treatment for drug and/or alcohol abuse, mental health, (psychiatric and/or psychological records, etc.), domestic violence, sexual assault, sexual history, sexually transmitted diseases, pregnancy, tuberculosis, hepatitis B or C, human immunodeficiency virus (HIV) and/or acquired immune deficiency syndrome (AIDS) or genetic information.  This information will not be released unless I indicate by initialing below authorizing release of such information.  I understand that if I initial showing approval, any and all such information will be released:

Initial: _____

RELEASE THE INFORMATION TO: 
		
___ Person or Facility*: _______________________________________				
*Recipient of this Protected Health Information may not share any information without proper authorization to disclose.

METHOD OF DISCLOSURE (Provide information such as address, fax or email):
___ Hand delivery (to RU Counseling Services)
___ Mail (__Regular or __Certified): Address: _____________________________________		
                		       		  _____________________________________ 
___ Fax**: Fax Number: _______________
___ Email (__Regular** or __ Secure Message): Email Address: _______________
___ Verbal (__Phone or __in-Person): Phone Number: _______________
___ Others: ___________________________________
**I understand this may not be secure.

PATIENT INFORMATION:
Information used or disclosed pursuant to the authorization may be subject to re-disclosure by the recipient and will no longer be protected by the federal regulations protecting privacy of an individual’s health information under the Health Insurance Portability and Accountability Act of 1996 (“HIPAA Privacy Regulations”) and other applicable federal and state law.  If I am authorizing the release of HIV/AIDS-related, alcohol or drug treatment, mental health treatment or genetic information, the recipient is prohibited from re-disclosing such information or using the disclosed information for any other purpose without my authorization unless permitted to do so under federal or state law.

I understand that I may inspect and/or copy the information to be disclosed.

I understand that this authorization is voluntary.  I understand that I do not need to sign this form in order to ensure health care treatment, payment, enrollment in my health plan, or eligibility for benefits.  I also understand that if I have any questions regarding the use or disclosure of my health information, I may contact the privacy officer at the health care provider authorized to disclose this information.

Photocopies and facsimile copies of this Authorization shall be deemed to be originals. 

This authorization may be revoked by me at any time except to the extent that the person(s) and/or organization(s) listed above have already acted in reliance upon this authorization.  If I revoke this authorization, I need to do so in writing and mail or hand deliver it to: Rutgers University-Newark Health Services, 249 University Avenue, Newark, NJ 07102. If not revoked by me, this authorization will terminate on: 			  (include date or event). 


PATIENT CONTACT INFORMATION
Name (Print): ________________________________	DOB: _______________
Student ID: __________________________________	Email: _____________________________________	
							Cell phone: _________________________________	
Signature: ___________________________________	Date: ____/____/_______

================================================================================
FOR RUHS STAFF ONLY
Reviewed by:  ______________________________		Date: ____/____/_______
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