
HIPAA AUTHORIZATION FOR RELEASE OF


PROTECTED HEALTH INFORMATION

In accordance with the Health Insurance Portability and Accountability Act of 1996 and its implementing regulations:

I, __________________________________________ [print name], the ___________________ 
[parent/guardian] of ________________________________________________ [minor’s name], hereby authorize providers subject to the HIPAA Privacy Rule to disclose Protected Health Information (PHI) to the Adult Leaders of Boy Scout Troop 874 for purposes of enabling that/those individual(s) to: 

· authorize/obtain appropriate medical treatment of my child in my absence, and 

· enable them to notify/discuss with me of the nature/extent of the injuries/emergencies being addressed by the medical care being provided to my child.  

Upon production of this document, you, the provider, may make these disclosures at the request of the aforementioned authorized person(s).

This authorization does/does not [circle one] authorize the disclosure of psychotherapy notes, if applicable.  (Delete this sentence – I don’t understand how this applies to emergency treatment)
This authorization expires on 12/31/06.  I understand that I may revoke this authorization at any time prior to that date by requesting in writing that the aforementioned authorized person(s) physically destroy this document.

I understand that you, the provider, may document receipt of this authorization, and retain it as required by 42 CFR 164.530(j).  I understand that I can not revoke this authorization once you, the provider, has accepted this authorization and acted in reliance upon it.

I understand that once you, the provider, disclose PHI to the aforementioned authorized person(s), that information is no longer protected by the HIPAA Privacy Rule, and as such, may be subject to re-disclosure by the aforementioned authorized person(s).

________________________________________ [signature]

________________________________________ [date]
