JOHNS HOPKINS OCCUPATIONAL HEALTH


        AUTHORIZATION FOR EXCHANGE OF HEALTH INFORMATION BETWEEN JOHNS HOPKINS
                             OCCUPATIONAL HEALTH AND A HEALTH CARE PROVIDER
	Employee/Patient Name:
	___________________________________________________________________________

  (first)                                              (m. initial)                                                  (last)

	Address:
	___________________________________________________________________________

                                                           (street address)

	
	___________________________________________________________________________

   (city)                                                 (state)                               (zip code)

	Birth Date:      
	_______________________________________________________________



	I have visited the Johns Hopkins Occupational Health employee wellness clinic (“Clinic”) for a current health condition or illness (“My Health Condition”).  The Clinic may recommend that I see another health care provider for tests or other evaluation. 
For this authorization, “My Health Information” means:
             ____ Complete Record

             ____ Abstract (discharge summary, operative  notes and test results)       

             ____ Discharge Summary                                         ____ Outpatient Record

             ____ Mental Health Records                                     ____ Diagnostic Test/Results (lab, x-rays and other test results)

             ____ Operative Report                                              ____ Drug & Alcohol Treatment Record

             ____ Admission History & Physical                           ____ Pathology Report

             ____ Immunization Record                                        ____ Emergency Room Record

                    Other:  __________________________________________________________________________________________   
for the period from _________________________________   to  ______________________________________.
I authorize Johns Hopkins Occupational Health to release My Health Information to any health care provider that I visit, and for any such health care provider to release My Health Information to Johns Hopkins Occupational Health, all for the purpose of addressing My Health Condition.




	I understand that:

· This authorization is voluntary.  My treatment will not be impacted, no matter if I sign this authorization or not.

· If I do not sign this authorization, My Health Information will not be disclosed as specified.
· I will receive a copy of this authorization upon signature.

· This authorization is valid for one year, unless I revoke this authorization or unless an earlier date is specified here:  _______________.

· Once My Health Information is disclosed as requested, it may no longer be protected by federal and state privacy laws, and could be re-disclosed by the person(s) receiving it.

· I may revoke this authorization at any time in writing addressed to Johns Hopkins Occupational Health AND to the health care provider that provided services to me.  

· The medical information released may contain information related to HIV status, AIDS, sexually transmitted diseases, mental health, drug and alcohol abuse, etc.



	Signature of 

Employee/Patient 
only:                     ________________________________________________     Date: __________________________
                                                                                                                                                          [Required]                                                                                                                                                     




                                 Original – Medical Records        Copy – Patient/Legal Representative               Effec. Date 12/10/08

