Check List for HIPAA Authorizations

Attached is a 12 item check list for HIPAA Authorization to Release/Request for an individual’s Health
Information/Treatment and Education Records. Any Authorization form that you receive requesting
health information must contain the 12 items.

I have also attached the University’'s HIPAA compliant Authorization http://www.ouhsc.edu/hipaa/forms-
clinics.asp to correspond with the numbers described on the checklist, and a copy of the HIPAA Privacy
Policy #23-Authorization. If the Authorizations you receive do not contain the 12 items, then the
Authorization is not compliant for release of Protected Health Information. If it is not compliant, send the
requestor OU’s HIPAA compliant Authorization and ask that they complete and return it so that we may
consider their request.

If the compliant Authorization is accompanied by a cover letter that is more specific than the
Authorization, you may rely on the more specific request.




CHECK LIST FOR HIPAA AUTHORIZATION
MEDICAL RECORDS REQUEST
(12 Item Check list)

1. A description of the protected health information to be used or disclosed that identifies it in a specific and
meaningful fashion. The form may request the entire health record, all records between specific dates, or
other specific items. It can be as simple as ... the complete medical record of ... ' but it must be "stated".
Note: A single Authorization form may not be used to authorize the release of Psychotherapy Notes and
other medical records. A separate from is required for Psychotherapy Notes.

2. The name or other specific identification of the person(s), or class of persons, who can make the
requested use or disclosure. For instance, the signed form should list either your department or someone in
your department by name.

3. The name or other specific identification of the person(s), or class of persons, to whom you may make the
requested disclosure. The specific entity(ies) to receive the information must be identified on the form.

4. A description of each purpose of the requested use or disclosure. The statement "at the request of the
individual" is a sufficient description of the purpose when a patient initiates the Authorization and does not,
or elects not to, provide a statement of the purpose. The above statement or some other description must
be included.

5. An expiration date or an expiration event that relates to the individual or the purpose stated of the use or
disclosure. The statement "end of research study," "none," or similar language is sufficient if the Authorization
is for a use or disclosure of protected health information for research incuding for the creation and
maintenance of a research database or research repository. A statement or date must be included.

6. Signature of the patient and date. If the Authorization is signed by a personal representative of the
individual, a description of such representative's authority to act for the individual must also be
provided in 6.1 Relationship to patient.

7. The individual's right to revoke the Authorization in writing, and any exceptions to that right, and a
description of how the individual may revoke the Authorization.

8. The ability or inability to condition treatment or payment for care, by stating either:

A. The covered entity may not condition treatment or payment, on whether
the individual signs the
Authorization..or

B. The consequences to the individual of a refusal to sign the Authorization.
(Remember that there are very limited circumstances in which action can be conditioned on a
patient's signing an Authorization. Refer to HIPAA Policy 3, Authorization.)

9. The potential for information disclosed pursuant to the Authorization to be subject to re-disclosure by
the recipient and no longer be protected by federal law. This 'notice’ must be included.

10. The information authorized for release may include protected health information related to mental
health. Release of mental health records or Psychotherapy Notes may require consent of the treating
provider or a court order.

11. Oklahoma law requires that the following or similar language appear in the Authorization: "THE
INFORMATION AUTHORIZED FOR RELEASE MAY INCLUDE RECORDS THAT MAY INDICATE THE
PRESENCE OF A COMMUNICABLE DISEASE OR NONCOMMUNICABLE DISEASE."

12. The following language must also be included when Drug/Alcohol Abuse Treatment records are involved:
Drug/Alcohol Abuse Treatment Records: The information authorized for release may include drug/alcohol
abuse treatment records. This category of medical information/records is protected by Federal confidentiality
rules (42 CFR Part 2). The Federal rules prohibit anyone receiving this information or record from making
further release unless further release is expressly permitted by the written Authorization of the person to
whom it pertains or is otherwise permitted by 42 CFR Part 2. A general Authorization for the release of
medical or other information is not sufficient for this purpose. The Federal rules restrict any use of the
information to criminally investigate or prosecute any alcohol or drug abuse patient. As a result, by signing
below, I specifically authorize any such records included in my health information to be released.



Insert College /Department Name
Insert College/Department Street Address

Insert Entity Name Here Insert College/Department City State and ZIP

Authorization to Release/Request for an Individual’s Health Information/Treatment and Education

Records
Last Name: First: Middle:
Other Names Used: Date of Birth:
Address: City: State:
Home Phone: ( ) Work Phone: { )

Check here if you are an enrolled OU student

I hereby request access to the protected health information in my health record or, if | am a student, my treatment/education record from

(date) to (date) maintained or created by the provider named below to the recipient named below.
If applicable, the student’s dates of enroliment are to .

[[] Most recent Progress Notes L1 Immunization Records

[ Pathology/Lab Reports [] Entire Health Record *(Excludes Psychotherapy Notes)

[ X-ray Reports/Fiims [ Other.

[ Discharge Summaries [1 Psychotherapy Notes* (if checking this box, no other boxes
[ Billing Records may be checked. A separate Authorization to

Release/Request for an Individual’'s Health information must
be completed to obtain additional records.)

[ 1 will pick up copies of my records ] Mail copies of my records to the individual noted below
[J Fax my records to: [ Provide my records in electronic form:
Records From: Records To:

Name: /;/\ Name: N\
Address: / A) ) Address:. / /4 \
Phone: \u Phone: \\_J/

Fax: Fax:

Purpose of Request: [] patient's request, [ dispute, [] referral, [] other:

I erstand:
| may revoke this Authorization at any time by providing my written revocation to the address at the top of this form. My revocation will
not apply to information aiready retained, used, or disclosed in response to this Authorizati Uniess sooner revoked, the automatic
expiration date of this Authorization will be twelve (12) months from the date of signatur@

. Unless the purpose of this Authorization is to determine payment of a claim or benefits, OU may not condition the provision of treatment
or payment for my care on my signing this Authorization.
L]

For non-students, information used or disclosed under this Authorization may be subject to re-disclosure by the recipient and no longer
protected by federal privacy regulations. Student treatment/education records may retain continuing privacy protections in accordance
with 34 CFR Part 99.

THE INFORMATION AUTHORIZED FOR RELEASE MAY INCLUDE RECORDS THAT MAY INDICATE THE PRESENCE OF A
COMMUNICABLE DISEASE OR NONCOMMUNICABLE DISEASE.

*The information authorized for release may include protected health information and/or student treatment/education records related to
mental health. Release of mental health records or psychotherapy notes may require consent of the treating provider or a court order.

. The information authorized for release may include drug/alcohol abuse treatment records. This category of medical information/records
is protected by Federal confidentiality rules (42 CFR Part 2). The Federal rules prohibit anyone receiving this information or record from
making further release unless further release is expressly permitted by the written authorization of the person to whom it pertains or is
otherwise permitted by 42 CFR Part 2. A generai authorization for the release of medical or other information is not sufficient for this
purpose. The Federal ruies restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient.
As a result, by signing below, | specifically authorize any such records included in my health information to be released.

. | agree that costs for records are as follows and are payable prior to the release of the requested records (initial one):
_____Paper Format — 50 cents per page, plus postage
__ Digital Format — 30 cents per page plus the cost of the digital media (disk, flash drive, etc.}, plus postage
. X-ray Film - $5 per x-ray film, plus postage
(Releases in response to subpoenas or requests by attorneys, and insurance companies are charged an additional $10 fee.) Make
checks payable to the University of Oklahoma. These fees were set by the Qklahoma legislature.

()

Signature of Patient, Parent, or Legal Authorized Representative** %onship to Patient Date

**May be requested to show hroof of representative status

File in Patient Chart HIPAA Document
Rev 10/2013 Retain for a minimum of 6 years




UNIVERSITY OF OKLAHOMA

HIPAA Privacy Policies
Subject: Authorization Page: 1 of 3
Policy #: Privacy-23 (Uses & Disclosures) Approved: October 8, 2002
Effective Date: April 1, 2003 Revised: 04/26/10; 09/14/12; 09/16/13

I. PURPOSE

To establish Authorization requirements for Uses and Disclosures of Protected Health
Information other than for Treatment, Payment, and Health Care Operations.

II. POLICY*

Health Care Components cannot Use or Disclose Protected Health Information for
purposes other than Treatment, Payment, and Health Care Operations without a valid written
Authorization from the patient, except as otherwise permitted by these Policies. The Use or
Disclosure made must be consistent with the Authorization.

Information released pursuant to Authorization may include alcohol and/or drug abuse
records protected under federal and/or state law. Re-disclosure of such alcohol and/or drug abuse
records by the recipient is prohibited without specific Authorization, as stated on the
Authorization form.

Except as 0therw1se permltted by the Prlvacy Regulatlons, an Authorxzatlon is required in
order for a Health Care Component to disclose PHI for purposes other than Treatment,
Payment, or Health Care Operations and for Use by or ])lsclosures to departments of the
University that are not designated Health Care Components.

Psychotherapy Notes

University Personnel must obtain an Authorization for any Use or Disclosure of
Psychotherapy Notes, except in limited circumstances. See, Privacy-24, Mental Health
Records.
Fundraising

Health Care Components must obtain an Authorization to Use and Disclose PHI

for certain fundraising activities. See Privacy-29, Fundraising.

*Capitalized terms are defined in Privacy-01, Definitions
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Marketing

Health Care Components must obtain an Authorization for any Use or Disclosure
of Protected Health Information for marketing, except in certain circumstances. See,
Privacy-28, Marketing.

Conditioning of Authorizations

Generally, Health Care Components may not condition the provision of Treatment to a
patient on the receipt of an Authorization, except in the context of Research involving Treatment.
See, Privacy-30, Research. Health Care Components may not condition the provision of
Treatment or Payment for Treatment on the receipt of an Authorization, unless the purpose of the
Authorization is to determine payment of a claim.

One exceptlon to the prohlbltlon on condltlonmg Treatment on the receipt of Authorization
: ‘ ' ; f :'a;«thi'rﬁdgparty.‘ For examp"le, o

Health Care Components can requlre an Authonzatlon as a condltlon to provndmg a drug

screening test or physical requested by an employer. el ,

Revocation of Authorizations

Health Care Components must permit patients to revoke their Authorizations, except to
the extent the Health Care Component has already taken action in reliance on the Authorization.
To revoke an Authorization, a patient must provide written notice to the Health Care Component
that received the original Authorization or to the University Privacy Official.

III. PROCEDURES

A. Any individual desiring access to or a copy of his PHI must submit a valid Authorization
to the Health Care Component or University Privacy Official. The Authorization must contain
all of the elements required by the Privacy Regulations and State law (See Request for
Individual’s Health Information/Authorization form on the HIPAA website.)

B. Prior to Using or Disclosing Protected Health Information pursuant to an Authorization,
University Personnel must review the Authorization to determine if it is valid. Health Care
Components may contact the Office of Legal Counsel or the University Privacy Official for help
in determining whether an Authorization is valid. An Authorization is not valid if it contains any
of the following defects:

1. the expiration date has passed or the expiration event is known to have occurred;

2. the Authorization has not been filled out completely;

3. University Personnel have knowledge that the Authorization has been revoked;

4. University Personnel have knowledge that some material information in the
Authorization is false;

3. the Authorization was obtained by improperly conditioning Treatment upon its
receipt;

6. the Authorization is missing one of the elements required by the Privacy

Regulations or State law; or
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7. if the Authorization is for Psychotherapy Notes, it is combined with another type
of Authorization or document.

C. If a Health Care Component seeks an Authorization from a patient for a Use or
Disclosure of Protected Health Information, the Health Care Component must provide the patient
with a copy of the signed Authorization.

D. Health Care Components must keep copies of Authorizations in the patient file for at
least six (6) years.

IV. REFERENCES
A. HIPAA Privacy Regulations, 45 C.F.R. 164.508
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