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Student Medical Record Transmittal Request

Health Insurance Portability and Accountability Act

(HIPAA) Authorization Form
Please note that this Authorization is not valid unless it has been filled out completely.
We are requesting the release of medical information for use in providing appropriate educational services, programs, or 
updating previous reports, for the following student:
	Student Name:
	     
	Date of Birth:
	     

	Street Address
	     

	City, State, Zip
	     


	Information to be released from/disclosed to:

	
	Information to be released from/disclosed to:

	     
	
	     
	
	Kathy Stinely,RN
	
	School Nurse

	Name
	
	Title
	
	Name
	
	Title

	     
	
	Gale Elementary

	School, Agency or Individual
	
	
	School, Agency, or Individual
	

	     
	
	678 S. Gollob Rd

	Street Address
	
	
	Street Address
	

	     
	
	Tucson, AZ
	85710

	City, State, Zip
	
	
	City, State
	Zip

	     
	
	     
	
	(520) 731-4517
	731-4501

	Phone
	
	Fax
	
	Phone
	
	Fax


1. Information to be Disclosed-Covering the Periods of Health Care: 

	From:
	8/1/16
	To:
	8/1/20


                    Date                                                                                                           Date
	
	Complete Health Record(s)
	
	
	Progress Notes

	
	History and Physical Examination 
	
	
	Psychiatric/Psychological Reports and Notes

	
	Discharge Summary
	
	
	Admission Note

	
	Consultation Reports (specify): 
	
	
	Other (please specify) 
	

	
	
	     
	
	
	
	     


2. Purpose of Request 
Coordination and Management of health care at school to assure continuity of care
Evaluation for academic and/or behavioral issues at school
     Other: 
	3. Drug and/or Alcohol Abuse, Communicable Disease, Psychiatric, and or HIV/AIDS/Genetic Testing Records Release:
I agree that any medical record containing information in reference to the following may be released. I agree that any information regarding Drug and/or Alcohol Abuse, Communicable Diseases, Psychiatric, and/or Genetics 

Testing may be released _____Yes(initials)  ____No(initials)
I agree that any medical record containing information in reference to HIV/AIDS(Human Immunodeficiency Virus/Acquired Immunodeficiency Syndrome) testing and/or treatment may be released ________ Yes (initials)________ No (initials)


4. Time Line and Right to Revoke:  I may revoke this authorization by notifying the school administrator or administrator’s designee in writing of my desire to revoke it.  However, I understand that any action already taken in reliance on this authorization cannot be reversed, and my revocation will not affect those actions.  

5. Re-disclosure/Treatment:    I understand that the information used or disclosed may be subject to re-disclosure by the school receiving it, and would then no longer be protected by Health Insurance Portability and Accountability Act of 1996.  The above disclosing agency, employees, officers, and physicians are hereby released from any legal responsibility or liability for disclosure of the above information.
6. Signature of Parent or Personal Representative Who May Request Disclosure:

Print name: ______________________________ Authority to sign: _______________________________










(Parent or legal guardian)

Signature: ________________________________________________________ Date: _________________
06/08, reviewed 6/09   Health Services


