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	Individual/Organization Disclosing Protected Health Information:

	

	Name:
	DOH, Early Intervention/Program listed above
	Phone:   
	                                   
	Fax:      
	     

	

	Address:
	1350 South King Street #200 Honolulu, HI 96814

	
	
	
	
	
	

	Individual/Organization That Will Receive the Client/Patient’s Protected Health Information:

	

	Name:
	DOH Newborn Hearing Screening Program
	Phone:
	808-733-9054
	Fax:
	808-733-9068

	

	Address:
	741 Sunset Avenue, Honolulu, HI 96816

	
	
	
	
	
	

	Client/Patient Whose Protected Health Information is Being Requested:

	

	Child’s First Name:
	                 
	Child’s Last Name:
	     

	

	Child’s Birth Date:
	     
	

	

	Address:
	     

	

	I authorize that the following Protected Health Information be used/disclosed:  (Be specific. Identify limits, as appropriate.)  

	

	1.  Mother’s first and last name, child’s demographic and birth information, hearing screening results, primary care provider, 

	     health insurance and early intervention enrollment, including when a child with hearing concerns exits Part C prior to age 3.

	2.   If applicable, hearing status, audiological evaluation reports, and audiological services.  

	 

	Initial in the space provided if your authorization includes the use/disclosure of specially protected health information:

	

	                 
	            
	Mental Health
	     
	                        
	Substance Abuse Treatment
	     
	            
	HIV/AIDS

	
	Initial
	
	
	Initial
	
	
	Initial
	

	  
	
	
	
	
	

	The Protected Health Information is being used or disclosed for the following purposes: 

	

	1.   To obtain newborn hearing screening results. 

	2.  To support provision of appropriate audiological services.  

	3.   To complete required Federal and State reports.  

	

	Additional Information: 

	

	The authorization for the use or disclosure of the Protected Health Information noted above is valid only for the purposes stated above and will expire when the child and family exits Part C, Early Intervention.  

	
	
	
	
	
	

	This authorization may be revoked at any time, upon written notice by the parent or legal guardian except to the extent that the information has already been shared according to the terms of the use or disclosure.

	
	
	
	
	
	

	I understand that although this information may be no longer protected under the Privacy rule, redisclosure is strictly prohibited by the receiving Individual/Organization and is protected by Family Educational Rights and Privacy Act (FERPA, 34 CFR Part 99).

	
	
	
	
	
	

	The Individual/Organization receiving this information will not condition my child’s treatment, payment, and enrollment in a health plan or eligibility for benefits (if applicable) on whether I provide authorization for the requested use or disclosure.

	
	
	
	
	
	

	
	
	
	
	
	

	     
	
	     

	Print Name
	
	Relationship to Child

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	     
	

	Signature of Parent/Legal Guardian
	
	
	Date
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