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Authorization for Disclosure of Medical Information 
The _____________________ is hereby authorized to obtain the following information from the health records of _________________________ (HOSPITAL) related to the treatment of:



   (Write name of transplant center above)
Patient’s Name: ______________________Date of Birth: ________________SSN: ______________
Address: __________________________________________________________________________

Patient Daytime Telephone: ______________________ Evening Telephone: ___________________

Covering the Period of Healthcare:

From (date) ______________________ to the date I my participation in ______ ends.
    (Write in date of first transplant center visit above)
· Information to be disclosed:

□ Name

  
□ Address and phone numbers and email address  
□ Gender

□ Weight
  
□ Relationship between donor and candidate

□ Date of Birth

□ Height

  
□ 24-hour urine protein



□ Blood pressure

□ Body Mass Index
□ 24-hour urine creatinine clearance

□ Blood type

□ HLA antigens
  
□ Candidate PRA and HLA antibodies

□ Sensitization history

□ Cause of ESRD
  
□ Number of previous transplants


□ Dialysis history
□ Ethnicity

□ Infectious disease test results (CMV; EBV; Hepatitis)
□ Post-surgical outcomes related to donation or transplantation if applicable
If applicable, this authorization will include specifically protected or privilege information relating to:

· AIDS (Acquired Immunodeficiency Syndrome) or HIV (humans Immunodeficiency Virus) infection

· Alcohol and Drug Abuse Records Protected by Federal Confidentiality Rules 42 CFR Part 2

· Records Pertaining to Sexually Transmitted Diseases
 

· Domestic Violence Victims Counseling

· Genetic Test Results

I have placed a line through and initialed any portion of the above that lists information which I do not want released to the ______________________.
· I authorize HOSPITAL to disclose the information described above to allow the _____ to use my information related to my participation in the _____ program designed to identify potential kidney donor and recipient matches.  I authorize the _____ to use and disclose this information to any affiliated transplant center or paired kidney exchange program in which I am potentially involved in a paired kidney exchange match.
· I understand that my health care, the payment for my health care, and my health care benefits at the HOSPITAL will not be affected if I do not sign this form.  However, I understand that I will not be able to participate in the ____ if I do not sign this form.
· I understand that HOSPITAL must follow federal and state privacy laws when using and sharing my information, but that other entities receiving my information pursuant to this authorization may not have to follow the same privacy laws and, therefore, may share my information with others without being subject to penalties under those laws.  However, I understand that _____ will not share my information with anyone outside of the Exchange Program, the participating transplant centers or other paired kidney exchange programs without my permission.

· I understand this authorization may be revoked in writing at any time, except to the extent that action has been taken in reliance on this authorization.   This authorization will automatically expire when I end my participation in the _____.
· The HOSPITAL, its employees, officers, and physicians and the _____  its employees, officers and agents are hereby released from any legal responsibility or liability for re-disclosure of the above information to the extent indicated and authorized herein.

___________________________________        ___________    ________________________    ______________

Signature of Patient or Legal Representative
Date

Signature of Witness
             Date
OPO


Address


Phone
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