State of New Jersey
Department of Human Services

HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT “HIPAA” AUTHORIZATION TO DISCLOSE INFORMATION



I understand that my information, which is retained by the New Jersey State Department of Human Services (DHS) or one of its divisions, may not be disclosed to another person without my express written authority. In accordance with New Jersey State Law and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1996 (HIPAA), I hereby give authority to DHS to disclose any and all information regarding:

*Individual's Name (Print):                                                                                                                    

*Date of Birth:	

To:


*Name 


*Telephone Number	Fax Number


*Name of Organization


*Address


*City/State/Zip

· The information obtained by DHS may include your medical records, treatment records, and diagnostic records and may be used consistent with the procedures described in the attached HIPAA Notice of Privacy Practices.

· This authorization expires on                                            or one year from the date signed below, whichever is less.  I understand that upon this expiration date, DHS will no longer provide my information to the person stated above, and that if I wish for this person to continue to receive information, I must execute another authorization.

· I understand that if the above-named person is not a health care provider or part of a health plan covered by federal privacy regulations, my personal health information may be re-disclosed by the person I have named above and will no longer be protected by these regulations.



· The recipient named above may be prohibited from disclosing substance abuse information under the Federal Substance Abuse Confidentiality Requirements.

· I understand that if I refuse to sign this form, DHS will not disclose my information to the person named above except as otherwise required by court order or statute.

· I understand that treatment, payment enrollment or eligibility for benefits will not be contingent upon my signing of this authorization form.

· Further I understand that if I am authorizing DHS to disclose information about substance abuse treatment, alcohol abuse treatment or my HIV status, I must state the purpose of the disclosure.  My purpose in allowing DHS to disclose this information is as follows:
													

													

													

· [bookmark: _GoBack]I understand I may revoke this authorization at any time. Revocation is effective upon receipt of written notification by DHS, except to the extent that DHS has taken action in reliance on this authorization.



													
*Signature (or mark) of Individual, Parent of Minor Child, Legal Guardian or Attorney- in-Fact 


													
*Date of Signature					*Telephone Number



Name of Parent of Minor Child, Legal Guardian or Attorney-in-Fact (if applicable)
(A copy of valid Appointment of Guardianship or Power of Attorney must be attached if applicable)


If a mark is provided in place of a signature, above, the mark must be witnessed:

		
Witness Signature (if applicable)

	
Witness Name/Title








*Denotes information that is required.
DHS HIPPA AUTH
(New 11/5/2014)

