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Tulane University Authorization for Release of Protected Health 
Information and Revoke Authorization 

 
SCOPE OF POLICY 

 
This policy applies to Tulane University Medical Group, its participating physicians and clinicians, and all 
University employees and business units who provide management, administrative, financial, legal, and 
operational support to or on behalf of Tulane University Medical Group and have been designated as part 
of the Tulane University HIPAA Health Care Component. 
 
 

STATEMENT OF POLICY 
 

The Tulane University Health Care Component must obtain a written authorization from a patient prior to 
using or disclosing of protected health information (PHI) for the purposes described in the implementation 
section of this policy and in the Tulane University Notice of Privacy Practices (the “Notice”) or any joint 
notice with respect to organized healthcare arrangements in which Tulane University Medical Group 
participates (“Joint Notice”). Requests by Tulane University Medical Group patients relating to information 
maintained by a hospital should be referred to the hospital. 
 

IMPLEMENTATION OF POLICY 
 
Authorization for uses and disclosures of protected health information (PHI) must be obtained for: 
1) Uses and disclosures outside of treatment, payment, and health care operations, unless otherwise 

permitted by law or the Notice or Joint Notice as applicable; 
2) Uses and disclosures created for research (when required pursuant to policy GC-012);  
3) Psychotherapy notes except: 

a) To carry out treatment, payment, or health care operations: 
i) Use by the originator of the notes for treatment; 
ii) Use or disclosure in training programs in which trainees, students, or practitioner in mental 

health learn under supervision to practice or improve their skills in group, joint, family, or 
individual counseling; or 

iii) Use or disclosure by a facility to defend a legal action or other proceeding brought on by the 
individual. 

b) Use and disclosure with respect to oversight of the originator of the notes. 
 
“Psychotherapy notes” means: notes recorded (in any medium) by a physician or clinician who is a 
mental health professional documenting or analyzing the contents of a conversation during a private 
counseling session or a group, joint, or family counseling session that are separated from the rest of the 
individual’s medical record. Psychotherapy notes exclude medication prescription and monitoring, 
counseling session start and stop times, the modalities and frequencies of treatment furnished, results 
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of clinical tests, and any summary of the following items; diagnosis, functional status, the treatment 
plan, symptoms, prognosis and progress to date. 

 
Other authorization or consent requirements may apply, in accordance with the policy on Sensitive 
Information, GC-023, or Billing Audits,  GC-024. 
 
The provision of treatment to an individual may not be conditioned on signing an authorization except for: 
1) Research-related treatment; and 
2) Health care that is solely for the purpose of creating information for disclosure to a third party. 
 
An individual may revoke an authorization in writing except to the extent that: 
1) The facility has taken action in reliance thereon; or 
2)    If an authorization was obtained as a condition of obtaining insurance coverage. 
 
PROCEDURE:   
1) In general, all written authorization must be obtained using the authorization form in this policy (see 

Attachment A). However, any signed form presented by a patient or his/her representative that contains 
the same information as the form in Attachment A is acceptable.  

2) Every signed authorization must be documented and retained for a minimum of six (6) years. 
3) An authorization for use of PHI may not be combined with any other document to create a compound 

authorization, except as follows: 
a) An authorization for the use and disclosure of PHI created for research may be combined with any 

other type of written permission for the same research study, including another authorization or a 
research informed consent. 

b) An authorization for use or disclosure of psychotherapy notes may only be combined with 
authorization for use or disclosure of psychotherapy notes. 

c) An authorization in accordance with this policy, other than an authorization for a use or disclosure 
of psychotherapy notes, may be combined with any other authorization except when the provision 
of treatment or payment has been conditioned on the provision of one of the authorizations. 



AUTHORIZATION FOR RELEASE OF PROTECTED HEALTH INFORMATION (PHI) 

1430 Tulane Ave. – TW22 
     New Orleans, LA 70112 
 

Clinic Tel. No._____________ 

 
Authorization/Release of Medical 

Information 
 
This authorizes ________________________________________________________________________________________ 
                                     (Organization)                                                         (Individual Releasing information) 
_______________________________________________________________________________________________________________ 
                                        (Address) 
to release the following information on_____________________________________________________________________ 

(Patient’s Name)                                         (DOB)                             (Medical Record Number) 
to___________________________________________________________________________________________________ 

                       (Organization)                                           (Individual Receiving Information) 
____________________________________________________________________________________________________ 
                                     (Mailing Address) 
for the purpose of   

 Insurance claim 
 Continued care by another physician or health care facility 
 Disability determination 
 Marketing 

 

 
 Research 
 Publicity related activities 
 Fundraising 
 At the request of individual 
 Other (please state reason for 

release)_______________________________________ 
This authorization will expire on__________________________________________________________________________ 

 
DESCRIPTION OF INFORMATION TO BE USED OR DISCLOSED 

Is this request for psychotherapy notes? 
 Yes.  Then this is the only item you may request on this authorization. You must submit another authorization for other 

items below. 
 No.  Then you may check as many items below as needed. 

_____Medical Record             ______ Itemized bill                  _______Other_____________________________  
 

Specific description of information to be used or disclosed_______________________________________________ 
______________________________________________________________________________________________ 

 
I acknowledge, and hereby consent to such, that the released information may contain alcohol, drug abuse, psychiatric, and/or 
genetic test results. _____________ (Initial) 
I hereby consent to release my HIV test results: _________ (Initial)  I have a right to refuse to release my HIV test results, 
except where release is authorized by law without my consent.  

        
I understand that : 
1. I may refuse to sign this authorization and that it is strictly voluntary. 
2. If I do not sign this form, my health care and the payment for my health care will not be affected. 
3. I may revoke this authorization at any time in writing, but if I do, it will not have an effect on any actions taken prior to 

receiving the revocation. Further details may be found in the Notice of Privacy Practices. 
4. If the receiver is not a health plan or health care provider the released information may no longer be protected by federal 

privacy regulations and may be re-disclosed. 
5. I understand that I may see and obtain a copy of the information described on this form, for a reasonable copy fee, if I ask 

for it. 
6. I may have a copy of this form after I sign it. 

SIGNATURES 
I have read the above and authorize the disclosure of the protected health information as stated. 
 
Signature of Patient/Guardian/Patient Representative: Date: 

Print Name of Patient’s Representative: Relationship to Patient: 

Tulane University     
    Medical Group 



 

 
REVOKE AUTHORIZATION FOR USE AND DISCLOSURE 

OF PROTECTED HEALTH INFORMATION (PHI) 
 
 

Patient’s Name: 
 
 
 

Birth Date: SS#: 

Address: 
 
 
 

Telephone #: 

 
 
I hereby REVOKE authorization from 
_____________________________________________________________________ 
 
to release the health information of 
________________________________________________________________________ 
 
to 
______________________________________________________________________________________
____________ 
 
that was granted for the purpose of 
________________________________________________________________________ 
 
 
Type of access that was granted: 
 
 

 Entire Medical Record 
 Itemized bill 
 Other_____________________________________________________________ 

 
 
 
 
 
__________________ _________________________________________________
 ____________________________ 
(Date)   (Signature of Patient/Guardian/Patient Representative) (Relationship to 
Patient) 
 
 
_______________________________________________________ 
(Printed name) 
 
 
*Revocation of authorization for release of information except to the extent the action has been taken in 
reliance upon it. 



 

INDIVIDUAL AUTHORIZATION 
 
 

Patient Name:  _________________________________________  ID Number: _____________________ 
 
 
We understand that information about you and your health is personal, and we are committed to protecting 
the privacy of that information. Because of this commitment, we must obtain your written authorization 
before we may use or disclose your protected health information for the purposes described below. This 
form provides that authorization and helps us make sure that you are properly informed of how this 
information may be used or disclosed. Please read the information below carefully before signing this form. 
 
 

USE AND DISCLOSURE COVERED BY THIS AUTHORIZATION 
 
A representative of Tulane University Medical Group must answer these questions completely before 
providing this authorization form to you.  Do not sign a blank form. You or your personal representative 
should read the descriptions below before signing this form. 
 
Who will disclose the information? The person(s) or class of persons authorized to disclose the 
information are described below. 
 
 
 
Who will use and/or receive the information? The person(s) or class of persons authorized to receive the 
information are described below. 
 
 
 
 
What information will be used or disclosed? The descriptions below should be in enough detail so that 
you (or any organization that must disclose information pursuant to this authorization) can understand what 
information may be used or disclosed. 
 
 
 
 
What is the purpose of the use or disclosure? The purposes for which the information will be used or 
disclosed are described below. The words, “at the request of the individual,” are a sufficient description of 
the purpose when a patient initiates the authorization and chooses not to provide any further explanation of 
the purpose. 
 
 
 
 
When will this authorization expire? The date or event that will trigger the expiration of this 
authorization should be described below. 
 
 
 
 
 

 
 
 
 
 
 

 



 

SPECIFIC UNDERSTANDINGS 
 
By signing this authorization form, you authorize the use or disclosure of your protected health information 
as described above. This information may be re-disclosed if the recipient(s) described on this form is not 
required by law to protect the privacy of the information, and such information is no longer protected by 
federal health information privacy regulations. 
 
You have a right to refuse to sign this authorization. Your healthcare, the payment for your health care, and 
your healthcare benefits will not be affected if you do not sign this form. You also have a right to receive a 
copy of this form after you have signed it. 
 
If you sign this authorization, you will have the right to revoke it at anytime, except to the extent that the 
hospital has already taken action based upon your authorization. To revoke this authorization, please write 
to the manager of the specific site where you have been seen. 
 
 

SIGNATURE 
 
I have read this form and all of my questions about this form have been answered. By signing below, I 
acknowledge that I have read and accepted the above. 
 
 
_____________________________________________ 
Signature of Patient or Personal Representative 
 
 
_____________________________________________ 
Print Name of Patient or Personal Representative 
 
 
_____________________________________________ 
Date 
 
 
_____________________________________________ 
Description of Personal Representative’s Authority 
 
 

 
CONTACT INFORMATION 

 
The contact information of the patient or personal representative who signed this form should be filled in 
below. 
 
Address:        Telephone: 
_______________________________________  
 ________________________(daytime) 
_______________________________________  
 ________________________(evening) 
_______________________________________ 
_______________________________________   Email Address (optional): 
       
 ________________________________ 
 
 
 

THE PATIENT OR HIS OR HER PERSONAL REPRESENTATIVE MUST BE PROVIDED  
WITH A COPY OF THIS FORM AFTER IT HAS BEEN SIGNED. 

 


	SIGNATURES

