Lander County School District

HIPPA-Compliant Authorization for 
Exchange of Health Information
Patient/Student Name:___________________________
Date of Birth:____________

I hereby authorize_________________________________________________________




(Health Care Provider’s Name and Title)

at______________________________________________________________________

              (Health Care Provider’s Address and Telephone Number)

and__Kelsey Salazar, R.N.  Lander County School Nurse____________________________
              (Name and Title of School Official)

At 650 Altenburg (P.O. Box 1390), Battle Mountain, NV 89820  775-635-2415 (fax 775-635-8795)
              (Address & Telephone Number of School/School District)

to exchange health information/records for the purpose(s) listed below.

Description

The health information to be disclosed consists of:_____________________________________________________________________
_______________________________________________________________________.
Approximate dates of treatment:______________________________________________.
This information will be used for the following purpose(s):

1. Educational evaluation and program planning.

2. Health assessment and planning to ensure safe health care services and treatment in school.

3. Medical evaluation and treatment.

4. Other:

Authorization

This authorization is valid for one year or as specified.
It will expire on______________________________. 

I understand that I may revoke this authorization at any time by submitting written notice of the withdrawal of my consent.  I understand that revocation will not affect information that has already been released in response to authorization.  I recognize that health records, once received by the school district, may no longer be protected by HIPAA, but they will become education records protected by the Family Education Rights and Privacy Act (FERPA).  

_____________________________________________________________
Signature of Parent or other Authorized Agent 


Date
_________________________________________________________________________
Signature of Student*





Date
*If a minor student is authorized to consent to health care without parental consent under federal or state law, only the student shall sign this authorization form.
