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AUTHORIZATION FOR RELEASE OF RECORDS
Subject: Authorization to release health information for ADA reasonable accommodation. 

I hereby request and authorize:
(Name of professional or institution)



(Street)




   (City)


    (State)

     (Zip)

to release my personal health information to Office for Institutional Equity & Compliance, Missouri State University, 901 S. National Avenue, Springfield, MO  65897, for the purpose of providing information as to my physical □ or mental □ capacity to perform the essential job functions of  










.                                                                                                                                                                                                 (Position Title) 
I am engaged in the interactive process as required by the Americans with Disabilities Act (ADA) with the Office for Institutional Equity & Compliance, Missouri State University to explore reasonable accommodation alternatives that will allow me to work at Missouri State University, 901 S. National, Springfield, Missouri, 65897.






  is authorized to review the job description and provide

(Physician Name)

complete answers to the questions on the provided form and will return the form to the employer 
when completed.  






is also authorized to orally 
                                                


(Physician Name)
discuss my physical or mental capacity to perform work duties over the phone with the Office for Institutional Equity & Compliance, Missouri State University.
This authorization expires upon termination of my employment with Missouri State University, or when I request in writing that it be withdrawn. I acknowledge that I have received a written copy of this authorization. I understand all of the notices set forth below.

(Employee Name)







(Date)











-
-


(Employee Signature)







(Social Security Number)

(Witness Signature)


Important Notices under HIPAA

I,                                                  understand that I may revoke this authorization at any time by
                         (Employee’s Name)
providing the Office for Institutional Equity & Compliance, Missouri State University, Springfield, Missouri with written notice that I am revoking this authorization. I understand, however, that I may not revoke any action that Missouri State University has taken in reliance upon this authorization prior to the date I revoke this authorization. I also understand that the federal Americans with Disabilities Act (ADA) requires me to be an active participant in the interactive process and to provide Missouri State University with my medical information that is necessary to determine what reasonable accommodation is appropriate for me. If I fail to cooperate in the interactive process or fail to provide the necessary medical information, I understand that the Office for Institutional Equity & Compliance at Missouri State University will not recommend accommodation.

I understand that this written authorization and the medical certification form completed by me will become an employment record and will be retained by Missouri State University for six years as required by law. (45 CFR §§ 164.508 (b) and (c) and 164.530 (j). I understand that the federal Health Insurance Portability and Accountability Act (HIPAA) protected health information rules do not apply to an employment record and Jana Estergard may disclose the information to others with a business need to know for the purpose of evaluating the alternatives and implementing appropriate reasonable accommodation. Missouri State University however will comply with the confidentiality rules required by ADA.

I acknowledge that I have read and understand these notices.

(Employee Signature)







(Date)

(Witness Signature)

Missouri State University is an EO/AA institution.
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