Four Seasons Pediatrics

532 Moe Road

Clifton Park, NY  12065

Phone: 518-383-2425 / Fax: 518-383-3255
Request for E-mail/Fax Disclosure of PHI to a Designated Third Party

You have chosen to request that personally identifiable information (PHI) concerning your child/ yourself be disclosed by fax or email without the use of encryption.  Sending PHI via unencrypted e-mail or by fax has some risks that you should be aware of prior to giving your authorization.  These risks include, but are not limited to:

· Unencrypted e-mail sent over the internet is not secure and can be intercepted by unknown third parties.  

· E-mail content can be changed without the knowledge of the sender or receiver.

· Back up copies of e-mail may still exist even after the sender and receiver have deleted the messages.

· There is no assurance of confidentiality of information communicated via e-mail or fax.
Parent Acknowledgement and Agreement:

I acknowledge that I have read the above risks and understand there may be further risks involved by using fax or e-mail to receive/send PHI.

I acknowledge and understand that receiving/sending by fax or over the internet or using unencrypted e-mail may not be secure and there is no assurance of confidentiality of information sent by these methods.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                              
 FORMCHECKBOX 
  I authorize Four Seasons Pediatrics to send/ receive PHI via the e-mail/ fax number below regarding my child/myself named below. 

Patient Name: ___________________________________________ DOB __________________________     
Designated party: ____________________________________________

Relationship to patient:  _______________________________________

Phone: ___________________________________________

 FORMCHECKBOX 
 Fax ______________________________________

 FORMCHECKBOX 
 Email: ___________________________________________________________

Specific information to be released:  __________________________________________________________ 
Duration :   This authorization will become effective immediately and shall remain in effect for one year from the date of signature.  Unless specified by dates or defined event: ___________________________.

Revocation:  This authorization may be revoked in writing by the undersigned at any time prior to the release of information from the disclosing party.  Written revocation will not affect any action taken in reliance on this authorization before the written revocation was received.  Written revocation may be addressed to:  Privacy Officer, Four Seasons Pediatrics 532, Moe Road Clifton Park, NY  12065.

Redisclosure:  I understand that information disclosed pursuant to this authorization may be subject to redisclosure by the recipient and may no longer be protected by the federal HIPAA Privacy Rule.  If this authorization indicates by signature HIV, Drug/ Alcohol treatment, mental health information is being disclosed the recipient is prohibited from redisclosing such information without authorization unless permitted to do so under federal and state law. 

A Copy of this authorization is as valid as the original.  I have the right to receive a copy of this authorization. 

__________________________________________             _______________________________

Print Name                                                                               Relationship to child
__________________________________________             _______________________________

Signature                                                                                  Date
__________________________________________

Phone
