RECORD RELEASE FORM
AUTHORIZATION TO SICK LEAVE BANK COMMITTEE TO REVIEW AND DISCUSS
RECORDS OF APPLICANT

Name of Sick Leave Bank Applicant:______________________________________________________________
Address:_____________________________________________________________________________________
Date of Birth: ___________________

I. Pursuant to my privacy rights under the Health Insurance Portability and Accountability Act
(“HIPAA”), and any other rights by affixing my signature below I understand and voluntarily consent to the following:  I hereby authorize the Sick Leave Bank Committee established pursuant to N.J.S.A. 18A:30- 10, 11, and 12, including its individual members, to review and discuss my medical condition, any and all medical records and any other relevant information received regarding me so as to determine my eligibility for sick leave bank benefits.  This authorization does not authorize the records or information to be released or used for any other purpose.  The records/information are to be considered confidential and are not to be disclosed to others unless authorized by me or required by law.

A.  The type and amount of information to be used or disclosed is as follows (include dates where 
appropriate):  Any and all medical records or other information furnished to the Sick Leave Bank Committee.

II.	Rights and Obligations under HIPAA:

	A.  Purpose of this Authorization:  I understand that the purpose of this authorization is to allow the members of the Sick Leave Bank Committee to review and discuss my medical condition, any and all medical records and any other relevant information received regarding me so as to determine my eligibility for sick leave bank benefits and for no other purpose.

	B.  Expiration Date:  Unless otherwise revoked, this authorization will expire six (6) months after the date of this authorization.

	C.  Right to Revoke:  I understand that I have the right to revoke this authorization at any time.  I understand that if I revoke this authorization, I must do so in writing and present my written revocation to the Sick Leave Bank Committee.  I understand the revocation will only be effective after it is received and that it does not apply to information that has already been released, reviewed or discussed in response to this authorization.

	D.  Voluntariness:  I understand that authorizing the disclosure of this information is voluntary.  I can refuse to sign this authorization. I need not sign this form.  I understand that I may inspect or copy the information to be used or disclosed.

	E.  Subsequent Disclosure:  I understand any disclosure of information carries with it the potential for re-disclosure and may not be protected by federal confidentiality rules.

	F.  Impact on Medical Treatment:  I understand that signing this authorization does not in any way affect my right to medical treatment.

	G.  Questions:  If I have questions about disclosure of my health information, I can contact the Sick Leave Bank Committee.

______________________________________________		Date______________________________
Signature of Sick Leave Bank Applicant
Or Duly Authorized Representative of Applicant


By signing this authorization, the Authorized Representative and/or Guardian certifies that s/he has the authority to act on behalf of the person indentified above on the basis of______________________________
____________________________________________________________________________________________








CERTIFICATION OF SICK LEAVE BANK COMMITTEE MEMBER REGARDING
CONFIDENTIALITY OF MEDICAL RECORDS OR OTHER INFORMATION
FURNISHED BY APPLICANT FOR SICK LEAVE BANK BENEFITS


	I agree that as a Sick Leave Bank Committee member, I will maintain the confidentiality of any medical records or other information received from an applicant which I review and/or discuss with other Sick Leave Bank Committee members in connection with an application for sick leave bank benefits.  I agree I will not disclose the information obtained to any other person or entity or use it for any other purpose, other than to the applicant and her/his designated representative, or unless required to do so as a matter of law.






						_________________________________________________
