


Authorization for Release of Medical InformationPRIVATE 


by TRUSTEE/CLIENT NAME


Pursuant to the


Health Insurance Portability and Accountability Act of 1996 ("HIPAA")


and


California Confidentiality of Medical Information Act ("CMIA")
Article 1.


Grant of Authority to My Personal





Representative/Authorized Representative


By this Authorization for Release of Medical Information ("authorization"), I, TRUSTEE/CLIENT NAME, hereby authorize release of confidential medical information about me to the following individuals or entities:


and/or



any other individual or entity appointed to act as Trustee or successor Trustee of the TRUST NAME dated DATE OF TRUST, or any other trust created by DECEDENT NAME (hereinafter the "principal") including any subsequent amendments thereto, even if any such individual or entity has not yet acted as Trustee or successor Trustee; and/or



any individual appointed to act as the Agent under the principal's "Advance Health Care Directive" or any subsequently executed Advance Health Care Directive, even if any such individual has not yet acted as the principal's Agent.


The individuals and entities named above are to be deemed the principal's "personal representatives" as that term is defined in the Health Insurance Portability and Accountability Act of 1996 and its regulations, and the principal's "authorized representatives" and "authorized recipients" as defined by California Civil Code § 56.05(b).

Article 2.


Specific Terms of This Authorization



a.
 Limited Use of Medical Information




i. 
By Trustees, Executors and Agents Under Durable Power of Attorney



The principal's personal representatives/authorized representatives, other than the principal's Agent under the principal's Advance Health Care Directive, may use the medical information released to them only for the purpose of protecting the principal in case of my incompetency or incapacity, including, but not limited to:  





Determining my ability to manage the principal's personal and/or financial affairs and whether I am competent or have capacity or am incompetent or incapacitated (including any determination made after my death such as for purposes of defending against a contest of the principal's estate plan or defending against or prosecuting any other legal matter); 





Determining the principal's ability to continue to remain in the principal's current residence; and 





Determining whether to apply moneys for the principal's health, support and maintenance needs.




ii.
By Agents Under Advance Health Care Directive



The principal's personal representatives/authorized representatives, who are the principal's Agents under the principal's Advance Health Care Directive, may use the medical information released to them only for the purpose of assisting in making the principal's healthcare decisions in case I am unable to do so, including, but not limited to:   





Determining my ability to make healthcare decisions for the principal;





Making medical decisions on the principal's behalf if I am not able to make such decisions; 





Determining the principal's ability to continue to remain in the principal's current residence; and





Making end-of-life decisions for the principal if I am not able to make such decisions.



b. 
Types of Medical Information to Be Released



I authorize the release and disclosure of all my individually identifiable health information and protected health information ("PHI"), without restriction, whether oral or recorded in any form or medium, and whether past, present or future, including but not limited to: 



Examination and history records;




Diagnostic and treatment records, including imaging and testing of any kind, such as but not limited to HIV/AIDS, sexually transmitted diseases, mental illness, and drug or alcohol abuse; 


Any written opinion related to my capacity or incapacity;



Psychiatric, psychotherapy and/or medical records and notes, such as but not limited to mental health records protected by the Lanterman-Petris-Short Act, regarding any mental health condition;




Identities of health care providers;




Employment records; and




Billing records.


c.
Supersedes Any Prior Agreement


The authorization given here shall supersede any prior agreement that I may have made with any party (referred to in the paragraph entitled "Who May Release Medical Information") to restrict access to or disclosure of any of the medical information described in the paragraph entitled "Types of Medical Information to Be Released”, but only with regard to the principal's estate.  I hereby waive any privilege which may apply to release of such information, records, or other documents.


d.
Who May Release Medical Information



This authorization applies to any person or entity that has custody of medical information about me, including, but not limited to physician, dentist, chiropractor, osteopath, psychiatrist, psychologist, therapist, nurse, hospital, ambulance service, assisted living facility, residential care facility, bed and board facility, nursing home, other healthcare professional or provider, healthcare service plan, public health authority, employer, insurance company, school, clinic, laboratory, pharmacy, pharmaceutical company, medical information bureau or clearinghouse, or any contractor to any of them that has access to such medical information.



e.
Re-Disclosure of Information


I acknowledge that information released or disclosed pursuant to this authorization may be subject to re-release or re-disclosure by my personal representative/authorized representative (for example, but not by way of limitation, in order to accomplish the purposes described in the paragraph entitled "Limited Use of Medical Information").  I understand that once information is re-released or re-disclosed it may no longer be protected by HIPAA and CMIA privacy rules.  My personal representative/authorized representative shall not be required, prior to the release of my medical information, to indemnify any of the parties described in the paragraph entitled "Who May Release Medical Information" for any use, re-release or re-disclosure of information.

Article 3.



General Matters



a.
Copies



A copy or facsimile of this authorization has the same power as an original.



It is my intention that any copy of this authorization may be used by the person designated as my personal representative/authorized representative and may be relied upon by any third party and that no inference that I have revoked this authorization may be drawn from the fact that the original is not available or accessible.



b.
Duration and Revocation



This authorization is effective immediately and shall not be affected by, and shall not terminate by, reason of my subsequent disability, incapacity or incompetency.  



I may revoke my authorization at any time in a written document signed by me and delivered to any of the persons or entities described in the paragraph entitled "Who May Release Medical Information".  Such revocation shall be effective upon actual receipt except to the extent actions have already been taken in reliance upon this authorization.



If I do not revoke this authorization, it expires fifty (50) years after my death.



c.
Release of Liability



I hereby release and hold harmless my personal representative/authorized representative, and any party described in the paragraph entitled "Who May Release Medical Information", who, acting in good faith, attempts to comply with the provisions of this authorization, from any liability that may result from the use, release or disclosure or re-release or re-disclosure of any information under this authorization.

d.
Severability



I intend that this authorization conform to United States and California law.  In the event that any provision of this document is invalid, the remaining provisions shall nonetheless remain in full force and effect.

NOTICE TO THE PERSON SIGNING THIS DOCUMENT:
YOU HAVE THE RIGHT TO RECEIVE A COPY OF THIS

AUTHORIZATION.  THE PERSONS AND/OR ENTITIES YOU HAVE

NAMED (IN ARTICLE 1) MAY IMMEDIATELY HAVE ACCESS TO YOUR

MEDICAL INFORMATION FOR THE PURPOSES SET FORTH (IN THE

PARAGRAPH ENTITLED "LIMITED USE OF MEDICAL INFORMATION"), UNLESS YOU REVOKE THIS IN WRITING (PURSUANT TO THE PARAGRAPH ENTITLED "DURATION AND REVOCATION").

Dated:                       


 
                                                      






TRUSTEE/CLIENT NAME
ACKNOWLEDGMENT

A notary public or other officer completing this certificate verifies only the identity of the individual who signed the document to which this certificate is attached, and not the truthfulness, accuracy, or validity of that document.
STATE OF CALIFORNIA

)






)  ss.

COUNTY OF _______________  )


On                                          before me,                                                   , Notary Public, personally appeared TRUSTEE/CLIENT NAME, who proved to me on the basis of satisfactory evidence to be the person whose name is subscribed to the within instrument and acknowledged to me that his/her/their executed the same in his/her/their authorized capacity, and that by his/her/their signature on the instrument the person, or the entity upon behalf of which the person acted, executed the instrument.

I certify under PENALTY OF PERJURY under the laws of the State of California that the foregoing paragraph is true and correct.

WITNESS my hand and official seal.
Signature:                                                   





(Seal)

(Seal)
HIPAA AUTHORIZATION (2 TRUSTEES)





NOTE: UPDATE OR REPLACE WITH YOUR APPLICABLE STATE NOTARY ACKNOWLEDGEMENT FORM
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