[REMOVE THIS DISCLAIMER BEFORE ADAPTING/USING THIS FORM] This document is a general example. It is not a substitute for experienced legal counsel. For use in practice, it is highly recommended that experienced counsel review and revise this example pursuant to the circumstances of each specific employer and factual situation including applicable state law.  Should you decide to retain Littler Mendelson to advise you, any such engagement would be subject to our usual procedures regarding conflict clearance and intake.  [REMOVE THIS DISCLAIMER BEFORE ADAPTING/USING THIS FORM]

Note #1: This form is intended to be used to obtain employees’ consent for the disclosure of their COVID-19 vaccination information by a health care provider to the employee’s employer.  In most states, the provider of a COVID vaccine need not obtain this consent prior to disclosure of COVID vaccinations if the provider is not a covered entity under HIPAA.  Also, the employee need not sign this form if the employee provides the COVID-19 vaccination information directly to the employer rather than the health care provider sending it to the employer.
Note #2:  This authorization must be in 14-point font when used for employees in California.
AUTHORIZATION FOR DISCLOSURE OF

PROTECTED HEALTH INFORMATION

TO:
[insert name of health care provider]

[insert mailing address]
1.
Authorization:  I hereby authorize you to disclose to [insert name of company] (the “Employer”), Attention: [insert relevant job title of HR professional who will receive the vaccination record], my record of vaccination against COVID-19 infection (the “protected health information” or “PHI”).  You may only provide the record of vaccination against COVID-19, along with the minimum necessary identification information, e.g., name and contact information, and no other PHI.
2.
Purpose Of The Disclosure:  For the Employer to protect against the risk of COVID-19 infection and to evaluate my ability to perform my job responsibilities.
Notice To Laboratory:  The Genetic Information Nondiscrimination Act of 2008 (GINA) prohibits employers and other entities covered by GINA Title II from requesting or requiring genetic information of an individual or family member of the individual, except as specifically allowed by this law. To comply with this law, the Employer is asking that you not request or seek any genetic information when conducting vaccinations for the individual who has signed this Authorization.  “Genetic information” as defined by GINA, includes an individual’s family medical history, the results of an individual’s or family member’s genetic tests, the fact that an individual or an individual’s family member sought or received genetic services, and genetic information of a fetus carried by an individual or an individual’s family member or an embryo lawfully held by an individual or family member receiving assistive reproductive services.

3.
Revocation Rights:  I understand that I have the right to revoke this Authorization at any time by sending a written notice of revocation to the health care provider identified above.  I understand that the revocation will become effective upon receipt.  I understand that any PHI disclosed pursuant to this Authorization before the effective date of a revocation will not be subject to the revocation.  
4.
Further Disclosure:  I understand that once the health care provider identified above discloses PHI pursuant to this Authorization, the PHI may no longer be protected under federal law, and the recipient may further disclose the PHI which it receives pursuant to this Authorization, unless barred from doing so by applicable state law.
5.
Expiration Date:  I understand that this Authorization will expire one year from the date stated below. 
6.
Conditions: I understand that the health care provider listed above may not condition treatment, payment, enrollment, or eligibility for benefits on whether I sign this Authorization. [Note: In Virginia, replace the foregoing with: “I understand that the health care provider listed above may not condition treatment or payment on my willingness to sign this Authorization unless the specific circumstances under which such conditioning is permitted by law are applicable and are set forth in this Authorization.”] [Note: In Maine, add: “I may refuse authorization to disclose all or some PHI but that refusal may result in improper diagnosis or treatment, denial of coverage or a claim for health benefits or other insurance or other adverse consequences.”]
7.
Rights: I understand that I am entitled to receive a paper copy of this Authorization upon request. [Note: Add in Virginia: A copy of this Authorization and a notation concerning the persons or agencies to whom disclosure was made shall be included with my original health records.  As the person signing this Authorization, I understand that I am giving my permission to the above-named health care provider to disclose confidential health records.]  
Signature:_________________________________________________

Type or Print Name: _________________________________________

Date:  ____________________________________________________
[Electronic signature alternative:
By checking the “I Agree” box below, I (a) authorize Employer to disclose my Vaccination Information to the Recipient as described above, and (b) agree that my check of the “I Agree” box is my electronic signature and to use an electronic signature to demonstrate my authorization.  My electronic signature is as legally binding as an ink signature.

· I Agree

Note: Please be advised that an electronic signature may not be enforceable if the company does not implement an authentication process (a process to prove that the signer is the individual whose name is printed on the form).]
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