RECORDS AND FORMS MANAGEMENT 5.0
Clinical Records -- 5.1
Release of Medical Information Outside the Health Department -- 5.1.c
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POLICY

STD (including HIV)
Written authorization to release STD (including HIV) information from a medical record to any agency other than health departments in the state of Tennessee must be obtained from the patient, except as indicated below.

1. to enforce the provisions and regulations governing the control and treatment of sexually transmitted diseases [e.g., related to a properly executed Health Threat Procedure action, receipt of a court order consistent with T.C.A. 68-10-113(6)], or 

2. to protect the life of the patient in a medical emergency (prior to releasing information under this exception, Regional Health Officer approval is required), or 

3. when the interstate transmission of information to other state and local health departments is necessary to control and treat sexually transmitted diseases (e.g., syphilis patient moving to another state). 

Verbal or written authorization to release STD (including HIV) information from a medical record to a patient’s treating physician must be obtained from the patient, except as indicated below.

1. to enforce the provisions and regulations governing the control and treatment of sexually transmitted diseases [e.g., related to a properly executed Health Threat Procedure action, receipt of a court order consistent with T.C.A. 68-10-113(6)], or 

2. to protect the life of the patient in a medical emergency (prior to releasing information under this exception, Regional Health Officer approval is required), or 

3. when the interstate transmission of information to other state and local health departments is necessary to control and treat sexually transmitted diseases (e.g., syphilis patient moving to another state). 

Family Planning and Prenatal

Written authorization to release family planning or prenatal information from a medical record to any agency other than health departments in the state of Tennessee must be obtained from the patient.

Verbal or written authorization to release family planning or prenatal information from a medical record to a patient’s treating physician must be obtained from the patient.

Family planning or prenatal information from a medical record may be obtained by a subpoena or court order so long as the record clearly states that the related STD testing was part of normal family planning or prenatal services AND the STD test results are negative. Family Planning or Prenatal records containing positive STD test results cannot be obtained by subpoena and require a court order consistent with T.C.A. 68-10-113(6) or a release (notarized, if not the health department's release) signed by the patient.

Other Services

Written authorization to release information (except as noted above) from a medical record to any agency other than health departments in the state of Tennessee must be obtained from the patient, or the patient’s parent* or guardian*.

Release of information (except as noted above) from a medical record to a patient’s treating physician requires verbal or written authorization from the patient, or the patient’s parent* or guardian*.

Medical record information (except as noted above) may be released to an individual's properly executed and documented power of attorney or to a deceased patient's authorized representative.

APPLICABILITY
This policy applies to Local Health Department, Regional and Central Office personnel.

PURPOSE
To facilitate patient management while protecting the confidentiality of all patients.

PROCEDURE
The procedure to be followed in releasing medical information is guided by the type of information to be released; the agency or individual to whom information is to be released; and the circumstances under which the release of information occurs.

Medical records may be released upon receipt of a subpoena or court order if the patient has no record of a known or suspected STD.  Any medical record containing information concerning known or suspected STDs requires (1) a special court order which complies with T.C.A. 68-10-113, (2) a health department release signed by the patient, or (3) a notarized release from an attorney representing the patient.  Records that contain evidence of routine screening for STDs (for example, family planning records with Chlamydia and gonorrhea screening) may be released upon receipt of a subpoena or court order provided all test results are negative.  It will be necessary for any health department employee who receives a subpoena or court order to review the medical record of the patient and determine whether the record contains evidence of a known or suspected STD.  Prior to responding to the subpoena or court order, the employee must contact the attorney assigned to the Bureau of Health Services.  See Policy 3.13 for further information on an employee's responsibility related to a subpoena or court order.

Faxing of medical records is an acceptable procedure when the required authorization for release (as specified in this policy) is obtained and when other methods of delivery will not satisfy the urgent need for the medical record.

To release medical information about a patient, proper authorization (whether written or verbal) must be obtained.  Written authorization is valid for 12 months from date of signature.  The Release of Medical Record Information, PH-1778, or the TDH Referral Form, PH-2126, (recommended in those cases where the health department expects to receive health related information back from the treating physician/agency) may be used for written authorization purposes.

All forms of written authorization are to become part of the patient's medical record. All verbal authorizations are to be documented in the patient's medical record. When obtaining verbal authorization, appropriate precautions must be taken to ensure proper identity of the patient, parent or guardian.

Patients who enroll in the CSS Program, PEP Program, Home Visiting Program(s), and Families First Program are informed of the need to share specific types of information with other agencies and health providers prior to agreeing to enroll in those programs and must sign a program specific enrollment and/or release form. These forms serve as written authorization; therefore, the Release of Medical Record Information, PH-1778, or TDH Referral Form, PH-2126, need not be used for these patients.

NECESSARY FORMS
1. Release of Medical Record Information, PH-1778 

2. TDH Referral Form, PH-2126 

REFERENCE DOCUMENTS
1. T.C.A. 37-5-107 
2. T.C.A. 37-10-401 
3. T.C.A. 68-10-113 

OFFICE OF PRIMARY RESPONSIBILITY
Office of the Medical Director, Bureau of Health Services, (615)741-7305
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* A parent/guardian must give authorization if the patient is an unemancipated minor (under 18 years of age) or incompetent. The custody department (Department of Children’s Services) qualifies as the guardian of the child if the child is in State custody.

· Epidemiological activities are addressed by the Communicable Disease laws and regulations and, therefore, are not covered under this policy.  

· Immunization information is addressed by program rules and, therefore, is not covered under this policy. See Policy 5.1.d for information on the release of immunization information.

