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AUTHORIZATION FOR RELEASE OF PROTECTED HEALTH INFORMATION 

I, _________________________________, whose date of birth is _______________, as 

permitted by the Health Insurance Portability and Accountability Act of 1996 (“HIPAA”) to the 

extent applicable, hereby authorize ATC HEALTHCARE TESTING AND SCREENING 

SERVICES, LLC (“ATC”), and any COVID-19 testing provider that under an agreement with 

ATC provides COVID-19 testing services, to test me for COVID-19 using a swab test, antibody 

test or other COVID-19 test, and to disclose my COVID-19 test results and/or symptom results 

to The District COVID-19 Coordinator and/or the school nurse, who is an Authorized Recipient 

as provided herein, which disclosure may be made by email transmission or by providing access 

through an internet portal to a database. I deem such disclosure to be necessary to aid in 

stemming the spread of COVID-19 at my school/workplace and in the community. 

1. Authorized Tester.  This Authorization shall extend to ATC and any COVID-19 

testing provider that under an agreement with ATC provides COVID-19 testing services and that 

has protected health information as defined in the Standards for Privacy of Individually 

Identifiable Health Information issued by the U.S. Department of Health and Human Services to 

implement the privacy requirements of HIPAA (the “Privacy Rule”).  Each such person or entity 

is referred to herein as an “Authorized Tester”. 

 

2. Available Protected Health Information.  The information that may be 

disclosed pursuant to this Authorization (referred to herein as my “Available Protected Health 

Information”) is limited to my COVID-19 Test and COVID-19 Symptom Results. 

 

3. Authorized Recipients.  Each person authorized to receive any of my Available 

Protected Health Information as set forth herein below is referred to herein as an “Authorized 

Recipient”.   

 

a. An Authorized Tester is authorized to disclose all of my Available 

Protected Health Information in its possession to any of the following Authorized 

Recipients: 

i. Gail Hunker, District COVID-19 Coordinator  

ii. Patricia Wakely Altman, RN – Burns Avenue School 

iii. Amy Siegenthaler, RN – Dutch Lane School 

iv. Diane Genco, RN – East Street School 

v. Andrea Mazz, RN – Fork Lane School 

vi. Maria Misiano-Ippolito, RN – Lee Avenue School 

vii. Susan Keogan, RN – Old Country Road School 

viii. Joan Welsh, RN – Woodland School 

ix. Elizabeth Giordano, RN and Frances Venezia, RN – Middle School 

x. Julie Bartoli, RN and Lori Cardillo, RN – High School 

b. Except as otherwise provided herein, an Authorized Recipient may 

execute any document that he or she deems appropriate and necessary to obtain my 

Available Protected Health Information pursuant to this Authorization.  Likewise, an 

Authorized Tester may request that any person claiming to be an Authorized Recipient 

provide such Authorized Tester with such documentary evidence as is reasonable to 

confirm that such person is an Authorized Recipient.  If an Authorized Tester 
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unreasonably refuses to recognize and accept this Authorization, the Authorized 

Recipient seeking to obtain my Available Protected Health Information from such 

Authorized Tester pursuant to this Authorization may initiate any necessary legal action 

to compel disclosure of such information and may seek to recover from the Authorized 

Tester any legal fees and costs incurred thereby.  

4. Termination and Revocation.  I may revoke this Authorization at any time by a 

writing delivered to any person or entity in possession of this Authorization.  Revocation of this 

Authorization as it applies to an Authorized Tester shall be effective upon the Authorized 

Tester’s receipt of my written revocation except to the extent that the Authorized Tester has 

taken action in reliance on this Authorization.  Receipt of a written revocation may be evidenced 

by any reasonable method of confirmed delivery.  This Authorization shall terminate on the two 

(2) year anniversary of my death if not previously revoked by me or my personal representative 

(as defined in the Privacy Rule).   

 

5. Re-Disclosure.  By signing this Authorization, I acknowledge that the 

information disclosed pursuant to this Authorization may be subject to re-disclosure by the 

Authorized Recipient in receipt of such information and may not be protected by HIPAA or the 

Privacy Rule.  No Authorized Tester shall require an Authorized Recipient to indemnify the 

Authorized Tester or agree to perform any act in order for the Authorized Tester to comply with 

this Authorization.   

 

6. Right to Treatment.  I understand and hereby acknowledge that no Authorized 

Tester may condition my receipt of health care upon my execution of this Authorization.  

Nothing herein shall be deemed to make any Authorized Tester responsible for my health care 

and no Authorized Tester will have any responsibility for my health care except as otherwise 

expressly agreed by the Authorized Tester and me.  I acknowledge that I have the right to refuse 

to sign this Authorization if I wish to do so.   

 

7. Waiver and Release.  Except as otherwise provided herein, no Authorized Tester 

shall be liable for disclosing my Available Protected Health Information in reliance upon and in 

compliance with this Authorization nor shall an Authorized Tester be liable for any action taken 

by any Authorized Recipient.   

 

8. Privacy Notice.  I acknowledge that I have received and had an opportunity to 

review the Notice of Privacy attached to this Authorization, that I understand and agree with it 

and that I have had the opportunity to request and receive a copy of it. 

 

9. Acceptance of Copies.  Any photostatic, xerographic, facsimile or other 

electronic copy of this duly executed Authorization shall be as effective as the original.  

 

IN WITNESS WHEREOF, I have hereunto signed my name on    , 2021. 

  
 

  Name: 
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THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND 

HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE READ IT CAREFULLY. 

 

                                   NOTICE OF PRIVACY POLICY 
Effective June 2020 

 
The following is the privacy policy (“Privacy Policy”) of ATC Testing and Screening, LLC (“Covered “Entity”) as described in the 

Health Insurance Portability and Accountability Act of 1996 and regulations promulgated thereunder, commonly known as 

HIPAA.   

 
1. Your Personal Health Information 

We collect personal health information from you through and in connection with COVID-19 testing and symptom screening programs we 

conduct for your employer or through other means, as applicable. The law specifically protects health information that contains data, such as your 

name, address, social security number and other information that could be used to identify you as the individual who is associated with that health 
information. 

 

2. Uses or Disclosures of Your Personal Health Information 

Our Obligations 

Generally, we may not use or disclose your personal health information without your authorization.  Further, once your authorization has been 

obtained, we must use or disclose your personal health information in accordance with the specific terms of that authorization, which includes the 
use or disclosure of your personal health information within and among our workforce in connection with providing services to your employer 

that are the subject of your authorization.  However, even with your authorization, we are still required to limit such uses or disclosures to the 

minimal amount of personal health information that is reasonably required to provide those services or complete those activities.  .   
 

In addition to using or disclosing your personal health information with your consent, we may disclose it to the extent that such use or disclosure 

is required by law and the use or disclosure complies with and is limited to the relevant requirements of such law. 

Revocation of Consent 

You may revoke your authorization to use or disclose any personal health information at any time, except to the extent that we have taken action 

in reliance on such authorization.  In addition, if you provided the authorization in connection with a request to obtain insurance coverage for our 
services, other law provides the insurer with the right to contest a claim under the policy. 

 

3. Your Rights With Respect to Your Personal Health Information 

Under HIPAA, you have certain rights with respect to your personal health information.  The following is a brief overview of your rights and our 

duties with respect to enforcing those rights. 

 

Right To Request Restrictions On Use Or Disclosure 

You have the right to request restrictions on the following uses and disclosures of your personal health information about yourself: (a) to carry 

out treatment, payment, or healthcare operations; (b) disclosures to family members, relatives, or close personal friends of personal health 
information directly relevant to your care or payment related to your health care, or your location, general condition, or death; (c) instances in 

which you are not present or your authorization cannot practicably be obtained due to your incapacity or an emergency circumstance; (d) 

permitting other persons to act on your behalf to pick up filled prescriptions, medical supplies, X-rays, or other similar forms of personal health 
information; or (e) disclosure to a public or private entity authorized by law or by its charter to assist in disaster relief efforts. 

 
 

Right To Receive Confidential Communications 

You have the right to receive confidential communications of your personal health information.  We may require written requests.   

 

Right To Inspect And Copy Your Personal Health Information 

Your designated record set is a group of records we maintain that includes test and screening results [and billing insurance claim records] about 

you, as applicable.  You have the right of access in order to inspect and obtain a copy your personal health information contained in your 

designated record set for as long as we retain it, except for health information maintained by us to the extent to which the provision of access to 

you would be prohibited by law. We will reasonably attempt to accommodate any request for personal health information in your designated 

record set by, to the extent possible, giving you access to other personal health information after excluding the information as to which we have a 
ground to deny access.   

 
 

Right To Amend Your Personal Health Information  

You have the right to request that we amend your personal health information or a record about you contained in your designated record set, for 

as long as the designated record set is maintained by us.  We have the right to deny your request for amendment, if: (a) we determine that the 
information or record that is the subject of the request was not created by us, unless you provide a reasonable basis to believe that the originator 

of the information is no longer available to act on the requested amendment, (b) the information is not part of your designated record set 

maintained by us, (c) the information is prohibited from inspection by law, or (d) the information is accurate and complete.   
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Right To Receive An Accounting Of Disclosures Of Your Personal Health Information 

You have the right to receive a written accounting of all disclosures of your personal health information that we have made within the six (6) year 
period immediately preceding the date on which the accounting is requested.  You may request an accounting of disclosures for a period of time 

less than six (6) years from the date of the request. We are not required to provide accountings of disclosures for the following purposes: (a) 

treatment, payment and healthcare operations; (b) pursuant to your authorization, (b) to you, (c) for national security or intelligence purposes and 
(d) to correctional institutions.   

 

Complaints 

You may file a complaint with us and with the Secretary of the Department of Health and Human Services if you believe that your privacy rights 

have been violated.  You may submit your complaint in writing by mail or electronically to our privacy officer at: 200 L and A Road Metaire, LA  

70001. A complaint must name the entity that is the subject of the complaint and describe the acts or omissions believed to be in violation of the 
applicable requirements of HIPAA or this Privacy Policy.  A complaint must be received by us or filed with the Secretary of Department of 

Health and Human Services within 180 days of when you knew or should have known that the act or omission complained of occurred.  You will 

not be retaliated against for filing any complaint.  
 
 

4. Personal Health Information Hosting and Storing 

We are not responsible for your care or treatment and are obtaining and temporarily storing your personal health information in accordance with 

your authorization to provide it to your employer under a program we are conducting for your employer.  Your employer has agreed to be the 

custodian of any records and personal health information related to your test or screening results.  In the event that you would like a copy of the 
record please seek the record from your employer.  We will only host and store your personal health information until your employer has received 

it or has had sufficient access to it to be able to download it.  After your employer has received the data or had such access to it, we may at our 

option delete your stored personal health information, subject to applicable law. 

5. Data Security 

We use commercially reasonable physical, electronic, and managerial procedures to safeguard and secure the personal health information we 
collect. However, we cannot fully eliminate security and/or privacy risks associated with the personal health information created, stored or 
transferred using the internet and internet technologies. 

6. Amendments to this Privacy Policy 

We reserve the right to revise or amend this Privacy Policy at any time.  These revisions or amendments may be made effective for all personal 
health information we maintain even if created or received prior to the effective date of the revision or amendment.  If at the time we revise or 

amend this Privacy Policy we possess any of your personal health information, or if changes in the law affecting this Privacy Notice are made 

when we possess any of your personal health information, we will inform you, by mail or electronically, or by notifying your employer with 
direction to inform you, within 60 days of the effective date of such revision, amendment, or change.   

 

7. Ongoing Access to Privacy Policy 

We will provide you with a copy of the most recent version of this Privacy Policy at any time upon your written request sent to 200 L and A Road                                               

Metaire, LA  70001.  For any other requests or for further information regarding the privacy of your personal health information, and for 

information regarding the filing of a complaint with us, please contact our privacy officer at the address, telephone number, or e-mail address 
listed above.  

  
 

 

 

 

 

 

 
 

 

 

 

 

 

 

 


