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Health Information Form for Student Rotators
This information is used to assist the Program Director and Department of Academic Affairs and on-site staff and the JPS Health Network to make any necessary preparations and be advised of any health issues. If in the event you become ill or develop an acute illness while at JPS, the following information will be used to contact the appropriate person(s). This information will remain confidential at all times and will only be used to assist you in an efficient manner if the need arises.  If you are visiting from outside program, the sponsoring institution may have a similar requirement. If there is any further information we should know regarding your health, please contact the Undergraduate Medical Student Coordinator, Margie Behringer at (817) 927-1407.
Name:        DOB:        Badge ID number:      
Primary Institution:      
Primary Health Insurance:        Contact number:               
Emergency Contact:      
Address of Contact:      



Street

Apt no.

City

State

Zip

Telephone number: home:       Work:       email address:      
Emergency Contact #2:      
Address of Contact:      



Street

Apt no.

City

State

Zip

Telephone number: home:       Work:        email address:      
See Attachments:

*Please complete the following forms and take them to Occupational Health. (Keep one copy for yourself and leave one copy in Academic Affairs.)
Current Medications: (Complete Occupational Health Form 1)

Immunization History: (Complete Occupational Health Form 1)

Allergies: (Occupational Health Form 1) 

Major Medical Problems: (Complete Occupational Health Form 2)
Health Disabilities: (Complete Occupational Health Form 3)

Release of Information

There may come a time when you are required to see a provider in our medical facility for an emergency. If you choose, you may pick up your records and take them to your appointment, or in case of emergency you can have the Department of Academic Affairs transfer them for you. In either case, accuracy and protecting your privacy are assured. 

  

If you want us to release your information to you or to send it to another medical facility, please read and follow the steps below. 

1. Information may only be available during regular business hours, 8:00AM – 5:00PM

2. The information will not be released without a signed authorization. (You may have the facility call for a release form or sign the release form in advance.)

3. Keep a copy of a blank release form with your copy of Health Information Data.

4. Obtain information from Margie Behringer or the office of Occupational Health.

a. Call Margie at (817) 927-1407 or the Academic Affairs office at (817) 927-1173.
b. If you do not have a pre-signed form in your records, fax a release form to Margie at 

(817) 927-1668.

5. Release of information may take 24 hours. However, if this is an emergency please write in upper right- hand corner that information is needed for emergency medical care. 

6. Personnel requesting information must verify identity. (i.e. Fax cover with appropriate letterhead should accompany release form from requesting institution. Information will not be released to an individual other than the patient unless prior approval has been established by patient. Even request from the student requires a completed release form. 

Standard Authorization to Use or Disclose Protected Health Information (PHI)

Unless otherwise instructed, return this form to:  Academic Affairs, JPS Heath Network, 1500 S. Main Street, Fort Worth, TX  76104 or fax to: 817-927-1668
	Section I:

	  Name:                                        ID Number:      
                    (Last, First    Middle)

  Social Security Number:          Date of Birth:      
                                                                                       (mm/dd/yyyy)

       
     Address


City


State

Zip

                                                               
     Telephone Number


       Email Address

	    Section II: Providing Information 
	Section III: Receiving Information  

	Name:      
Dept.      
Address      
            


    


	Name:      
Dept.      
Address      
            


    



	Section IV:  I understand that:

	· This authorization is voluntary.

· Payment, enrollment or eligibility for benefits for my health care will not be affected if I do not sign this form.

· I may revoke this authorization at any time by notifying in writing the company/individual listed in Section II from providing the PHI identified in this authorization, but if I do revoke this authorization, it won’t have any affect on any actions JPH Health Network took before they received the revocation.

· Information disclosed as a result of this authorization may no longer be protected by federal privacy laws and may be disclosed by the company or individual receiving this information.

· I should retain as my copy one of the duplicate authorization forms I received.



	Section V:  Signature

	I hereby authorize the use of disclosure of the Protected Health Information as described above for the Individual listed in Section I.

_____________________________________               ________________________________________

Signature of Individual or Representative

      Date: month/day/year

	Section VI:  If Section V is signed by a Representative, please complete the information below:

	___________________________________________          ______________________________________
Representative’s Name (please print)


    Relationship to Individual

__________________________________     _________________________     _________      _________

Representative’s Address

          City



   State
             ZIP

________________________________________         _________________________________________

Representative’s Area Code & Telephone Num.        Representative’s e-mail address (if available)
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