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MULTNOMAH COUNTY
Authorization to Release Medical Information
______________________________________

Health Care Provider:

Name   ________________________________________________

Address________________________________________________

_______________________________________________________

Phone _________________________________________________ 

The above health care provider is hereby authorized to disclose to the undersigned Multnomah County Human Resources representative, Labor Relations and/or Multnomah County Counsel information concerning my mental and physical condition that is necessary for the county to determine whether I am a qualified individual with a disability under the Americans with Disabilities Act (ADA) and state disabilities laws, and whether workplace accommodations can be made to allow me to perform the essential functions of my job.  The caregiver is also authorized to discuss that medical information with those county representatives for the same purposes.  The information requested will include any diagnoses and limitations associated with the diagnoses and will be used to evaluate my request for reasonable workplace accommodations. 

I also authorize Multnomah County Human Resources representatives, Labor Relations and/or Multnomah County Counsel to gather, retain and review information regarding my physical or mental condition that is necessary for the county to determine whether I am a qualified individual with a disability under the ADA and state disabilities laws, and whether workplace accommodations can be made to allow me to perform the essential functions of my job.  Those county representatives are also authorized to contact the above caregiver and discuss my conditions that relate to the performance of my job and any accommodations that may be necessary.  

I understand that this permission will remain in effect from the day I sign this document until I revoke permission in writing or for two years from the effective date indicated below.  A photocopy of this release is as valid as the original.
NOTICE:  PLEASE DO NOT FURNISH INFORMATION THAT IS NOT RELATED TO MY REQUEST FOR REASONABLE ACCOMMODATION FROM MY EMPLOYER            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 employees or their family members. In order to comply with this law, we are asking that you not provide any genetic information when responding to this request for medical information. ‘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.
Records to be sent to:

Name   ________________________________________________

Address________________________________________________

_______________________________________________________

Phone _________________________________________________ 

______________________     __________________________     ________________________________


(Employee Signature)
          (Employee Name Printed)             (Date)
