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AUTHORIZATION TO RELEASE MEDICAL RECORDS (Mothers & NL-Affected Children Only)
*Please complete copies for mother’s OB/GYN , Rheumatologist & Primary Care Physician, & each child’s Pediatrician, Cardiologist, & Dermatologist.*
	Mother’s Name (Please Print):

	Mother’s DOB:


	Child’s Name (Please Print):
	Child’s DOB:


	Name of health care provider releasing records:

	Provider’s Specialty*:

	Provider’s Street Address:



	City:

	State:
	Zip Code:

	Phone Number:

	Fax Number:
	E-mail /Website Address:

	I authorize the healthcare provider named above to give any and all information related to 
· The autoantibody status, autoimmune disease, and/or signs of autoimmune disease of the mother named above
· The pregnancy of the mother named above with the child named above
· The neonatal lupus, cardiac function, and dermatologic conditions of the child named above 
to:
JILL P. BUYON, M.D.
Director, Research Registry for Neonatal Lupus
NYU Langone Medical Center
560 First Avenue, TCH-407
New York, NY 10016
Telephone: 212-263-0743
Facsimile: 212-263-7706



I understand that information Dr. Buyon may receive through this authorization may include information relating to the following, unless restricted below:
· Psychological / psychiatric conditions
· HIV/AIDS diagnosis and/or testing
· Sexually transmitted disease diagnosis and/or testing
· Drug and/or alcohol abuse diagnosis and/or treatment
· Genetic testing

	Please list any restrictions:





The purpose of the disclosure is for the use of the Research Registry for Neonatal Lupus, in which I have enrolled.

Redisclosure of Information: I understand that once information is disclosed pursuant to this authorization that the Health Insurance Portability and Accountability Act of 1996 (HIPAA), 45 C.F.R. parts 160 and 164, protecting health information may not apply to the recipient of the information and, therefore, may not prohibit the recipient from redisclosing it. Other laws, however, may prohibit redisclosure.
Right to Refuse to Sign this Authorization: I understand that generally the person(s) and or organization(s) listed above who I am authorizing to use and/or disclose my information may not condition my treatment, payment, or eligibility for health care benefits on my decision to sign this authorization.
Right to Revoke: I understand that I may revoke this authorization in writing any time except to the extent that action has been taken in reliance on it. To revoke this authorization, I will provide the above listed health care provider’s office with a written revocation.
Right to Inspect: I understand that I have the right to inspect the health information I have authorized to be used or disclosed by this authorization form.
Right to Receive a Copy of Authorization: I understand that if I agree to sign this authorization, I must be provided with a signed copy of this form if I so request.
Expiration Date: I understand that unless I provide a written revocation at an earlier date, this authorization will expire in one year.

	Signature of Patient or Legal Representative:
	Date:


	Printed Name of Patient or Legal Representative:


	Relationship to Patient: (if signed by someone other than Patient):
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