
MEMORANDUM  #003-HR12 
 
 
Date:       January 5, 2012 
 
TO:         Agency Administrators 
 
FROM:   Bobbie Chappell, Director of Human Resources 
 
VIA:        Rip Colvin, Executive Director 
 
RE:         FMLA Presentation with Notes and Authorization for Disclosure of HIPPA 
Information  
 
The Justice Administrative Commission appreciates everyone’s participation during the last two 
webinars on the Family Medical Leave Act and Military Family Leave Act.  It is our hope that you 
found them it informative. 
 
We are providing you another copy of the PowerPoint Presentation, but this time it includes the 
notes that we developed for the presentation as an added resource and a quick reference 
guide. 
 
As promised, we have also attached a copy of the HIPPA Authorization Form, for those times 
when you deem it necessary to contact the Health Care Provider.  You must get this form 
signed by the employee and a copy of the signed form must be provided to the Health Care 
Provider.  Before this occurs, you must give the employee a chance to cure any deficiencies on 
the medical certification.  Please remember that this should be a rarity and not the norm.  
 
If you have any further questions please do not hesitate to contact Andy Snuggs at 
SnuggsA@justiceadmin.org or myself.  You may also reach either of us by phone at (850) 488-
2415. 
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Authorization to Use and/or Disclose  
Personal Health Information 
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Describe in a specific and meaningful way the information to be disclosed. Example 
descriptions include medical records relating to your appendectomy, laboratory results, 
and medical records from [date] to [date], or the results of an MRI performed in [month] 
[year].�
 
 
I, ______________________, authorize___________________________  

(Print your name)  (Print name of health information custodian )  

to disclose  

 
� my personal health information consisting of:  
 
___________________________________________________________ 
 
___________________________________________________________  
 
___________________________________________________________  
___________________________________________________________ 
(Describe the personal health information to be disclosed)   
 
to 
____________________________________________________________  

(Print name and address of person requiring the information)   
 

I understand the purpose for disclosing this personal health information 
to the person noted above. I understand that I can refuse to sign this 
consent form.  
 
 
My Name:________________________ Address:____________________________________  
 
Home Tel.:________________________ Work Tel.:  ________________________________  
 
Signature:_________________________Date:_______________________________________  
 
 
Witness Name:_____________________Address:____________________________________  
 
Home Tel.:________________________ Work Tel.:________________________  ______  
 
Signature:_________________________Date:_______________________________________  
 

 
 
Under HIPAA, you have the right to authorize the release of all information or to describe 
and limit the information to be released.  


