


HIPAA Authorization 
 
I hereby authorize Quest Diagnostics Incorporated and its subsidiaries and affiliated companies (“Quest Diagnostics”) to disclose my protected health information (“PHI”) as described in this Authorization to the company that is sponsoring this testing (“Company”).  
This Authorization applies to the following PHI: 
any and all laboratory report(s) relating to my COVID-19 testing (“COVID-19 testing”).  
I authorize Quest Diagnostics to disclose the PHI described above to Company.  I am an employee of Company, or I am an independent contractor providing services to Company. 
Company is offering COVID-19 testing to certain employees and independent contractors for work-related purposes.  Although a great deal remains unknown about COVID-19, at this time it is believed COVID-19 testing may assist Company to prevent or lessen the threat that COVID-19 poses to the health and safety of Company’s workforce and those with whom the workforce may interact, and I authorize the release of my PHI for these purposes. 

This Authorization becomes effective immediately upon my signature and shall expire on December 31, 2020, or one year from the date of my signature, whichever is later.  
I understand that:
· [bookmark: _DV_M31]This Authorization is voluntary and I may refuse to sign it. However, the COVID-19 testing is being performed by Quest Diagnostics at Company’s request.  If I do not sign the Authorization, I am not eligible to receive COVID-19 testing through Company’s COVID-19 testing program.
· [bookmark: _DV_M32][bookmark: _DV_M33]I may revoke this Authorization at any time prior to its expiration date by sending a written revocation notice to Company. The revocation will not have any effect on any actions taken in reliance on this Authorization.
· [bookmark: _DV_M35][bookmark: _DV_M36]Information used or disclosed pursuant to this Authorization will no longer be protected by the Health Insurance Portability and Accountability Act (HIPAA) and may be subject to redisclosure by Company.  
· If I am an independent contractor to Company, the Company may redisclose my PHI to the human resource department of my employer or other personnel performing that function, if any.
· [bookmark: _DV_M37]I have a right to a copy of this Authorization. 
[bookmark: _DV_M38]


By signing this Authorization, I agree that I have read and understand it and authorize the disclosure of PHI as set forth in this Authorization.

Informed Consent/HIPAA Authorization
(COVID-19)
[bookmark: _heading=h.gjdgxs]
[bookmark: _heading=h.wacz1j817sby][bookmark: _heading=h.ihurfroqdooh][bookmark: _heading=h.njyfkd1yv7pm]BY RECEIPT OF THIS DOCUMENT, YOU ACKNOWLEDGE THAT YOU HAVE READ, ACCEPTED, AND AGREED TO BE BOUND BY THIS INFORMED CONSENT.  IF YOU DO NOT CLICK AGREE, YOU WILL NOT BE ABLE TO USE OR RECEIVE THE SERVICES.

You have requested to participate in a testing program offered by Quest Diagnostics Incorporated (Quest Diagnostics), in coordination with your employer or health plan for diagnostic testing for the detection of COVID-19 (“Testing”).

[bookmark: _Hlk40949850]The Testing program will have physician oversight provided by PWN Remote Care Services, PWN Medical Professional and certain other contractually affiliated professional entities and PWNHealth, LLC (the administrative services provider of the professional entities) (collectively, “PWNHealth”).  As part of their services, PWNHealth will provide the following services, including, without limitation, evaluation of the test request, ordering of tests (if appropriate), receipt of Test results and telehealth consults (“Consults”), (the “PWNHealth Services”). 

In order to participate in the Testing, I acknowledge and agree to the following:

· I am the individual who will provide the self-collected sample for the Testing. 
· I am at least eighteen (18) years of age. 
· I have read and understand the information provided about the Testing 
· The information I have provided in connection with my request for the Testing is correct to the best of my knowledge. 
· My health information and results will be shared with PWNHealth and any other third parties providing services to Quest Diagnostics in connection with the Testing.
· The Testing and the PWNHealth Services do not constitute treatment of any condition, disease or illness.
· While Quest Diagnostics implement safeguards to avoid errors, as with all laboratory tests, there is a chance of a false positive or false negative result.   
· I am responsible for creating an account and logging on to the Wellness Engine to view my Testing results when available.  
· [bookmark: _heading=h.30j0zll]If I receive an abnormal or indeterminate result on a Test, I understand that a PWNHealth care coordinator will attempt to call me to review the results, offer education and explain the next steps I should take.  The PWNHealth care coordinator may leave me a voicemail but will not include my test results in any voicemail message.  If I receive an abnormal result and have not connected with a PWNHealth care coordinator, I understand that I should not delay following up with my personal physician.  I also understand that if I am not able to be reached, PWNHealth Care Coordination Team will mail a follow-up letter to the residential address I provided when I requested Testing (the letter will not include my testing results).  PWNHealth may also contact me to follow up on my symptoms and experience. 
· I understand that after receiving my results, I will have the opportunity for a telemedicine Consult with a PWNHealth physician to answer any questions I may have; however, no treatment or prescriptions will be provided. 
· I certify that throughout the duration of the PWNHealth Services I receive, including my Consult, I will be physically present in the state of residence I provided or other state of which I have notified PWNHealth.
· I am responsible for forwarding any results to my primary care or other personal physician and for initiating follow up with such physician for treatment.  
· I will not make medical decisions without consulting a healthcare provider or disregard medical advice from my healthcare provider or delay seeking such advice based on information as a result of the Testing including use of the PWNHealth Services. 
· If I receive an abnormal result, my name and result may be disclosed to my state health agency in accordance with applicable law.  

I understand that PWNHealth Services, including Consults, are delivered by health care providers who are not in the same physical location as I am using electronic communications, information technology or other means, including the electronic transmission of personal health information.    I also understand that:
· A PWNHealth physician will determine whether or not Testing and PWNHealth Services, including a telehealth encounter, are appropriate for me.
· I have the right to withdraw my consent to the use of telehealth in the course of my care at any time by emailing PWNHealth at covid19@pwnhealth.com.
· Any video feed from the Consult will not be retained or recorded by PWNHealth.
· My health and wellness information pertaining to telehealth services are governed by the PWNHealth Terms of Use and PWNHealth Notice of Privacy Practices. 
· I may need to see a health care provider in-person for diagnosis, treatment and care.  
· There are potential risks associated with the use of technology, including disruptions, loss of data and technical difficulties.
· There are alternative services, such as visiting a primary care provider, an emergency room, or an urgent care facility; however, I chose to proceed with the PWNHealth Services at this time.

I understand that if I have any questions before or after Testing, I can email covid19@pwnhealth.com and I will be connected with a member of the PWNHealth Care Coordination Team, including a physician, if requested or as otherwise applicable.

I authorize Quest Diagnostics and PWNHealth to use the email address and phone number I provided at the time I requested the Testing to contact me in connection with the Testing and the PWNHealth Services.    I am responsible for contacting PWN at the email address below to notify them of any changes to my mailing address, email address, phone number or other information that I provided.  

I understand that Testing is voluntary and that I may withdraw my consent to Testing at any time prior to my appointment for Testing by contacting Quest Diagnostics at 866-448-7719.

I have the right to revoke this Informed Consent/HIPAA authorization in writing at any time, except that the revocation will not apply to any information already disclosed by the parties referenced in this authorization.  This authorization will expire ten (10) years from the date of signature. My written revocation must be submitted to the following:
Quest Diagnostics Privacy Office via email at:Privacy@QuestDiagnostics.com

I have read this Informed Consent/HIPAA Authorization carefully, and all my questions were answered to my satisfaction.  I hereby consent to participate in the Testing and PWNHealth Services pursuant to the terms set forth herein.
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