
 

Patient Name:  
 
Date of Birth: 

 

 
Receiving Entity/ 
Individual: 

 

 
 

COVID-19 Workplace Medical Surveillance 
 

If testing is being conducted through an arrangement with an employer for workplace medical 
surveillance purposes, pursuant to a federal or state mandate, employee authorization is not 
required. This document shall serve as written notice, under 45 C.F.R. § 164.512(b)(1)(v), that 
your test results will be disclosed to the employer identified above. 
 
 

Authorization to Release COVID-19 Test Results 
 

I authorize Meritus Medical Center and its subsidiaries (collectively  to 
disclose my individually identifiable health information related to COVID-19 testing and results 
to the entity or individual identified above for the purpose of making known my test results. 
 
I specifically authorize Meritus to communicate information by any reasonable means, including 
written or telephone communication, whether or not I am present for or notified of such 
communication.  
 
I understand that I may revoke this authorization by a written and dated notice to Meritus. 
Such revocation will become effective only upon receipt.  I understand that the revocation will 
not apply to information that has already been released in response to this authorization. Unless 
previously revoked, this authorization will terminate one (1) year from the date of my signature 
below. 
 
I understand that authorizing the disclosure of my test results is voluntary. Where testing is 
solely for the purpose of disclosing results to a third party (e.g., my employer or school), refusal 
to sign this authorization may result in the test not being completed. Where testing is being 
sought for purposes unrelated to disclosing results to a third party, I will not be denied testing if 
I refuse to sign this authorization.  
 
Although certain federal laws require employers and educational institutions to maintain the 
confidentiality of employee/student health information, I understand that once my test results 
are disclosed, they recipient and federal privacy laws or regulations 
may not protect the information. 
 
 

Patient/Agent 
Signature:   Date:   

Relationship to 
Patient: 

 

 


