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MEDIA CONSENT  
 
Patient Name: ______________________________________ 
Address: ___________________________________________ 
DOB: _____________________________________________ 
 
Subject to the statements printed on the back, I, the undersigned patient, hereby authorize Hartford Hospital, its employees, 
agents and attending medical staff to release protected health information, including, if applicable, protected drug and/or 
alcohol abuse, confidential HIV-related and psychiatric information (“Protected Health Information”) related to care received 
at Hartford Hospital, or to record or document examinations, medical procedures, surgical procedures and other images of me 
or my child through the means of interviews, photography, videotape, audiotape, motion picture or digital imaging, and any 
other later developed mediums which result in the permanent documentation of my or my child’s case history or image for 
the following uses and purposes to the following (list by name): 
 
Name/Facility: _____________________________________ 
Address: __________________________________________ 
 ___________________________________________ 
Phone (if known): ___________________________________ 
Specify what Protected Health Information is to be disclosed: _______________________ 
________________________________________________________________________ 
Specify if limitations on disclosure: ___________________________________________ 
 
This authorization and any information released under it are to be used for the following purpose(s): 
__ Use in connection with my care and treatment; 
__ Use in connection with medical research and education; 
__ Use by the Hospital for public relations and/or advertising purposes; 
__ Use by the news media; 
__ As a courtesy to me by my request; 
__ Other purposes as specified: _______________________________________________ 
________________________________________________________________________ 
 
I agree that a copy of this authorization will be as valid as the original. I understand that I may revoke this authorization at 
any time by notifying the Privacy Officer of Hospital in writing, but if I do it won’t have any effect on actions Hospital took 
before it received the revocation. 
 
I understand that under applicable law the information disclosed under this authorization may be subject to further disclosure 
by the recipient and thus, may no longer be protected by federal privacy regulations. 
 
I understand that my treatment or continued treatment by the Hospital is in no way conditioned on whether or not I sign this 
authorization and that I may refuse to sign it. 
 
____________________________________________  _____________________ 
Patient Signature (or authorized representative)   Date 
 
**Note, if you are signing as the legally authorized representative of the patient, please indicate your relationship to the 
patient here (this should demonstrate your authority to consent to health care for the patient): 
 
________________________________________________________________________ 
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Any information released by Hartford Hospital to authorized persons is subject to the following notices: 
 
 
Psychiatric Information: 
 

In the event that information released constitutes confidential psychiatric information protected under Connecticut 
law: 
 
This information has been disclosed to you from records whose confidentiality is protected by state law. State law 
prohibits you from making further disclosure of it or of using it for any purpose other than that indicated above 
without the specific written consent of the person to whom it pertains, or as otherwise permitted by said law. 

 
 
Drug and Alcohol Abuse Information: 
 

In the event that information released is protected by the HHS Confidentiality of Alcohol and Drug Abuse Patient 
Records regulations: 
 
This information has been disclosed to you from records protected by Federal confidentiality rules (42 CFR Part 2). 
The Federal rules prohibit you from making any further disclosure of this information unless further disclosure is 
expressly permitted by the written consent of the person to whom it pertains or as otherwise permitted by 42 CFR 
Part 2. A general authorization for the release of medical or other information is NOT sufficient for this purpose. 
The Federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse 
patient. 

 
 
HIV-Related Information: 
 

In the event that information released constitutes confidential HIV-related information protected under Connecticut 
law: 
 
This information has been disclosed to you from records whose confidentiality is protected by state law. State law 
prohibits you from making any further disclosure of it without the specific written consent of the person to whom it 
pertains, or as otherwise permitted by said law. A general authorization for the release of medical or other 
information is NOT sufficient for this purpose. 

 
 
 


