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1) General Procedure Statement:

a.

Scope: Provides a means for Pathology Laboratory results to be given to patients upon
request,

When the Pathology Laboratories, managed by the Department of Pathology, receive a
request from a patient or legal representative for laboratory results, the laboratory will
provide the results within 30 days as required by HIPAA. This procedure will comply with the
WFBMC Privacy Policy (PPB-MC-26).

b. Responsible Department/Scope:

i. Procedure owner: Department of Pathology
ii. Procedure: Clinical and Anatomic sections of the Department of
Pathology
iii. Supervision: Manager, Client Services and Supervisor, Surgical
Pathology
iv. Implementation: Department of Pathology Chairman and
Administrative Director

2) Definitions: None

3)

Procedure:

A request for laboratory results may be received by the laboratories via phone, electronic
communications, or other reasonahle forms of communication.

Release of Clinical results will be handled by Client Services and Anatomic results by Surgical
Pathology. After hours the request form will be completed by Central Processing and results
can be picked up the next day.

Upon receipt of a request, the patient or legal representative is to be provided with the
“Authorization for Use or Disclosure of Protected Health Information” form found in Privacy
Policy {Appendix A). The form can be obtained on the intranet:

¢ English or Spanish; http://intranet.wakehealth.edu/Tools/Forms
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o Go to Consent Forms
o Select “Authorization for Use and Disclosure of Protected Health Information”

d. Laboratory personnel may assist the patient or legal representative with completion of the
form.

e. The laboratory MUST obtain a signed form before further assistance can be provided. The
form is not considered complete unless the information is completed, signed and dated by
the patient or legal representative per Privacy Policy {PPB-MC-26):

e PHI may be used or disclosed in the following circumstances upon receipt
of WFBMC's Authorization for Use and Disclosure of PHI Form (or a valid alternative)
that has been signed by the patient or the patient’s legal representative.

f. Upon receipt of a signed Authorization for Use and Disclosure of PHI Form, the Laboratory
personnel may either:

e Provide the patient with the requested results; or

e Refer the patient or legal representative to Health Information Management
{Medical Records) for results.

g. If the Laboratory personnel provides the results directly to the patient:

¢ |dentity of the patient should be verified. At least two identifiers are necessary for
verification of identity. Identifiers can include other PHI, such as name, date of birth,
which would reasonably establish that the requestor is who he/she claims to be.

A current valid official photo identification is required and should be copied and
retained by the Laboratory.

* Results should only be provided directly to a patient or patient representative once
duly identified as the appropriate representative.

o The patient should be an adult {greater than or equal to 18 years of age); pediatric
results requests should be processed through Health Information Management
(Medical Records).

* Copies of the patient’s identification and the authority for the request should be
obtained, and retained by the Laboratory.

* Upon verification of patient identification, the laboratory personnel should provide
a printed copy of the requested laboratory results, and retain a copy of the Release
of Laboratory Results form.

* Record retention:

When providing results directly to the patient the Laboratory should retain copies of:
i. Copy of completed Release of Laboratory Results form
ii. Copy of two forms of identification provided by the patient
iii. Completed and signed “Authorization for Use or Disclosure of Protected
Health Information” form

When referring patient request to Health Information Management (Medical Records):
________ _ ________________________________________________________________ ]
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i.  Completed Release of Laboratory Results form
ii. Completed and signed “Authorization for Use or Disclosure of Protected Health
information” form
* At all times, records of information release should be readily available for regulatory
inspectors, compliance, privacy office, and laboratory Manager, Regulations/QA.

h. If the laboratory personnel refers the patient or requesting individual to Health Information
Management (Medical Records), then the form can be delivered to Health Information
Management (Medical Records} either by mail or fax (336-716-5271 and follow instructions)
or hand-delivered to medical records department on the 4™ floor South Building. Results will
be provided per medical records policy.

i. The requested results will be provided to the patient by the laboratory within 7 days of
receipt of the request, or sent to medical records within 7 days of receipt of the request. All
requests for laboratory results must be handled by the laboratory personnel within 7 days of
receipt of request. See Documentation.

j- Results may NOT be provided directly to a patient by phone because of the inability to

adequately verify the patient’s identity,

Documentation:

1.

O 3

)

Documentation will be forwarded to Client Services to handle the request and maintain
documentation.

Client Services is responsible for maintaining documentation of requests for patient results
including:

When providing results directly to patient:
a. Completed Release of Laboratory Results form
b. Completed and signed “Authorization for Use or Disclosure of Protected Health
Information” form

When referring patient request to Health Information Management (Medical Records):
a. Complete the Release of Laboratory Results form
b. The laboratory result request documentation is considered complete when the
“Authorization for Use or Disclosure of Protected Health Information” form is complete
and received by Health Information Management {Medical Records)

Client Services will ensure that Release of Laboratory Results form (clinical and anatomic) is
scanned into the patient’s medical record once the request is completed.

A patient’s request for results should be completed by the laboratory within 7 days, or received
by Health Information Management (Medical Records) within 7 days, to allow sufficient time for
processing of the request by medical records.
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5. Ifit is anticipated that a request for laboratory results cannot be completed within 7 days or any
m other questions or problems, contact the medical director on-call immediately, not to exceed 7
days from receipt of request, so that an exception to the request can be managed and
documented.

6. If a patient or legal representative fails to receive their requested laboratory results within 30
days, the event should be reported to the WFBH compliance office and privacy office for
investigation.

7. The Manager, Regulations/QA should be notified of all requests as they occur to ensure that the
timeline and documentation is completed and in compliance with regulatory requirements.

Exceptions:
1. Laboratory persennel may provide laboratory results to a patient in a clinic or phlebotomy
setting when the laboratory result is being tested immediately and is the purpose of the visit {ie.
Point of Care PT/INR results to a patient who presented to have their PT/INR tested).

4)  Review/Revision/Implementation:
All procedures must be reviewed at least every 2 years.

e All new procedures and procedures that have major revisions must be
signed by the CLIA Medical Director.

e All reviewed procedures and procedures with minor revisions can be
signed by the designated section medical director.

5) Related Procedures: WFBMC Privacy Policy (PPB-MC-26)
6) References:

7)  Attachments:
a. Authorization for use or Disclosure of Protected Health Information form
b. Release of Laboratory Results form

8) Revised/Reviewed Dates and Signatures:

@,
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Exhibit A

Patierl Name

WAKE FOEEST BAPTIST HEALTH Medica Record #
O s Alaad Comer Wole Fe B ey o Department Name WYEMC Heith Efwmwion
NCHE Ouipasisns Padescopy Cennry) P S
Telephone Number (336)796-3230
AUTHORIZATION for USE or DISCLOSURE OeRecd____ DateSent
of PROTECTED HEALTH INFORMATION ' was romsstr se commrmorrors

Wake Forest Baphst M
M)achsdmwmwm:ﬂzm

Medical Center Bivd. — Winsten-Salem, NC 27157
(Address)
to release to __

(Personds) or class of persons swthesized to receive the infirmation)

I camsent to and asthorize

(Addren)

Daaripticn of informaticn that may be wed/disclousd:
{The informarion may imcinde medSenl s relted to wustnent of . 7 care, prychalegical arermenty,

Cfedical Information from the most recent visit‘sdmision to fmchde plysicisn notes/senmaries and diagnostic resulis. Specify which
department gnd locstion
OMedical Enformation including plrysician notes/surmmasies aod disgnosnc resulrs fier the periods from

1o,

DOther: Specify infonmation to relesse
for the perinds from throarh

The information will be wed/disclosed for the following parpases:

Please specify the reason for tiis request, e 2. trestment, insorance, lepal efc

MMWM&MMM“MW&&W

lnlusnﬁlhtlmmﬁzmnpmmnﬂmnnyminﬂa-ﬁlmmmmnmmum-u
elighiiry for benefits. 1 nury inspect or copy my infarmation wsed/disclosed mnder this sathorization o the extent aliowed o required by b,

1 uaderstand I may reveke this auithevirstion at auy fime by semfing 2 notice of revacation in writing to the WFHH Privacy
Office. I further underitand that I may not reveke this sethoriration to the exfent that sction kas been taken in refiance en this
authorizstion. Isformation sheut the right to revoler kas been shared with me in the WFBH Notice of Privacy Practices. This
anthoriration expires . Usleo specified or revoked, this authorization will expire one (1) year from the
date sgned

Signanare of Patient o Persomal Representatrre (if aupiicabla) "Patienr’s Date of Birth

- /
Eslstionchip to Patient Requestor's Home Phone Work Phone
Authority to Act Date

This ralease i Buited  the depurmmens sprecifind st e top of this farm.
To cbuain ifrmation fem mater deputment ox frem Wiko Frmset Biaptist Health) indicides! snthort ewions will
Plass cootact tha pcific deparmsn or WFSH HIM Deportmt 2 (135) 716-1230, II"" "" ml Iﬂlll}
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Exhibit A

Putient Name

WAKFE FOREST BAFTIST HEALTH

(CHE WYTES WFBLC Lesingess Ladical Conter Medical Record #

mmmwmrmmmg Department Name
NCHE Onpatiest Esdescopy Comter)

Telephone # {336)

AUTORIZACION para USO 0o DIVULGACION | DteRecd______DateSent
Copy given to requestor (Date)

de INFORMACION PROTEGIDA de SALUD | 1o vorms s oe couptore oo

Doy concentimients y autorizo a - FOR OFFICE USE ONLY

(Direccion) :FE:!m_ﬁa'ShTI?P _-ogn _ﬁi}l
que le divulgue 2 :ﬁﬁxw —ERG _Proghone
{Persona(s) o dase de personas audorizada a recibir la informacion) I Plp!: _ %Fc
(Direccion) J M"r ez

Destripdiin de informacion que puede wsarse / divalearse
mmmmmmmu.mwm mhmlm:anmm mrelvaciones

: Informacion Médica de visita / intemada mais reciente, inchryendo notas ! resumenes de médioos y resultados de
diagnastico.
—] MMéﬁeaMupmnmshs&mmdeméﬁmsymdeﬁamﬁs&omdpeim
de E

:l Oh-a:Eq:euiquerh-rmnmqulr

para el periodo ds
nm“mlﬁlﬂmhmm

Por fivor especifique Ia r2zin de estn solicimd, & ¢ reismiento, segero, legal, etc,

:lAl..ldd..l..l

anhmoMmmEMmummum&ﬂdom&m
cubiero bajo los reglementos federales de privacidsd la infrmecion mies desoit podifa volver o divolgarss ¥ ya no
quedar protegids por estos reglumentos.

Entiends que poedo rehusar firmar ests sutotizscion y qoe ] rebursarme 3 firmar no sfectard mi hatdlidad de cbtsner
trtxmisnty 0 pIgo, bi mi elegibilided 8 beneficios. Puedo inspeccionsy o copisy coalquier mfonmacids usada | divalpads
bajo esta amtorizacion basts donde Io permita b ley.

Entiendo que posdo revocsr esta smtorizaciin en cualguier mormento 2l enviar un aviso de revocacian por escrite » la
Oficim de Privacidsd. También eatiends que no pusdo revocer estn autorizacion para scciones ya lomades en base a 1a
misma. Se ha compartide conmizs mformaciin sobre ¢ darecho » revecer, en el Aviso de Privacidsd de WFBH Davie
Hospital Ests sutorizacion vence el (si po especificadn, ece fiarmralario vence e 90 dias).

Firma de Paciente o Representante Personal (i aplica) Fecha de nacimiento del Paciente
/

Parentesco o Relacsdn con ef Paciente Tel. de Solicitante Casa/ Trabajo

Autcridad para Actuar Fecha

Esta divalpacien 3o Gmits o doparmmrsts repeciicsds o principio de cite foreslaris. . .
v da Lana ] cepaeeien en speciicn o« WFRH Heukt turmusion stssgemen 636 1350 NN
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Exhibit B

DEPARTMENT OF PATHOLOGY

RELEASE OF LABORATORY RESULTS FORM

Complete part A. OR part B.

A. Laboratory RELEASE of Results fo Patient:

Patient Name:

Medical Record number:

Date and time of request:

Date and time results provided to patient:

Name of lab staff providing information to patient:

Attach copy of 2 forms of identification provided by the patient per policy

Attach completed and signed “Authorization for Use or Disclosure of Protected Health Information” form

List results released to patient:

Test Name Test Date Accession #

B. Laboratory REFERRAL of Patient to Medical Records for Results:

Patient Name:

Medical Record number:

Date and time of request:

Date and time of delivery of disclosure form to
Medical Records:

Name of lab staff handling request:

Attach completed and signed “Authorization for Use or Disclosure of Protected Health Information” form

Medical Records release of information to the patient should be verified by the Manager, Regulations/QA
Date information released:

Verified by: Name: Date:
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