Bowdoin College Occupational Health and Safety Program
Animal Use Questionnaire

The questionnaire should be completed within 30 days prior to the date you will begin working
directly and repeatedly with vertebrate animals or vertebrate animal tissuesunder the auspicesof
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| hereby certify that the information contained in this document is true and complete. |
understand that false statements or misrepresentations on this document may result in

the inability to work with animals.
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AUTHORIZATION TO RELEASE
EXAMINATION RESULTS

This authorization is for use or disclosure of protected health information (PHI) pertaining to:

Name:

Address:

DOB:

Phone:

I hereby authorize the following health care provider:

Occupational Health Associates of Maine, P.A.
270 State Rd West Bath, Maine 04530

To release my protected health information to:

Name of Employer:_Bowdoin College-Occupational Health And Safety Program
Address: 3500 College Station, Brunswick, ME 04011

Purpose of disclosure:
Required examination. Animal Use Questionnaire Results

Protected health information to be released:
Examination results pertaining to the ability to do my job.

Expiration:
This authorization becomes effective immediately and shall expire on: One (1) year from signature date.

This consent to release information does not extend to Mental Health, HIV or Substance Abuse information.

Signed:

I understand that | am not required to sign this form; however, Occupational Health Associates may
condition eligibility for the examination service on whether I sign this form. | understand that my
refusal to sign may result in adverse consequences.

I understand that PHI released pursuant to this authorization may include records generated by another
healthcare provider or facility.

I understand that I have the right to access or copy the PHI described in this form by making a written
request to the Privacy Officer.

I understand that I have the right to withdraw my authorization at any time except to the extent that
action has been taken in reliance on this authorization. | understand that I may revoke this
authorization by submitting a written revocation to the Privacy Officer at Occupational Health
Associates.

I understand that PHI used or disclosed pursuant to this authorization may be re-disclosed by the
recipient and no longer be protected by confidentiality laws.

I understand that I have a right to receive a copy of this authorization.




