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Outpatient Services - Electronic Information Sharing Notification and Opt-Out Option




State and federal laws permit medical providers to share health information for treatment purposes without specific authorization or consent. However, specific consent is required to disclose the following information: Genetic Testing; Sexually Transmitted Diseases; and Behavioral Health treatment [by psychologists; psychotherapists; social workers; licensed marriage, family, rehabilitation, and mental health counselors and educational psychologists; rape victim counseling; domestic violence victims counseling (“Sensitive Information”)]. Sharing HIV information outside of BMC also requires specific consent, including the sharing of HIV information with providers with whom a patient has a treatment relationship.
With my signature below I consent to sharing by BMC and its providers of Sensitive Information and HIV information with providers outside of BMC with whom I have a treatment relationship.

Electronic Information Sharing:
We participate in health information exchanges (HIEs), such as the Massachusetts Health Information Highway (Mass HIway) and Epic’s Care Everywhere, and provide real-time secure access to affiliated providers through BMC ChartLink. We use HIEs and ChartLink as a method to share, request, and receive electronic health information with other health care organizations.
For questions, or if you want to opt-out of sharing your information through HIEs or ChartLink, contact the Compliance and Privacy Office. To opt-out of sharing information electronically, contact the Compliance and Privacy Office at
(617) 414-1800, or at privacyofficer@bmc.org

I understand that consenting to the release of my health information is voluntary and will not impact my treatment, payment, health plan enrollment, or eligibility for benefits on my decision. I have the right to take back my authorization for sharing information at any time provided the information has not already been disclosed. To revoke this authorization I must contact the Compliance and Privacy Department.


I have read and understand the above document. I have had any questions explained to my satisfaction. I am the patient or I am the patient’s legally authorized representative or surrogate and by signing below indicate that I acknowledge BMC’s Electronic Information Sharing Notification.

Sign	Print
Name: 		 Name: 	 Date: 	 Time: 	 Patient
Sign	Print
Name: 		 Name: 	 Date: 	 Time: 	 Parent/Guardian/Surrogate (if applicable)
I interpreted the provider’s explanation. (Interpreter must sign below, if applicable) Sign	Print
Name: 	 Name: 	 Date: 	 Time: 	
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