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_________________________________________________            ________________ 

  Print Patient (Volunteer) Full Name                                                       Date of Birth 

 

AUTHORIZATION FOR RELEASE OF Personal Health Information (PHI)  

 

I authorize __________________________________________________________________________  
                  Name of physician or physician practice  

to release personal health information as listed below and is related to my application for volunteer service at Lexington 

Health Services District.   

 

__________________________________________________________      ______________________ 

Signature of Volunteer Candidate                                                                     Date       

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 
To be Completed by Clinical Staff 

 

Request for Personal Health Information and Release Form 

 

Dear Physician: 

Your patient has applied for hospital volunteer service with Lexington Medical Center.  In order to 

volunteer the individual must be in good physical and mental health and free of infectious diseases.  

Please answer the questions below and return this letter in the enclosed stamped, self-addressed envelope at 

your earliest convenience. The Information will be regarded as confidential and maintained in the volunteer’s 

health record in Employee Health. This information will be discussed as part of their occupational health nursing 

assessment/screening process and provided to regulating agencies upon request.    

 

1.  _____ Yes       _____  No   To the best of your knowledge, is this applicant in sufficiently good physical and 

emotional health and free of infectious diseases to perform hospital volunteer duties with 

Lexington Medical Center?  

2.   _____ Yes      ______  No   This applicant may be assigned to work directly with patient(s).   

 

Comments:    _______________________________________________________________________ 

         _______________________________________________________________________ 

 

Please complete if information is already available. TB testing and titers and vaccinations may be performed in 

Employee Health at no cost to the patient/volunteer if information is not already available. 

 Vaccination Dates Titer Date IF 

AVAILABLE 

Titer Results 

(CIRCLE) 

Documented Disease Date 

MMR or 

individual 

vaccines below 

 1 __________ 2 __________    

Measles    1 __________ 2 __________  POS    NEG   INDET  

Mumps  1 __________ 2 __________  POS    NEG   INDET  

Rubella  1 __________  POS    NEG   INDET  

Varicella  1 __________ 2 __________    

 

___________________________________   ____________________________________           ____________________ 

Signature of Physician           Print MD name                                                        Date 

 
Employee Health Medical Director is Alice Barker, MD, Occupational Health 

Return completed form to:  

LMC Employee Health Clinic 

2720 Sunset Blvd.  

West Columbia, S.C. 29169 
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