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Medical Release Consent Form 

 

 
 
If you are participating in the Norton Healthcare “N Good Health” wellness program, health 
information you provide as part of this program, as well as personal demographic 
information and any medical test results, will be used by internal wellness staff and their 
agents or third-party administrators for assistance in your success in the program. Your 
medical information may be used to provide you with internal outreach and wellness 
program marketing in order to assist you in your progress in the program. Your medical 
information will not otherwise be shared with or accessible to Human Resources or used for 
any employment actions or decisions. Information about your eligibility for future benefit 
discounts and/or credits specific to this program may be shared with Payroll in order to 
credit your account. 
 
GINA AUTHORIZATION 
 
Norton Healthcare offers a wellness program to certain of our employees and their 
dependents. As part of the wellness program, spouses are invited to complete a voluntary 
health risk assessment (HRA) through which the spouse will provide information about his or 
her health history, health status or both.  We may provide financial or other incentives to 
employees whose spouses participate in the HRA. 
 
Your participation in the HRA is voluntary. You are not required to participate in the HRA.  
 
We’ll use the health information you provide to help you. Findings gathered from the HRA 
will be used to provide you with information to help you understand your current health and 
potential risks, and may also be used to offer health-related services to you.   
 
Your health information is confidential. We are required by law to maintain the privacy and 
security of your personally identifiable health information. Unless we are conducting the 
HRA, the medical information collected will not be available to us in a way that allows us to 
identify you or the employee. However, we may use aggregate or summary (e.g., de-
identified) information from the HRA to design or provide additional health services. Any 
individually identifiable medical information we obtain through the wellness program will be 
maintained separate from personnel records, information stored electronically will be 
encrypted, and no information you provide will be used in making employment decisions. 
Appropriate precautions will be taken to avoid a data breach, and in the event a data breach 
occurs, involving information you provide in connection with the wellness program, we will 



notify you promptly after learning of the breach.  
 
Your health information will not be sold, exchanged, transferred, or otherwise disclosed 
except to the extent permitted by law to carry out specific activities related to the wellness 
program (including the health plan which it is a part of), and you will not be asked or 
required to waive the confidentiality of your health information as a condition of 
participating in the wellness program or our provision of an incentive. Anyone who receives 
your information for purposes of providing you services as part of the wellness program is 
required to abide by the same confidentiality requirements. In addition to you, the only 
individuals who will receive your personally identifiable health information will be licensed 
health care professions and board certified genetic counselors in order to provide you with 
health or genetic services under the wellness program. We may disclose your information as 
necessary to respond to a request from you for a reasonable accommodation to allow you 
to participate in the wellness program, or as expressly permitted by law. 
 
 
 
 
 

_____________________________________________    ____________________________________________ 
Signature of N Good Health participant      Printed name 

Date of birth (MM/DD/YYYY): ___________________ 

  Employee   Spouse  

 

Employee AHSN or spouse member number: __________________  Date of service: ____________________ 

IMPORTANT 
Office staff: Scan this signed medical release consent form into the Media Manager in Epic. 

Select Epic > Patient Care > Media Manager. Follow the step-by-step directions provided in 

the Epic tip sheet to ensure the form is scanned as “Consent (N Good Health).” See office 

manager for the tip sheet. 

 
N Good Health participant: Keep a copy of this signed medical release consent form for 
your records. 

 
N Good Health participant: Keep a copy of this signed medical release consent form for 
your records. 

 


