DEPARTMENT OF THE ARMY
HEADQUARTERS, UNITED STATES ARMY MEDICAL DEPARTMENT ACTIVITY
2480 LLEWELLYN AVENUE
FORT GEORGE G. MEADE, MARYLAND 20755-5800

REPLY TO 30 July 2004

ATTENTION OF

POLICY STATEMENT NO. 36

CONSENT FROM PATIENTS TO BE PHOTOGRAPHED OR FILMED

1. This policy is applicable to all medical treatment facilities (MTFs) within this medical depart-
ment activity (MEDDAC). It establishes policy regarding the obtainment of consent from patients
who are asked to be photographed or filmed under any of the following circumstances:

a. Forinternal organizational purposes (for example, performance improvement and education).

b. By photojournalism students of the Defense Information School (DINFOS) for academic
purposes. (This applies only to Kimbrough Ambulatory Care Center.)

c. For external purposes that will be seen by the public (for example, members of the news
media, commercial filming, television programs and marketing).

2. Patient consent.

a. Some medical forms that patients are requested to sign for anesthesia, operations and other
reasons include consent clauses for the purpose of taking photographs or movies for specific reasons.
Such a form is Standard Form 522, Request for Administration of Anesthesia and for Performance of
Operations and Other Procedures. The completion of these and similar forms is sufficient for patient
consent purposes.

b. When a patient in any of this MEDDAC’s MTFs is asked to be photographed or filmed for
any of the reasons stated above in paragraph 1, and the patient has not been required to sign a
specific medical form that will give his or her consent to be photographed or filmed as stated above
in paragraph 1a, the patient will be required to give his or her consent on DD Form 2870, Author-
ization for Disclosure of Medical or Dental Information, prior to being photographed or filmed. If a
patient refuses to give this consent, or is unable to, it is prohibited to photograph or film the patient.

3. Acopy of DD Form 2870 is included with this policy and should be used to make copies as they
are required. DD Form 2870 is also available as a forms resupply item from the MEDDAC
Administrative Services Officer in response to requests submitted by electronic mail. The following
items on DD Form 2870 must be completed by the patient, parent, or legal representative of the
patient for this consent:

a. Item 1: Name (self-explanatory).

b. Item 3: Social Security Number (self-explanatory).
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c. Item 4: Period of Treatment (enter “today’s” date).

d. Item 6: | Authorize . .. (enter the name of the MTF).

e. Item 8: Information to be Released (a statement to the effect that the patient is giving a
member of the staff, a DINFOS student, or a representative of another outside agency authorization
to photograph or film him or her, and for what purpose).

f. Items 11, 12 & 13 (Signature, Relationship to Patient, and Date (self-explanatory).

4. After the patient completes DD Form 2870, a member of the MTF staff will make two copies of

the form, give one copy to the patient, one copy to the individual doing the photographing or
filming, and place the original in the patients medical record.
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AUTHORIZATION FOR DISCLOSURE OF MEDICAL OR DENTAL INFORMATION

PRIVACY ACT STATEMENT

In accordance with the Privacy Act of 1974 (Public Law 93-579), the notice informs you of the purpose of the form and how
it will be used. Please read it carefully.

AUTHORITY: Public Law 104-191; E.O. 9397 (SSAN); DoD 6025.18-R.

PRINCIPAL PURPOSE(S): This form is to provide the Military Treatment Facility/Dental Treatment Facility/TRICARE Health Plan
with a means to request the use and/or disclosure of an individual's protected health information.

ROUTINE USE(S): To any third party or the individual upon authorization for the disclosure from the individual for: personal
use; insurance; continued medical care; school; legal; retirement/separation; or other reasons.

plfSCLOSURE: Voluntary. Failure to sign the authorization form will result in the non-release of the protected health
information.

This form will not be used for the authorization to disclose alcohol or drug abuse patient information from medical records or
for authorization to disclose information from records of an alcohol or drug abuse treatment program. In addition, any use as
an authorization to use or disclose psychotherapy notes may not be combined with another authorization except one to use or
disclose psychotherapy notes.

SECTION | - PATIENT DATA

1. NAME [Last, First, Middle Initial] 2. DATE OF BIRTH (YYYYMMDD]| 3. SOCIAL SECURITY NUMBER
4. PERIOD OF TREATMENT: FROM - TO (YYYYMMDD) 5. TYPE OF TREATMENT (X one)
| outPATIENT [ | INPATIENT [ ]soTH

SECTION Il - DISCLOSURE

6. | AUTHORIZE TO RELEASE MY PATIENT INFORMATION TO:
{Name of Facility/TRICARE Health Plan)

a. NAME OF PHYSICIAN, FACILITY, OR TRICARE HEALTH PLAN b. ADDRESS (Strest, City, State and ZIP Code/

c. TELEPHONE (/Include Area Code) d. FAX (Include Area Code)

7. REASON FOR REQUEST/USE OF MEDICAL INFORMATION (X as applicable)
PERSONAL USE CONTINUED MEDICAL CARE SCHOOL |:] OTHER (Specify)
INSURANCE RETIREMENT/SEPARATION LEGAL

8. INFORMATION TO BE RELEASED

9. AUTHORIZATION START DATE (YYYYMMODD) | 10. AUTHORIZATION EXPIRATION
| DATE (YYYYMMODD) | | ACTION COMPLETED

SECTION Il - RELEASE AUTHORIZATION

| understand that:

a. | have the right to revoke this authorization at any time. My revocation must be in writing and provided to the facility
where my medical records are kept or to the TMA Privacy Officer if this is an authorization for information possessed by the
TRICARE Health Plan rather than an MTF or DTF. | am aware that if | later revoke this authorization, the person(s) | herein
name will have used and/or disclosed my protected information on the basis of this authorization.

b. If | authorize my protected health information to be disclosed to someone who is not required to comply with federal privacyj
protection regulations, then such information may be re-disclosed and would no longer be protected.

c. | have a right to inspect and receive a copy of my own protected health information to be used or disclosed, in accordance
with the requirements of the federal privacy protection regulations found in the Privacy Act and 45 CFR §164.524.

d. The Military Health System (which includes the TRICARE Health Plan) may not condition treatment in MTFs/DTFs, payment
by the TRICARE Health Plan, enrollment in the TRICARE Health Plan or eligibility for TRICARE Health Plan benefits on failure to
obtain this authorization.

| request and authorize the named provider/treatment facility/TRICARE Heaith Plan to release the information described above
to the named individual/organization indicated.

11. SIGNATURE OF PATIENT/PARENT/LEGAL REPRESENTATIVE 12. RELATIONSHIP TO PATIENT 13. DATE (YYYYMMDD)
{If applicable)}

SECTION IV - FOR STAFF USE ONLY (7o be completed only upon receipt of written revocation}

14. X IF APPLICABLE: 16. REVOCATION COMPLETED BY 16. DATE (YYYYMMDOD}
AUTHORIZATION
REVOKED

17. IMPRINT OF PATIENT IDENTIFICATION PLATE WHEN AVAILABLE SPONSOR NAME:

SPONSOR RANK:
FMP/SPONSOR SSN:
BRANCH OF SERVICE:
PHONE NUMBER:
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