
AUTHORIZATION FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION 
 
This is an Authorization for Use and Disclosure of Protected Health Information or PHI (the 
“Authorization”) for services provided by Concentra Health Services, Inc. (“Concentra”) and 
various laboratories (“Laboratory Partners”). 

 

I. Authorization for the Use or Disclosure of PHI 

I hereby authorize Concentra and Laboratory Partners to disclose my protected health 
information and other information (as described and limited below) to Amazon.com Services, 
LLC, (“Amazon”) to permit Amazon to prevent or lessen the serious and imminent threat that 
the coronavirus disease (COVID-19) presents to the health and safety of Amazon’s essential 
workforce that includes Amazon employees and non-employee partners and to help facilitate 
COVID-related information or other benefits on my behalf. For example, Amazon may need to 
notify my worksite about my results, as permitted by law, and may notify Human Resources or 
other benefit plans to facilitate sick leave or medical and disability benefits. 

The information that Concentra and Laboratory Partners are authorized to share with Amazon 
may include the following: 

a. Name 
b. Employee Type  
c. Testing Location 
d. Address 
e. COVID-19 Order, Type, & Kit Number 
f. COVID-19 Status 
g. COVID-19 Test Order Date 
h. COVID-19 Test Results Date 
i. Gender 
j. Date of Birth 
k. Contact Phone Number 
l. Email address 
m. Account registration status 

For non-employee partners of Amazon, Amazon may further disclose the information 
described above to such non-employee partner’s employer as it deems is necessary to further 
the goals described in this Authorization.  

This Authorization permits Concentra and Laboratory Partners to communicate with me about 
COVID-19 related testing via email or other means deemed appropriate by Concentra and 
Laboratory Partners. 



Neither Concentra, Laboratory Partners, nor Amazon will receive financial or in-kind 
compensation or remuneration in exchange for using or disclosing the information as 
described above. 

This Authorization will expire on the earlier of one year (365 days) from the date of signature, 
sixty days after the date Amazon ceases COVID-19 testing, or if I revoke this Authorization as 
provided below.    

II.  Important Information About Your Rights 

I understand that: 

 This Authorization is voluntary and I may refuse to sign it. However, if I do not sign the 
Authorization, I will not be eligible to receive a test for COVID-19 through Amazon’s 
testing program. 

 I may revoke this Authorization at any time prior to its expiration date by sending a 
written revocation notice to privacyoffice@concentra.com. The revocation will not have 
any effect on any actions that Concentra, Laboratory Partners, or Amazon took before my 
revocation notice is received. 

 Information used or disclosed pursuant to this Authorization will no longer be protected 
by the Health Insurance Portability and Accountability Act (HIPAA), California’s 
Confidentiality of Medical Information Act (CMIA), or any other law and may be subject to 
redisclosure by Amazon, as permitted by law.   

 I have a right to a copy of this Authorization.  

 To comply with social distancing guidelines, I acknowledge that I have reviewed the 
contents of this Authorization and consent orally. I designate the Concentra intake 
administrator as my personal representative for the sole purpose of executing this 
Authorization on my behalf.   

III.  Signature of Patient or Patient’s Representative 

[SCAN ACCEPT] [DATE] 

mailto:privacyoffice@concentra.com

