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Use this form to authorize the U.S. Department of Homeland Security (“DHS”) to disclose information to yourself and/or records about you to a third party. Taking this action is entirely voluntary; you are under no obligation to consent to the release of your information to any third party. Authority: Privacy Act of 1974 (5 U.S.C. § 552a); DHS Privacy Act Regulations (6 C.F.R. § 5.21(d)).
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Full Name of Subject:
Social Security Number (at least the last 4 digits):
Date of Birth:
Email Address:
Current Address:
Telephone Number:
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DEPARTMENT OF HOMELAND SECURITY
U.S. Customs And Border Protection 
MEDICAL RECORDS PRIVACY ACT RELEASE FORM
Pre-employment Medical Records Review Privacy Act Release Form
CBP Hiring Center
Requests will be processed under the provisions of the Federal Privacy Act, 5 U.S.C. 552a.
Provide information about yourself (the "Subject") and identify yourself or the third party that you intend to receive your information and/or records (the “Recipient”).
SECTION 1
RECIPEINT NAME AND ADDRESS (TO SEND INFORMATION):
Send to subject at email address listed above
Send to third party at address indicated below:
Full Name of Requester:
Current Address:
Email Address:
SECTION 3
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Specify what information and/or types of CBP records DHS is authorized to share with the Recipient.
SECTION 2
Pre-employment Medical Exam Results.
Hearing Screening Results
Vision Screening Results
Other: Please be specific:
Sign the statement below authorizing DHS to disclose your information and/or records to the Recipient.
I certify under penalty of perjury that the information above is accurate. I authorize DHS, its components, offices, employees, contractors, agents, and assignees, to disclose the information or records specified above to the Recipient. I understand this may include and is not limited to reports, evaluations, and notes of any kind, contained in any record keeping system maintained by or on behalf of DHS; that DHS retains the discretion to decide if particular records or information are within the scope of this Release Form; and that DHS has no control over how the Recipient will use or disseminate my information. I agree to release and hold harmless DHS, its components, offices, employees, contractors, agents, and assignees, from any and all claims of action or damages of any kind arising from, or in any way connected to, the release or use of any information or records pursuant to this Release Form. 
INSTRUCTIONS
Please submit the completed form and your request to the CBP Hiring Center at cbphiringmedrecordrequest@cbp.dhs.gov. Requests must be submitted in writing.  If you request information about yourself and do not follow these procedures, your request cannot be processed. This requirement helps to ensure that private information about you will not be disclosed to anyone else.
Note: 
The CBP Hiring Center only maintains pre-employment medical records. For employee medical records, please contact the CBP National Medical Surveillance Program at medicalsurveillanceprogram@cbp.dhs.gov
Explanation of CBP Record Types:
The following records are covered by the U.S. Office of Personnel Management OPM/GOVT-5 Recruiting, Examining, and Placement Records System of Records Notice:
Medical Records: Records used in considering individuals who have applied for positions within CBP for making determinations of medical qualifications (e.g., pre-employment medical exam results, hearing screening results, vision screening results, medical review officer's consultation recommendation, waiver review board results, and other records related to the medical review process). 
Revocation of Privacy: 
This form is valid for 90 days from the date of signature unless you have otherwise specified on this form. You may revoke this form at any time by contacting the CBP Hiring Center Office (cbphiringmedrecordrequest@cbp.dhs.gov). Certain information about you may be requested to confirm your identity and you may be asked to revoke the waiver in writing.
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