Authorization to Release Medical Information

Name: 


           
 Date of Birth: 


Mbr:





 
Address:   













Telephone  # 



**SS# 
 


 Mbr Insur.  ID#: 



                                                        
Purpose:   The purpose of this authorization is to ensure that legally protected health or medical information about you is not be obtained, used, or disclosed, without your permission, or, for purposes other than those permitted by law.
Types of information for which your permission is requested.  We request your permission to obtain, use, and disclose individual claims history and medical records for the limited purpose of resolution of the health plan claim(s) for which you’ve asked assistance.

Purpose for Disclosure.  The information gathered will only be used for resolution of your health claim(s) inquiry.
Persons authorized to make disclosures.  Only insurers, agent/brokers, and/or physicians are authorized to make the use and disclosures identified herein, for the purposes described herein.
Persons to whom the disclosures may be made.  The disclosures authorized and made pursuant to this authorization will only be made to insurers, agent/brokers, and/or physicians for the purposes described herein.

Expiration and Revocation.  This authorization will be for the duration of the pendency of the claim(s).  However, you may revoke this authorization at any time by submitting a written revocation of authorization.  I understand that any actions taken in reliance on this authorization prior to its revocation cannot be reversed.
Re-disclosure.  The information obtained through this authorization is subject to re-disclosure by the recipient of the information.  However, if any information is re-disclosed, the protections provided herein will continue to be applicable, and the information will not be reused or disclosed, except as authorized by you, or as permitted by law.


I have read and understand the information contained herein, and by my signature below, authorize the receipt, use and disclosure of the information described herein, for the limited purposes described herein.  No inducement has been made to compel my signature hereon.

*






* 





Signature





Date

If signed by a personal representative, complete the following:

Name of personal representative (s): 









Relationship to individual authorizing release of medical information, or nature of authority (health care power of attorney, guardian, other statutory authorization, etc.): 
This authorization is for the purpose of disclosing personal health information, including medical records, claim information, benefit information, and benefit records, including any individually identifiable health information contained in these records to the personal representative. The purpose of this release is to assist with benefit and claim questions, coordination of benefit, claim resolution, questions regarding billings and benefit issues. 
Contact phone number:
Signature of Personal Representative (s)

DATE_____________________________
A copy of the signed authorization must be given to the individual giving the authorization.

