Personal Health Information-Generic Form


I hereby authorize ____________________________________ and their respective agents, subcontractors and affiliates to disclose confidential information about the member/insured as indicated below.
I understand that this authorization is voluntary and may be revoked at any time with a subsequent signed acknowledgement.
Member Information

Name: _________________________________________________________

Member Number: ________________________________________________

SS#:___________________________________________________________

Members DOB: _________________________________________________

Address: _______________________________________________________

City: ___________________ State: ________________ Zip: _____________

Phone #: ______ (          ) __________________________________________
Purpose of this Authorization (check as many as needed)
_____ Dues payment and billing information

_____ Application or Enrollment

_____ Claims records and status for __________ (year)

_____ Medical Care treatment (not including mental health, substance abuse, or HIV care)

_____ Mental Health and/or substance abuse
_____HIV care and treatment

_____Other (please explain)

· Entities or Persons authorized to disclose or use information (include address)
      __________________________________________________________________

· Entities or Persons authorized to receive disclosed information (include relationship)_______________________________________________________
      __________________________________________________________________

· Specific purpose of this authorization____________________________________
__________________________________________________________________

· Information to be Disclosed ___________________________________________
      __________________________________________________________________

IMPORTANT

Your signature means you understand and agree to the following:

· The protected health information provided under this authorization may include diagnosis and treatment information, including information pertaining to chronic diseases, alcoholism, substance abuse, mental health, genetic market information and communicable diseases (including HIV and AIDS if separate from attached).  These records will be included in the information we will make available to the entities or persons authorized to receive said information.

· Information disclosed under this authorization may be disclosed again by the recipient and no longer protected by federal privacy regulations (e.g. HIPPA)

· If we receive requests for copies of claims and encounter information from the entities or persons you authorized to receive you confidential information, we may charge a reasonable fee (except where prohibited) to defray our copying and mailing cost.

· Your ability to enroll, you eligibility for benefits and payments for services will not be affected if you refuse to sign this form.  Without your signature, your request to release the information described above to a third party will not be honored.

· You may receive a copy of this form with a written request addressed to the carrier.

· You may revoke this authorization at any time by notifying us in writing, unless it was obtained as a condition of obtaining health care coverage or action has already been taken to authorize parties pursuant to this authorization

· No other personal or health information may be disclosed beyond the information being authorized on this form without written consent, unless permitted by law.

Length of time for which this authorization will be in effect (one year from start date unless indicated otherwise)

From _______/_______/_______ (day, month, year)

To     _______/_______/_______ (day, month, year)

Signature of Member/Insured, member, member’s legal representative or parents (if member is under the age of 18)

__________________________________________ Date_____________________

Print Name _________________________________________________________

Legal status if not member/insured 


_____ Natural, adoptive, foster or step parent


_____Durable power of attorney for health care (please attach copy)


_____Beneficiary or personal representative of deceased patient


_____Spouse or persona financially responsible (enrollment only)


_____Court appointed guardian, legal conservator, legal representative or an 

Individual with power or attorney to disclose the member’s personal and health information (please attach copy)
