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Section 10: Member Authorization Form

Fi=¥m [ndependence

c . . i Blue Cross
Authorization to Release Information please print A

This form |s used to release your protected health Information as required by federat and state privacy laws. Your authorization allows the Heallh
Plan {your healh insurance carrier or HMO) 1o release your protected hezlih information fo a person or organization that you choose. You ean revoke

this authorization at any time by submitting & requast in writing to fhe Health Plan (contact Member Services for further Instructions). Ravoking this
authorization will not affect any action taken prior to receipt of your written requast.

Name: {First, Middle, Last, Title) Date of Birth: {Month/Day/Year)

Address: (including zip code) Telephone Number: {including area code)

Group Name/Number: {if avallable} Social Securlty Number: (optional) Member ID Number:

to relezse my protected heaith information as described below.

(Health Plan name on your (D card)

I acip e

erson's Name or Organization:

Telephone Number: {including ares code)

Address: (including zip code) Fax Number: (including area coda)

Check unly one bng;
(] Psychotherapy notes — Federal law requires an authorlization to use or release psychotherapy notes,
{ you check this box. you may not check ancther box belo
O All information related to the provision of and payment for my health care benefits or services.*
0 Specific information described below:*

Examples: The claim related to my service on (date); Appeal Information related to my clalm on {date)
Purpose of Release:

Exarnples: Al my reguest; To rasolve my appeal; To assist with my health insurance servicas

*NOTE: Stale law requires that you give specific parmission to release the infarmation below aven if you ehecked a box above. Indicate
your permission for the Health Flan to release any of the following information by initlaling all that apply.

Genetlc Information {Inltials) HIV/AIDS (tnitiats)
Substance/Alcohol Abuse {Initials} Mental/Behavioral Health _____ {Initizls}

This autharlzation will expire on / / {mm/dd/yyyy) OR an the ocourrence of the following event:

Examples: Until | revoke this autharization; Resolutlon of a specific issue

tist slg this.fo er for it to be comple

I understand that this authorization to release information is voluniary and Is not a condition of enraliment In this Health Plan, eligibility for benefits, or
payment of claims, I also understand that if the person or organization | authorize io receiva the Information described above is not subjsct 1o federal
health informatlon privacy taws, they may further release the protected health Infarmation and it may no longer be protected by federal privasy laws.

! gnaiure:; 2o e ersona hepresemative. Informatiol S Ll
By signing below, | authorize the usa of my protectad A personal representalive is & person who has the legal authority to act on behalf of an
health information. Individual. A copy of a Pawer of Attarney or other court-relalad legal document must be

on file at the health plan.

{ )
(Signature of Mamber) {Printed Name of Personal Reprasentative) {Data) (Telsphana Number}
(Date) {Signaturs of Personal Fepressntativa) {Description of representative’s authority)

PLEASE KEEP A COPY OF THIS FORM AND THE INSTRUCTIONS FOR YOUR RECORDS 020703 v2



