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AUTHORIZATIONTOUSEORDISCLOSEPROTECTEDHEALTHINFORMATION(PHI)
(INSTRUCTIONSANDIMPORTANTINFORMATIONON REVERSE)

1
MemberName:

Address:

Dateof Birth:

Member10#: Telephone:(

to releasemy PHIas indicatedbelowto the
person(s)/entity(s)namedin Part2.

I authorize
** (Pri.ntnameof HealthPlanon identificationcard)

Relationship:

Telephone:(

Relationship:

Telephone:(

Relationship:

Telephone:(

3
- Anv informationor PHI inconnectionwith anyclaimor appealfor coverageor benefits,includinqbut not limitedto:.Benefits,premiums, . Addressortelephonenumber, . Medicalrecords,hospital/prescription

eligibility,deductibles,etc. dateofbirth,etc. pre-authorizations,referrals,etc.

Other/specialinstructions:

4
l TheAuthorizedPerson(s)maydiscussmyPHIinperson,writingorviaphone.
- The AuthorizedPerson(s)maydiscussand receivecopiesof my PHI(e.g.explanationof benefits,etc.).
- The AuthorizedPerson(s)maydiscuss,receivecopiesof,and makechangesto my PHI(e.g.PCPchanges,

addresschanges,etc.).
The AuthorizedPerson(s)maydo anythingI am permittedto do.

5

1. Myauthorizationis voluntaryand not a conditionof enrollment,eligibility,or claim payment;

2. TheAuthorizedPerson(s)maynot besubjectto federal/stateprivacylawsandthey mayfurtherreleasemy PHI;

3. I may revokethis authorizationat anytime by sendingwrittennotice,however,revocationwill not affectanyaction
previouslytaken in relianceon this authorizationpriorto the HealthPlan'sreceiptof my revocation;

4. This authorizationreplacesany HIPAAauthorizationspreviouslysentto the HealthPlan,unlesscheckedhere-

5. Thisauthorizationwill expirein(checkone): - one(1)year - three(3)years - five(5)years
fromthe date receivedby the HealthPlanORon expirationof the following(e.g. litigation):

Seereversefor importantinformationregardingexpirationdateandpreviouslysubmittedauthorizations.

6 Print Name:

Signature:

Relationship:
Date:

Name:

Address:

2
I Name:
Address:

Name:

Address:



HIPAA Privacy
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The Health InsurancePortabilityand AccountabilityAct (HIPAA),effectiveApril 14, 2003, requiresyour express permission
before we may discuss/releaseyour protected health information (PHI) to your relatives, friends, employer, etc. This
authorizationis neededto documentyour intentand to identifythe person(s)who haveyour permissionto contactus on your
behalf("authorizedperson")for claimsstatus,benefitinformation,and/orothermatterspertainingto your insurancecoverage.

In most instances,HIPAAdoes not requireyour authorizationbeforewe may shareyour PHI with healthcare providers(e.g.
physicians,hospitals,etc.) involvedin your treatmentor paymentfor your treatment. This exceptionis to ensureuninterrupted
businessoperationssuch as timely submissionand processingof your claims for medical benefits. Therefore,it is NOT
necessaryto nameyour f:1ealthcareprovidersas authorizedpersons.

. Sensitiveinformation/diagnoses
Do NOT usethis formto requestthe releaseof
HIV/AIDSinformation,mentalhealth,andalcoholor
substanceabuseinformation.The requiredforms
are 2(0) and 2(E) respectively,whichareavailable
on-lineor by contactingCustomerService.
If you are usingthis formto authorizethe releaseof
psychotherapynotes,it mustONLYbe usedfor
psychotherapynotes. You MUSTusea separate
2A formto authorizethe releaseof anyother PHI.

. PART1:
This sectionshouldnamethe memberof the Health
PlanwhosePHIwill be sharedwith and/ordisclosed

to the authorizedperson(s).

. PART2:
This sectionshouldnamethe authorizedperson(s),
such as a spouseor child,whowill be contacting
the HealthPlanto discussthe member'sPHI,

. PART3:
ThissectionshouldindicatethespecificPHIofthe
memberthattheHealthPlanmaysharewithand/or
disclosetotheauthorizedperson(s).

. PART4:
Thissectionis to identifyhowmuchauthorityyouaregivingthe
authorizedperson(s)toaccessand/orchangeyourPHI.The
defaultselectionis markedwithan'X'. Markanyadditional
selectionsthatapply.

. PART5:

Readthissectioncarefully.Signingthisformatteststoall
statementsmadeinthissection.IMPORTANT:(a)Ifthe
informationistobeaddedtoanauthorizationpreviouslysentto
theHealthPlan,acheckmarkmustbemadeotherwiseall
previousinformationwillbevoided;(b)An'indefinite','ongoing'or
'non-expiring'authorizationwillnotbeconsideredvalid.This
authorizationwillexpireone(1)yearfromthedateit isreceivedif
anexpirationdateisnotspecified.

. PART6:

Themember'ssignatureis required.If thememberis incapable
ofsigningdueto illness,injuryordeath,a personalrepresentative
(seebelow)maysignonthemember'sbehalf.
A personalrepresentative(PR)suchastheparentofa minorchild,
powerofattorneyorexecutor,maysignhisorhernameinthe
member'sstead.Thelegaldocumentsprovingtheauthorityofthe
PRtoactforthememberMUSTbeattachedotherwisethePR's
signatureandthisauthorizationwillNOTbehonored.

. CompleteALLsections
ThisauthorizationwillONLYbeconsideredvalidifALLsections
arefullycompleted.

PLEASERETURNYOURAUTHORIZATIONFORM(S)TO THEADDRESSLISTEDBELOW

If you haveany questionsor needassistancein completingthis form,pleasecall the CustomerServicetelephonenumberon
the backof your identificationcardor writeto:

PrivacyDepartment
POBox 15013,Albany,NY 12212

PrivacyDepartment
PO Box80, Buffalo,NY 14240


