Authorization for Release of Information

I ______________________________________________________________________________________ authorize the _________ Plan (the “Plan”), agents of the Plan including the Plan administrator and Plan business associates, and all health care service providers, insurers and other entities providing Plan benefits, services or payments to disclose my health information related to health services provided to me between ______________________ and ____________________________ and benefits claims related to those services to ____________, its employees and its agents so that they may assist me in understanding and pursuing Plan benefits and may act as my advocate in pursuing Plan benefits. 

This authorization shall terminate 90 days after my coverage under the Plan, including continuation coverage expires.  I retain the right to revoke this authorization before that date by submitting my revocation in writing to the Plan. 

Important Information About My Rights:

 I may revoke this authorization at any time prior to its expiration by notifying the Plan in writing, but the revocation will not have any affect on any actions taken before revocation was received or taken in reliance on the authorization.

 I may see and copy the information described on this form if I request it.

 I am not required to sign this form to receive my health care benefits (or for enrollment in a health plan, treatment, payment or eligibility for benefits).

 The information that is used or disclosed pursuant to this authorization may be redisclosed by the recipient entity and may no longer be protected by federal privacy regulations. However, any information disclosed to health care providers, insurance companies, insurance agents or brokers, health plans and health plan administrators, will continue to be protected and not be reused or redisclosed other than as authorized by you or permitted by law. 

My signature below confirms that I have read and understand the information above and authorize the receipt, use and disclosure of the information described in this document for the purposes identified.  





__________________________________________________________________


Signature                                         


 Date

