
Authorization for Release of Health Information 

Member’s personal information 

Who may get and share my information 

Type of information to be shared 

Purpose of disclosure 

Signature 

Personal representative 

Authorization for Release of Health Information 



 

Member’s personal information 

I understand and agree that: 

• 
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• 

• 

• 

Who may get and share my information 

Type of information to be shared 

 

• • 

• • 

• • 

• • 
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Purpose of disclosure 

 

 

Signature 

Personal representative 

Ready to send the completed form? 



 



 



 


