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AUTHORIZATION FOR THE USE AND DISCLOSURE OF IN FORMATION

This authorization must be written, dated and signed by the consumer or by a4 person authorized by law to give this
authorization. File copy and facsimile transmission are considersd equivalent o the original. It
seeks the authorization from an individual Jor a use or disclosyre of PHIL, must provide the
indiviaual with 1 copy of the signed authorization.

] authorize _, and s subsidianies/affiliates, to use or disclose my medical, claim or
benefil records, ncluding any individually idenufiable health information coniained in these records. |
understand these records may contain informanon created by other persons or engities, mcluding health care
providers as well as informarion regarding the use of drug and alcohol treatment services, HIV/AIDS treatment,
mental health services, reproductive health services, and treatment for sexunally transmatted diseases.

i understand that the information I authonze a person of entily may be re-disclosed and no longer protecied by
federal privacy regulations.

1. Persons/entities authorized 10 receive the information:

2. Type of informauon we are authorized 1o disclose:

3 The information will be used or disclosed for the following purposes: (If the consumer is requesting the
use ar disclosure for his/her own purposes, the purpose may be described as "at the request of the
individual.)

4. [ understand that this authorization is voluntary and thar I may refuse to sign this authonization. My refusal
1o sign will not affect my enrollment in the health plan, eligibility 1o receive henefits, abiliy o obtain
meatment, or ability 1o receve paymenmt unless allowed by law. (Only applicable if

__is requesting the information for s own uses and disclosures.

Otherwise, delete %4 in its entirety and renumber remaining provisions.)

5 Tunderstand that I may revoke this authorization at any nme by nofifying I writing
a1 [insert address), except 1o the extent that.
(8) We have taken acrion in rehance on this authonzation; or
(b) If authorizanon was obrained as a condition for obtaining insurance coverage, other law provides the
insurer with the right 1o contest a ¢claim under the policy.

6. This authorization expires [on] [upon]

. (Inserr applicable date
or event. May insert the statement "one year from the date indicared below." The stutement “end of the
research study,” “none,” or similar language is sufficient if the authorization is for

10 use ar disclose infarmation for research, including the creation and
maintenance of a research database or research repository.)
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AUTHORIZATION FOR THE USE AND DISCLOSURE OF IN FORMATION

7. UntedHealthcare will/will not (select ope) receive compensarion for using or _disclosmg This mfonnanon.
(Only applicable 10 authorizations required for marketing. If authorization is not for marketing, delete

item #7 in ity entirery.)

Printed name of consumer or consumer's representanve Relationship to consumer and authority

to act for consumer

Consumer Idenrification Number
" Consymer address and phone number

Signature of consumer Dxate
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