
See

Losl Nome

Member lD Number (As on lD cord)

O nttmy informotion including heolth
(e.9. diognosis, cloims, provider) ond
finonciol informotion (e.9. premium
informotion) moy be dÍsclosed

limited lnformolion

O Rppeol

O Benefits & coveroge

O aittlng

O Clqims & poyment

Q Oiognosis & procedure

O Eligibiliiy & enrollment

O Finonciol

O Medicol records(excludes psycholheropy notes*)

Q Physicion & hospitol
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P.O. Box 
.l432ó

Reoding. PA 19612
www.SeeChongeHeolth.com

Moin: 8óó-340-7182
Fox: ó10-374-ó98ó

Enroll@SeeChongeHeolth.com

Apl. No.

person receiving the informotion

Age

O Onty limited ínformotion moy be
disclosed (check oll opplicoble
blocks below).

M.l.

Dole of B¡rth Doytime Phone Number

Group lD number

Sociol Securily

Home Address lP.O. Box nol occepled unless rurol P.O. Box)

Cify Zip Code

I outhorize the following person or types of people to disclose my informotion:
SeeChonge, its offiliotes ond ony of its ogenls

louthorize the following person to receive my informotíon (the
must be l8 yeors of oge or older):

Nome

Relotionship lo the Member

I outhorize the following informolion to be used or disclosed on my beholf (check one block):

Pre-certificotion & pre-outhorizotion

Referrol

Treotment

Denlol
Vision

Phormocy

Behoviorol Heollh

Other:



O I outhorize the releose of the following types of sensitive informotion
(check oll blocks thot opply):

o
o
o

o
o
o
o
o

Abortion
Abuse (sexuol/physicol/mentol)
Alcohol/substonce
Genetic testing
HIV or AIDS

Moternity
MentolHeolth
Sexuolly tronsmitled or other
communicoble diseoses

o Other

Ihe purpose of my outhorizotíon is (check one):

O To disclose the informotion of my requesl
O Other(Pleose exploin)

Expirotion Dote. lf not previously revoked, this outhorizotion will terminote on the eorliest of the
following doles:

The dote my coveroge ends (only íf disclosure requested by insuronce compony); or
One yeor from lhe signoture dote below; or
upon the following dote, eveni or condition (within the one yeor time frome):

I hove reod the contents of this outhorizotíon ond understond ond ogree to the use ond
disclosure of my informotion os specified obove. I olso understond this outhorizotion is voluntory
ond thot the person listed in Port A will not condition my treotment, poyment, or enrollment or
eligibility for benefits on signíng this outhorizotion.

I hove the ríght to revoke this outhorizotion of ony time by giving written notice of my
revocofion to the person listed in Port A. I understond thot my revocotion will not offect ony
oction token before my written revocotion notice is received. I olso understond thot
informotion disclosed moy be subject to re-disclosure by the recipíent in which cose it moy no
longer be protected under the HIPAA Privocy Rule. I om entitled to o copy of this oulhorizotion.

o
o
o

Signoture

Designoted Legol Representotive / Guordion

Dole

lf this form ís signed by o legol representotive/guordion on beholf of the individuol, pleose
complete lhe following. A copy of o Heolth Core Power of Attorney, o court order or other
documentotion estoblishing custody or other legol documentotíon demonstrotíng the oulhority
of the legol representotive to oct on the individuol's beholf must be ottoched.

Legol representofive (print full nome):

Legol relotionship to individuol:

Signoture Dole

*Nole: Thts form connol be used for psychotheropy nofes. /f you seek to outhorize lhe use or disc/osure of
psycholheropy notes, then you will need fo do so using o seporofe form.

Pleose keep o copy of thls form for your records ond relurn the compleled lorm lo oddress listed on lhe top of lhe form

S-HIAF-2O1 1092ó SeeChonge Heollh lnsuronce, lnc.


