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AUTHORIZATION FOR USE AND DISCLOSURE OF PROTECTED 
HEALTH INFORMATON 

Please complete this form if you wish to authorize Sutter Health Plus to disclose your 
protected health information to another individual or entity. This authorization is 
voluntary. Sutter Health Plus will not condition payment, enrollment in our health plan 
or your eligibility for benefits on you signing this authorization.   

Return the completed form to Sutter Health Plus via our secure fax line at 1-916-736-
5426, by email to shpenrollmentmailbox@sutterhealth.org or by mail to: P.O. Box 
160345, Sacramento, CA 95816. 

 
MEMBER INFORMATION (person whose information will be disclosed) 

Member Name: ____________________________ DOB: ___________ ID: _______  

Address: _________________________ City: ___________ State: ____ ZIP: ______ 

Phone: ________________________ Email (optional): ________________________   

 

RECIPIENT (person or company authorized to receive the member’s information 

Name of Individual or Organization:          

Address: _________________________ City: ____________ State: ____ ZIP: _____ 

Relationship to Member: ________________________________________________   

 

PURPOSE FOR THIS REQUESTED DISCLOSURE (check one) 

[  ] The information is about me and is to be used or disclosed at my request  

[  ] For this reason(s): __________________________________________________  

mailto:shpenrollmentmailbox@sutterhealth.org
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INFORMATION TO BE DISCLOSED 
[  ] My Complete Health Plan Record. This may include health information, 
diagnosis information, claims, payment,  identification of doctors and other healthcare 
providers, and information they have provided. This does not include the sensitive 
information listed below unless specifically authorized by checking the box and 
initialing below. 

OR 

[  ] Only limited information may be released (check all that apply) 

[  ] Claims and explanation of benefits information 

[  ] Application, eligibility and enrollment (including member ID information) 

[  ] Benefits and coverage  

[  ] Billing and payment information 

[  ] Other:______________ 

I also approve the release of the following types of sensitive information by 

Sutter Health Plus (check one) 

[  ] All of my sensitive information (including HIV test results, substance abuse 
information, mental health information, and genetic testing information and 
results) ___ (initial) 

OR 

[  ] Just information about the topics below (check all that apply) 

[  ] HIV test results ___ (initial)   

[  ] Substance abuse ___ (initial) 

[  ] Mental Health ___ (initial) 

[  ] Genetic testing information/results ___ (initial) 

I would like to limit this release to information related to the following date(s) of service 
for records requested: __________________________________________________ 

____________________________________________________________________. 
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EXPIRATION AND REVOCATION: This authorization shall become effective 
immediately and shall remain in effect for one year from the date signed unless a 
different date is specified here___________________________________________. 

You may revoke you authorization at any time.  Your revocation must be in writing, 
signed, and delivered via our secure fax line at 1-916-736-5426, by email to 
shpenrollmentmailbox@sutterhealth.org or by mail to the address indicated at the 
bottom of the form. 

Revocation will be effective upon receipt, but will have no impact on uses or 
disclosures made while my authorization was valid. 

SIGNATURE: 

I,      , understand that by signing this authorization I am 
voluntarily giving my permission to Sutter Health Plus to disclose my protected health 
information to the recipient(s) identified above.  I understand that I may refuse to sign 
this authorization and my refusal will not affect enrollment or eligibility for benefits, or 
my ability to obtain treatment or payment. I understand that I may revoke this 
authorization at any time. I understand that I have a right to receive a copy of this 
authorization and that I have a right to request to inspect and obtain a copy of the 
information of which I am authorizing the use or disclosure. I understand that once my 
information is disclosed, it could be redisclosed by the recipient and may no longer be 
protected by state or federal privacy laws. I understand that Sutter Health Plus will not 
be responsible for any redisclosure, whether or not permitted by law.  

SIGNATURE: _______________________________ Date: _________ Time: ______ 

(Member/Legal Representative) 

If signed by someone other than the member, print name and relationship.  
Sutter Health Plus may require documentation showing your legal authority to act on 
behalf of the member before acting upon this authorization. 

Name: __________________________________ Relationship: _________________ 
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IMPORTANTE: ¿Puede leer esto? Si no puede, Sutter Health Plus puede 
proporcionarle alguien que le ayude a leerlo. También puede obtenerlo por escrito en 
su idioma. Llame a Sutter Health Plus Member Services al 1-855-315-5800 (TTY 1-
855-830-3500), sin costo alguno. (Spanish) 
重要提示：您能讀懂這份文件嗎？如果不能，Sutter Health Plus 
可以找人幫助您讀它。您還可能得到用您的語言書寫的這份文件。若需要免費幫助，請

致電 Sutter Health Plus 會員服務，電話號碼 1-855-315-5800 (TTY 1-855-830-3500)。
(Chinese) 

IMPORTANT: Can you read this? If not, Sutter Health Plus can have somebody help 
you read it. You may also be able to get this written in your language. For no-cost 
help, please call Sutter Health Plus Member Services at 1-855-315-5800 (TTY 1-855- 
830-3500). (English) 

Notice of  Language Assistance 
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Notice of  Language Assistance 

IMPORTANT: Can you read this? If not, Sutter Health Plus can have somebody help you read 
it. You may also be able to get this written in your language. For no-cost help, please call 
Sutter Health Plus Member Services at 1-855-315-5800 (TTY 1-855-830-3500). (English) 

IMPORTANTE: ¿Puede leer esto? Si no puede, Sutter Health Plus puede proporcionarle 
alguien que le ayude a leerlo. También puede obtenerlo por escrito en su idioma. Llame a 
Sutter Health Plus Member Services al 1-855-315-5800 (TTY 1-855-830-3500), sin costo 
alguno. (Spanish) 

Sutter Health Plus
Sutter Health Plus

1-855-315-5800 (TTY 1-855-830-3500) (Chinese)

لدیھمیكونقد (Sutter Health Plus)بلاسھیلثصَترأنفاعلمقادرًاتكنلمإذاھذا؟قراءةعلىقادرأنتھل:مھمةملحوظة
الاتصالبرجاءمجانیة،مساعدةعلىللحصول.بلغُتكمكتوبًاتتلقاهأنأیضًایمكنككما.النصھذاقراءةفيمساعدتكیمكنھشخصًا
5800-315-855-1ھاتفعلى(Sutter Health Plus Member Services)بلاسھیلثصَترأعضاءبخدمات

1-855-830-3500[TTY]). (Arabic)المرئيالنصھاتف(

ԿԱՐԵՎՈՐ ՏԵՂԵԿԱՏՎՈՒԹՅՈՒՆ. Կարո՞ղ եք կարդալ սա։ Եթե ոչ, Sutter Health Plus-ը
կարող է տրամադրել մեկին, ով կօգնի Ձեզ կարդալ այն։ Դուք կարող եք նաև ստանալ այն
գրված Ձեր լեզվով։ Անվճար օգնության համար խնդրում ենք զանգահարել Sutter Health 
Plus-ի Անդամների սպասարկման բաժին՝ 1-855-315-5800 (TTY 1-855-830-3500) 
հեռախոսահամարով։ (Armenian) 

ǒរៈសំƴន់៖ េតអƒកǕចǕនេសចកƉីេនះឬេទ? េបសិនមិនǕចេទ Sutter Health Plus Ǖចǋន
នរǁǋƒ ក់ជួយǕនǏជូនអƒក ។ អƒកក៏ǕចនឹងឲƘǇនេសចកƉីេនះ សរេសរƺǊǒរបស់អƒកែដរ។ សំ
Ǎប់ជំនួយេƽយឥតអស់ៃថƚ សូមទូរស័ពƐេǵ ែផƒកេសǏសǋជិក Sutter Health Plus ǂមេលខ 
1-855-315-5800 (TTY 1-855-830-3500)។ (Cambodian)

بگیردکمکفردیازتواندمیSutter Health Plus،توانیدنمیاگربفھمید؟وبخوانیدرامطالباینتوانیدمیآیا:مھمنکتھ
بالطفارایگان،کمکوخدماتدریافتبرای.داردوجودفارسیزبانبھمطالباینترجمھامکانھمچنین.بخواندبرایتانآنراتا

5800-315-855-1 تلفنشمارهباSutter Health Plusاعضایخدماتدفتر (TTY 1-855-830-3500)تماس
. (Farsi)بگیرید

मह×वपूण[: Èया आप इसे पढ़ सकते/सकती हɇ? यǑद नहȣं, तो स͠र हेãथ Üलस इसे पढ़ने मɅ ͩकसी से आपकȧ
सहायता करवा सकता है। आप इसे अपनी भाषा मे भी ͧलखवाने मɅ समथ[ हो सकते/सकती हɇ। Ǔनःशुãक सहायता
के ͧलए, कृपया 1-855-315-5800 (TTY 1-855-830-3500) पर स͠र हेãथ Üलस मɅबर सͪव[सेस को कॉल करɅ।
(Hindi)
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LUS TSEEM CEEB: Koj nyeem puas tau tsab ntawv no? Yog koj nyeem tsis tau, Sutter Health 
Plus muaj neeg pab nyeem rau koj. Tsis tas li ntawd xwb, peb tuaj yeem muab sau ua hom lus 
koj nyeem tau rau koj tib si. Yog koj xav tau kev pab pub dawb, thov hu rau Sutter Health Plus 
Lub Chaw Pab Cuam Tswv Cuab ntawm tus xov tooj 1-855-315-5800 (TTY 1-855-830-3500). 
(Hmong) 

Sutter Health Plus 
Sutter

Health Plus Member Services : 1-855-315-5800 (TTY 1-855-830-3500) (Japanese)

: ? , Sutter Health Plus 
.

. Sutter Health Plus (1-855-315-5800
(TTY 1-855-830-3500)) . (Korean)

ໝາຍເຫດ: ທ່ານອ່ານໄດ້ຈົດໝາຍສະບັບນີ ້ ບໍ່ ? ຖ້າອທ່ານອ່ານບໍ່ ໄດ້, ທາງ Sutter Health Plus ມີ
ພະນັກງານຊ່ວຍອ່ານໃຫ້ທ່ານ. ນອກຈາກນ້ັນ, ພວກເຮົ າຍັງສາມາດຂຽນເປັນພາສາຂອງທ່ານໃຫ້ທ່ານອີ ກ
ດ້ວຍ. ຖ້າທ່ານຕ້ອງການຄວາມຊ່ວຍເຫຼື ອໂດຍບໍ່ ເສຍຄ່າບໍ ລິ ການ, ກະລຸນາຕິດຕ່ໍ ໜ່ວຍບໍ ລິ ການ ຂອງ
Sutter Health Plus ທີ່ ໝາຍເລກໂທລະສັບ 1-855-315-5800 (TTY 1-855-830-3500). (Laotian)

ਅਿਹਮ: ਕੀ ਤੁਸ� ਇਸ ਨੰੂ ਪੜ� ਸਕਦੇ ਹ?ੋ ਜੇ ਨਹ� ਤ�, Sutter Health Plus (ਸੱਟਰ ਹੈਲਥ ਪਲਸ) ਿਕਸੇ ਤ� ਇਹ
ਪੜ�ਨ ਿਵੱਚ ਤੁਹਾਡੀ ਮੱਦਦ ਕਰਵਾ ਸਕਦਾ ਹ।ੈ ਤੁਸ� ਇਸ ਨੰੂ ਆਪਣੀ ਭਾਸ਼ਾ ਿਵੱਚ ਵੀ ਿਲਖਵਾ ਸਕਦੇ ਹੋ। ਮਫ਼ੁਤ ਮੱਦਦ ਲਈ
ਿਕਰਪਾ ਕਰ ਕ ੇSutter Health Plus Member Services ਨੰੂ 1-855-315-5800 (TTY 1-855-830-3500)

ਉਤ ੇਕਾਲ ਕਰ।ੋ (Punjabi)

ВАЖНО: Вы можете это прочитать? Если нет, Sutter Health Plus может предоставить Вам 
кого-то, кто сможет помочь Вам прочитать это. Вы также можете получить это 
в письменной форме на своем языке. Для бесплатной помощи позвоните в 
Службу поддержки членов Sutter Health Plus по телефону 1-855-3 5-5800
(TTY 1-855-830-3500). (Russian) 

MAHALAGA: Nababasa mo ba ito? Kung hindi, maaari kang bigyan ng Sutter Health Plus ng 
taong babasa para sa iyo. Maaari mo ding hilingin na isulat ito sa iyong wika. Para sa walang-
gastos na tulong, mangyaring tumawag sa Sutter Health Plus Member Services sa.  
1-855-315-5800 (TTY 1-855-830-3500). (Tagalog) 

สําคญั: คณุอํѷานออกหรอืไม่ ถํѸาอํѷานไมอ่อก Sutter Health Plus สํามํารถใหค้นมําชว่ยคณุอํѷานได ้นอกจําก
นีѸ คณุยงัสํามํารถขอรับเนืѸอหํานีѸเป็นภําษําของคณุไดอ้กีดว้ย หํากตอ้งกํารควํามชว่ยเหลอืโดยไมม่คํีѷาใชจํ้ѷาย
กรณํุาโทรหํา Sutter Health Plus Member Services ทีѷ 1-855-315-5800 (TTY 1-855-830-3500) (Thai)

QUAN TRỌNG: Qu. vị có thể đọc thông tin này không? Nếu không, Sutter Health Plus có thể
yêu cầu ai đó đọc giúp cho qu. vị. Qu. vị cũng có thể nhận được thông tin này dưới dạng văn 
bản bằng ngôn ngữ của qu. vị. Để được hỗ trợ miễn phí, vui lòng gọi cho ban Dịch Vụ Thành 
Viên của Sutter Health Plus theo số 1-855-315-5800 (TTY 1-855-830-3500). (Vietnamese) 
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