@@ Authorization for Disclosure of This Authorization is Voluntary

Horizon. :
: __ Protected Health Information

Liwizon Ibhae Gross Blue Shield ef Mew Jersey

Instructions: To authorize the use and disclsure of your private infermation (P4 hatd by Horizon, please complete the information below, &
Horizon Blue Cross Blue Shicld ol Mew Jersey, Gertralized Cormaspandance Unil, PO, Box 820, Newark, Mew Jersey OF101-0820.

~ Member Information (Pleas

an in the space provided and refun e

L sl

s e L
et R e

el

Date: Member II):

(I rumtber an yvour kealth identification card)
Name: DR
Address: Telephone:

My protected health information is information about me, including information such as my name and address and/or medical information.
‘I'he information was used or created when [ received health care or when payment was received for my health care. The information may
include my past, present or future physical or mental health or condition.

[ understand that if the persons or organizations 1 authorize to receive andfor use the protected health information described above arc not
subject 1o federal health information privacy laws, they may further disclose the protecied health information and it may no Jonger be
protected by federal health information privacy laws.

| understand that my authorizing the use and disclosure of my "protected health information" s not a condition of my enrollment in your
health plan, my eligibility for benefits or payment of my claims,

[ hereby authorize the use or disclosure of my individually identifiable health information as described below. 1 understand that this authorization
is voluntary and that | may revoke it at any time by submitting my revocation in writing to the entity providing the information,

| authorize and its affiliates o disclose the above mdividoal's "protected

{ Health Plaw/Payver Name)
health information” to ) . - s

{ You must include the name, address and phone number of the person or entity receiving the information]

Deseription of Information to Be Disclosed: —
(Atinch & separare sheel i necessary)

Purpose of Disclosure:
fArtach a separate sheet if necessary)

A IR R Peslpsire o RSty e o TR O A i et £k
I understand that the health plan needs my specific authorization 1o release my protected heatth information pertaining 1o the jtems hsted
below. By mitaling, | authorize release of the information pertinent to my case. If yow are authorizing the release af paychatherapy netes as
well as other medical information, two separate forms must be filled ont, The release af pivchotherapy notes cannol be combined with the

refease of any other information.

Psyehotherapy Notes {fnitials) ___ Expiration date
Menmal/Behaviora] Health Information { nivicels) : Expivation date
Chemical Dependency (includes aleohol/drug treatment) {dniticly) Expivation date
HIV/AIDS {inirialy) i Expivation date
Expiration: This authorization will expireon ¢ / or on occurrence of the following event:

{The above must relate to the purpose of the wse andior disclogure being authorized )

Right to Revoke: You may revoke this authorization atany time. Contact the customer service department of your health plan for
further instructions. Your revocation of this autherization will nat affect any action we lake belore we receive your
notice of revecalion,

Signalure: = Date:
{Persan Granting Awthorization)

If this suthorization is signed by a personal representative on behall of the individual, complete the following:

Persomal Representative’s Name: =
{Pleaye Prine

Deseription of Personal Representative Authority: : =

A5G WOS04) &n Inzegpendzn: Licgasae of the Blue Crass and Bloe Shos Associzlior



