MEDICAL RECORDS RELEASE AUTHORIZATION FOR INSURANCE CLAIMS

[PATIENT FULL NAME]

[PATIENT STREET ADDRESS]

[PATIENT CITY, STATE, ZIP CODE]

[PATIENT DATE OF BIRTH]

[PATIENT TELEPHONE NUMBER]

[PATIENT INSURANCE POLICY NUMBER]

[INSURANCE COMPANY NAME]

[INSURANCE COMPANY CLAIM NUMBER]

[HEALTHCARE PROVIDER / FACILITY NAME]

[HEALTHCARE PROVIDER / FACILITY ADDRESS]

[DATE OF AUTHORIZATION]

RE: AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION FOR INSURANCE CLAIM PURPOSES

1. PATIENT IDENTIFICATION

1.1 Patient Name: [PATIENT FULL NAME]

1.2 Date of Birth: [PATIENT DATE OF BIRTH]

1.3 Social Security Number (last four digits): [LAST FOUR DIGITS OF SSN]

1.4 Address: [PATIENT STREET ADDRESS], [PATIENT CITY, STATE, ZIP CODE]

1.5 Telephone Number: [PATIENT TELEPHONE NUMBER]

2. AUTHORIZED RECIPIENT

2.1 I authorize the release of my protected health information to: [RECIPIENT NAME]

2.2 Recipient Organization: [RECIPIENT ORGANIZATION NAME]

2.3 Recipient Address: [RECIPIENT STREET ADDRESS], [RECIPIENT CITY, STATE, ZIP CODE]

2.4 Recipient Telephone Number: [RECIPIENT TELEPHONE NUMBER]

2.5 Recipient Fax Number: [RECIPIENT FAX NUMBER]

3. HEALTHCARE PROVIDER / FACILITY AUTHORIZED TO DISCLOSE

3.1 Provider / Facility Name: [HEALTHCARE PROVIDER / FACILITY NAME]

3.2 Provider / Facility Address: [HEALTHCARE PROVIDER / FACILITY ADDRESS]

3.3 Provider / Facility Telephone Number: [PROVIDER TELEPHONE NUMBER]

3.4 Provider / Facility Fax Number: [PROVIDER FAX NUMBER]

3.5 Treating Physician (if applicable): [TREATING PHYSICIAN NAME]

4. INFORMATION TO BE DISCLOSED

4.1 Dates of Treatment Covered by This Authorization: From [TREATMENT START DATE] to [TREATMENT END DATE]

4.2 Specific Information Authorized for Release (check all that apply):

4.2.1 [ ] Medical records and reports

4.2.2 [ ] Hospital admission and discharge summaries

4.2.3 [ ] Emergency department records

4.2.4 [ ] Operative and procedure reports

4.2.5 [ ] Physician progress notes and office notes

4.2.6 [ ] Diagnostic imaging reports and films

4.2.7 [ ] Laboratory and pathology results

4.2.8 [ ] Prescription and medication records

4.2.9 [ ] Billing statements and itemized invoices

4.2.10 [ ] Explanation of benefits and claim forms

4.2.11 [ ] Other: [DESCRIBE OTHER INFORMATION]

4.3 Information Specifically Excluded from This Authorization: [DESCRIBE ANY EXCLUDED INFORMATION OR STATE "NONE"]

5. PURPOSE OF DISCLOSURE

5.1 The purpose of this disclosure is to support the processing, evaluation, and adjudication of an insurance claim, including claim number [INSURANCE COMPANY CLAIM NUMBER], submitted to [INSURANCE COMPANY NAME].

5.2 This authorization is also intended to permit coordination of benefits and verification of services related to the above-referenced claim.

6. EXPIRATION

6.1 This authorization shall expire on [EXPIRATION DATE], or upon the resolution of the insurance claim referenced above, whichever occurs first.

6.2 If no expiration date is specified, this authorization shall remain valid for one (1) year from the date of signature.

7. RIGHT TO REVOKE

7.1 I understand that I may revoke this authorization at any time by providing written notice to [HEALTHCARE PROVIDER / FACILITY NAME] at [HEALTHCARE PROVIDER / FACILITY ADDRESS].

7.2 I understand that revocation will not affect any action already taken in reliance on this authorization prior to receipt of the revocation.

7.3 I understand that revocation may affect the processing of my insurance claim and may result in denial of benefits.

8. VOLUNTARY AUTHORIZATION AND CONSEQUENCES OF REFUSAL

8.1 I understand that my treatment, payment, enrollment, or eligibility for benefits will not be conditioned on my signing this authorization, except as permitted by law.

8.2 I understand that I may refuse to sign this authorization and that refusal will not affect my ability to obtain treatment.

8.3 I understand that refusing to sign may prevent the release of information necessary to process my insurance claim.

9. REDISCLOSURE

9.1 I understand that information disclosed pursuant to this authorization may be subject to redisclosure by the recipient and may no longer be protected by federal privacy regulations.

10. PATIENT RIGHTS

10.1 I have the right to inspect or copy the information to be disclosed.

10.2 I have the right to request an accounting of disclosures made pursuant to this authorization.

10.3 I have the right to receive a copy of this authorization upon request.

11. SIGNATURE OF PATIENT OR PERSONAL REPRESENTATIVE

11.1 Patient Signature: ________________________________________

11.2 Printed Name: [PATIENT FULL NAME]

11.3 Date: [DATE OF AUTHORIZATION]

11.4 If signed by a personal representative, describe authority: [DESCRIBE LEGAL AUTHORITY, E.G., POWER OF ATTORNEY, GUARDIANSHIP]

11.5 Personal Representative Signature: ________________________________________

11.6 Personal Representative Printed Name: [PERSONAL REPRESENTATIVE FULL NAME]

11.7 Personal Representative Date: [PERSONAL REPRESENTATIVE SIGNATURE DATE]

12. WITNESS (IF REQUIRED)

12.1 Witness Signature: ________________________________________

12.2 Witness Printed Name: [WITNESS FULL NAME]

12.3 Witness Date: [WITNESS SIGNATURE DATE]

13. PROVIDER / FACILITY USE ONLY

13.1 Records Released By: [PROVIDER STAFF NAME]

13.2 Title: [PROVIDER STAFF TITLE]

13.3 Date Released: [RELEASE DATE]

13.4 Method of Disclosure: [METHOD OF DISCLOSURE]

13.5 Number of Pages Released: [NUMBER OF PAGES]
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