AUTHORIZATION FORM FOR INFORMATION RELEASE

You may authorize your insurer in writing to share your health information with a third party such as
an employer, lawyer, individual broker or unrelated party by completing and submitting this
authorization.

Please print neatly to ensure correct and prompt processing. We reserve the right to return
any illegible or incomplete form.

1) |, the Undersigned, Authorize:

CAREFIRST, PHYSICIAN OFFICES, PHARMACY
Health Plan/Insurer Name:

2) To Release Information from the Records of:
(Complete a separate form for each member whose information is releasable.)

Name: Date of Birth:
Membership Number:
Address:

Home Phone: Work Phone:

3) Information Authorized for Release: (check all that apply)

Claims/EOB Information X Enrollment & Benefit Information
Information pertaining to an Appeal Mental Health Records
Alcohol & Substance Records Premium Payment Information

X Other; INFORMATION NEEDED TO RESOLVE ISSUE

(Please specify date of service and or provider name.)

4) Information may be Released to: g \\\p| KAPUSTIK, THE CAPITAL GROUP
A. Name of Individual or Organization: ’

Address:
City, State, Zip:

Telephone:

B. Name of Individual or Organization:
Address:
City, State, Zip:

Telephone:

C. Name of Individual or Organization:
Address:
City, State, Zip:

Telephone:
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5) The Information Will be Used or Disclosed for the Following Purposes:

(Describe the reason for each use and disclosure of the protected health information or indicate “at the request of the individual”.)

Please read each of the following statements carefully before signing this document.

1. lunderstand that this authorization will expire one year from the date signed unless a shorter time
frame is requested or specific event has occurred.

Date to expire (can not exceed one year from date signed):
After a Specific Event has Occurred

(e.g. after Heart Surgery or at the End of Pregnancy)
| understand that this authorization is voluntary and being made at my request.

| understand that the released information may no longer be protected by federal privacy laws and
may be redisclosed by the individual or organization that receives the information

4. | understand that | may refuse to sign this authorization. My health plan will not condition payment,
enrollment, or eligibility of benefits on my signing this authorization.

5. lunderstand that | may revoke this authorization at any time by sending a written notification to the
Privacy Office at the address listed below, and this revocation will be effective for future uses and
disclosures of protected health information. However, | further understand that this revocation will
not be effective: (i) for information that my health plan has already used or disclosed, relying on this
authorization or (ii) if the authorization was obtained as a condition for coverage in my health plan,
and, by law, the health plan has a right to contest the coverage.

6. By signing this form | revoke any previous Authorization Form for Information Release signed by me
at an earlier date.

Signature: Date:

If the person signing this form is not the member, the parent, or guardian of a dependent under the age
of 18, you must attach a full copy of the official document indicating your legal authority to sign on behalf
of the member (i.e. Power of Attorney, Court Assigned Guardian, Personal Representative, etc.).

If you need help completing this form please call 410-308-8300 or toll-free 1-800-853-9236.

Please mail or fax this authorization to:

CareFirst Privacy Office

10455 Mill Run Circle, YRK - 06
Owings Mills, MD 21117

Fax: 410-505-6692

Please keep a copy of the authorization.
We will provide you with a signed a copy of this authorization upon request.

Any mental health or substance abuse information, which has been disclosed from medical or other health care records, may be protected by
federal and/or state law. If the records are so protected, Federal Regulation (42CFR Part 2) prohibits the recipient of the information from making
any further disclosure of this information unless such disclosure is expressly permitted by the written consent of the person to who it pertains, or as
otherwise permitted by 42 CFR Part 2. A general authorization for the release of medical or other information is NOT sufficient for this purpose. The
Federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient.
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HISTORY TO DATE

NAME

ID NUMBER OR SOCIAL SECURITY NUMBER
HOME ADDRESS

DATE OF BIRTH

COMPANY NAME

DAY TIME PHONE NUMBER

EMAIL ADDRESS

There is certain information that is needed for each query, regardless of its nature. The
authorization from the carrier form will allow the insurance carrier, physician’s offices and/or
pharmacist to release information on your behalf when completely filled in, signed and dated.
This “History to Date” form needs to be completed and the issue clearly stated — this will give a
chronology of events so that we may effectively address the issue. Please be sure to recount the
problem in detail and to include any and all relevant documentation, including bills and
letters form the carriers and/or doctor’s offices.

GIVE DETAILS OF STEPS TAKEN SO FAR, AND IF APPLICABLE, NAME AND
PHONE NUMBER OF THOSE YOU HAVE CONTACTED TO RESOLVE THE
ISSUE, INCLUDING NAME AND PHONE NUMBER OF PHYSICIAN, PHARMACY,
CARRIER CONTACT, ETC:

PLEASE RETURN THESE COMPLETED FORMS WITH ALL SUPPORTING
DOCUMENTATION TO: bambi.kapustik@thecapgroup.net OR fax 410-757-6861






