){HUMANA
Consent for Release of Personal & Health Information

Member Information: (Individual whose information will be released)

Name: Date of Birth:
(First, Middle, Last) (Month, Day, Year)AAA

Address:

City State Zip Code
Telephone Number: (including area code)

Group Plan #: Member ID #:

I authorize the use or disclosure of personal and health* information by Humana, as described below:
Q Any and all personal and health information Humana maintains (including mental health, HIV and/or substance abuse
records - Cross out any item you do not authorize to be released)
Q Personal and health information regarding the treatment for the following condition or injury:
on or about
Q Personal and health information covering the period of time to
Q Other (Please specify and include dates):

Note: This form does not apply to disclosure of information via our web site.

This infoml\iﬁg [n%&lgﬁsgxﬁ?g’torﬁ]g u&&%ﬁﬁo@ﬁwwiduals or organizations: BROKER

Name: Relationship:
Address:

City: State; Zip Code:
Name: Relationship:
Address:

City: State: Zip Code:
Name: Relationship:
Address:

City: State; Zip Code:

This information is being disclosed for the following purpose(s):

I understand that | have the right to revoke this authorization at any time. | understand that in order to revoke this
authorization, I must do so in writing and send my written revocation to Humana's Privacy Office. | understand that the
revocation will not apply to information that has already been released in response to this authorization. | understand that the
revocation will not apply to Humana when the law provides it with the right to contest a claim under my policy. Unless
otherwise revoked, this authorization will expire in 365 days.

| understand that | do not have to sign this authorization and that Humana may not condition treatment or payment on
whether I sign this authorization.

I understand that once the information is disclosed pursuant to this authorization, it may be redisclosed by the recipient and the
information may not be protected by federal privacy regulations.

Signature of Member or Legal Representative: Date:

If signed by Legal Representative, relationship to Member:

If signed by leqgal representative, please provide representative documentation as required by state law, i.e. Power of
Attorney, Health Care Surrogate, Living Will or Guardianship papers.

* Health (this includes Medical, Dental & Pharmacy Information)



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






