
* This Authorization has been designed to comply with applicable requirements of Federal Privacy rules under the H
    and Accountability Act (HIPAA).                                                                                                                                 

HIPAA* AUTHORIZATION FOR DISCLOSURE OF PERSONAL HEALTH INFORMATION
Please Print Clearly and Complete in its Entirety.

I hereby authorize Metropolitan Life Insurance Company (MetLife) to disclose Per
Information about me relating to my coverage under the following benefit plan:    

Administered by:    MetLife 
PO Box 14587

Lexington, KY 40512

Disclosure is initiated by me and authorized for the following purpose/reason:  (yo
 To assist me in my inquiry about claims or other activities related to my dental benefits.
 I elect not to provide a statement of purpose/reason.  Please make the disclosure at my request.
 Other purpose/reason – describe in detail.

__________________________________________________________________
__________________________________________________________________

Personal Health Information to be disclosed:   (you must complete one of the follo

 I authorize MetLife to release my personal health information relating to my dental benefits (includin
information).

OR: 
 Please provide a detailed description.  MetLife will not make a disclosure unless the information req

specifically identified. 
__________________________________________________________________
__________________________________________________________________

COVERED PERSON - NAME                  First                       Middle                         Last
     (print)

Em

|     |     
Address                                        City                                  State                        Zip Code Gro

|     |     |   

Name and address of person or entity authorized to receive the specified Personal Health Informati

By signing below, I acknowledge and understand that:

• This authorization is voluntary. 
• I may revoke this authorization at any time by writing to MetLife at the address above.  If I do not revoke thi

such time as I am no longer covered under this dental benefit plan.  My revocation will not apply to any acti
it.

• Personal Health Information disclosed pursuant to this authorization may be subject to redisclosure by the r
protected by the privacy rules of the U.S. Department of Health and Human Services.

Signature of Covered Person or 
Personal Representative of the Covered Person: ___________________________________________

If signed by Personal Representative of the Covered Person, please describe the authority under w
Representative is authorized to act:
_____________________________________________________________________________________
_____________________________________________________________________________________

BAMBI KAPUSTIK, THE CAPITAL GROUP, BROKER 
sonal Health
        
DENTAL
ealth Insurance Portability
                         DENTAL-04/15/03

u must check one)

_________________
_________________

wing)

g billing, claim and plan

uested to be disclosed is

_________________
_________________

ployee SSN or ID #

|     |    |     |     |    |    |    |
up #  (if applicable)
  |     |     |     |    |     |     |    |

on:  

s authorization, it will be valid until
on taken before MetLife receives

ecipient and may no longer be

_______    Date:___________

hich the Personal

________________________
________________________



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 


	Re:  Voluntary Release of Information
	
	
	
	
	
	
	
	MetLife







	PO Box 14587
	
	
	Covered Person - Name                  First                       Middle                        Last

	Employee SSN or ID #






