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PART A: MEMBER INFORMATION (Provide your name and personal information)
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PART B: INDIVIDUAL(S) WHO MAY RECEIVE MY INFORMATION (Name of the

individual(s) you are authorizing to receive your health information)
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| understand the below-named individual(s) must be 18 years of age or older.
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3. Name of authorized individual:
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PART C: PURPOSE OF MY AUTHORIZATION (Select your reason for making this

authorization by checking the appropriate box below)
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[1 Member Request (personal reason)
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PART D: INFORMATION THAT CAN BE SHARED BY PHA (Select the information you are
authorizing to release by checking the appropriate box(es) below)
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[1 Benefits and Coverage
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[1 Claims and Payment Information
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[1 Diagnosis and Procedure
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L1 Premium Information/Resolve Billing Questions/Problems
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[ Referrals and Preauthorizations for Medical Services
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PART E: SENSITIVE INFORMATION THAT CAN BE SHARED BY PHA (Write your
initials on the line next to each type of sensitive information you are authorizing to share)
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Please note: To parents/legal guardians of minors, some state laws may prohibit PHA from
acting on your request about Sensitive Information without written authorization from the
minor member.
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Date Minor Member’s Signature

PART F: PERMISSION TO ACT ON MY BEHALF (You may authorize the individual(s)
named in Part B to perform administrative functions on your behalf as indicated below)
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[1 Request a new ID card
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[1 Change my address
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L1 Inquire/choose/change my primary care provider
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[1 Enroll/disenroll me from the plan
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L1 Correct missing/erroneous demographic information (age, gender, marital status, race)
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PART G: DATE YOUR AUTHORIZATION EXPIRES (This authorization will remain in
effect for three (3) years from the date it is signed unless you specify an earlier expiration date)
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Other/earlier expiration date (please specify): 0  Three (3) years [
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California Residents: An authorization form in California generally expires one (1) year from the
date it is signed unless a different expiration date is specified. The maximum expiration date
permitted by PHA is three (3) years.
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PART H: REVOCATION AND ACKNOWLEDGEMENT (Your rights related to this

authorization, including the right to revoke your authorization)
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PART I: MEMBER AUTHORIZATION (To finish your authorization, sign your name and
write the date below)
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*If this form is signed by someone other than the member, please attach authorizing
legal documentation of guardianship or power of attorney.
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