
Unless otherwise instructed, please return the authorization form to the address on the back of your membership card,
attention: Correspondence Department.

AAUUTTHHOORRIIZZAATTIIOONN  FFOORR  UUSSEE  OORR  DDIISSCCLLOOSSUURREE  OOFF  HHEEAALLTTHH  IINNFFOORRMMAATTIIOONN
Completion of this document authorizes the disclosure and/or use of individually identifiable health information, as set forth
below, consistent with California and Federal law concerning the privacy of such information.  Failure to provide all
information requested may invalidate this Authorization.

I, (Member’s Name) hereby authorize the use or disclosure of my
health information as follows:

Name of Person/Organizations I authorize to use or disclose my information1a: 

Name of Person/Organizations I authorized to receive my information1b: 

The reason for the authorization is to2: 

This Authorization applies to the following information: (select from the following)3:

 All health information pertaining to my medical history or care.

[Optional] Except: 

 Only the following records or types of health information (including any dates):

Claims status   Authorization status     Referral Status      Other

Lists dates of service for which you are authorizing release of your information: 

 An authorization to release health information relating to psychotherapy notes, drug/alcohol treatment, HIV and
genetic testing must be separate from authorization to release other types of health information.  Authorization to
release this information can be noted in the “Other” section above.

TThhiiss  aauutthhoorriizzaattiioonn  wwiillll  eexxppiirree  oonn  ((cchheecckk  oonnee)):: IInnsseerrtt  DDaattee  

When I terminate from PacifiCare Health Plan

PRINT MEMBER NAME PACIFICARE ID#

MEMBER SIGNATURE DATE

IIff  ssiiggnneedd  bbyy  ssoommeeoonnee  ootthheerr  tthhaann  tthhee  mmeemmbbeerr  ((ssuucchh  aass  gguuaarrddiiaann  oorr  ccoonnsseerrvvaattoorr)),,  pplleeaassee  ccoommpplleettee  tthhee  ffoolllloowwiinngg::  

LLEEGGAALL  RREEPPRREESSEENNTTAATTIIVVEE’’SS  PPRRIINNTTEEDD  NNAAMMEE RREELLAATTIIOONNSSHHIIPP

LEGAL REPRESENTATIVE’S SIGNATURE DATE

EXPIRATION

USE AND DISCLOSURE OF HEALTH INFORMATION

SIGNATURE



IIff  yyoouu  hhaavvee  aauutthhoorriizzeedd  tthhee  ddiisscclloossuurree  ooff  yyoouurr  hheeaalltthh  iinnffoorrmmaattiioonn  ttoo  ssoommeeoonnee,,  wwhhoo  iiss  nnoott  lleeggaallllyy  rreeqquuiirreedd  ttoo  kkeeeepp  iitt
ccoonnffiiddeennttiiaall,,  iitt  mmaayy  bbee  rreeddiisscclloosseedd  aanndd  mmaayy  nnoo  lloonnggeerr  bbee  pprrootteecctteedd..  CCaalliiffoorrnniiaa  llaaww  pprroohhiibbiittss  rreecciippiieennttss  ooff  yyoouurr  hheeaalltthh
iinnffoorrmmaattiioonn  ffrroomm  rreeddiisscclloossiinngg  ssuucchh  iinnffoorrmmaattiioonn  eexxcceepptt  wwiitthh  yyoouurr  wwrriitttteenn  aauutthhoorriizzaattiioonn  oorr  aass  ssppeecciiffiiccaallllyy  rreeqquuiirreedd  oorr
ppeerrmmiitttteedd  bbyy  llaaww..

1aThis is the name of the person or organization that currently holds the information (for example, PacifiCare) should be
inserted here.

1bThis is the name of the person or organization that is requesting access to your health information.

22TThhee  ssttaatteemmeenntt  ““aatt  tthhee  rreeqquueesstt  ooff  tthhee  iinnddiivviidduuaall  ““  iiss  aa  ssuuffffiicciieenntt  ddeessccrriippttiioonn  ooff  tthhee  ppuurrppoossee  wwhheenn  tthhee  iinnddiivviidduuaall  iinniittiiaatteess
tthhee  aauutthhoorriizzaattiioonn  aanndd  ddooeess  nnoott,,  oorr  eelleeccttss  nnoott  ttoo,,  pprroovviiddee  aa  ssttaatteemmeenntt  ooff  tthhee  ppuurrppoossee..

3This form may not be used to release both psychotherapy notes and other types of health information (see 45 CFR §
164.508(b)(3)(ii)).  If this form is being used to authorize the release of psychotherapy notes, a separate form must be
used to authorize release of any other health information.

4If authorization is for use or disclosure of PHI for research, including the creation and maintenance of a research
database or repository, the statement “end of research study,” “none” or similar language is sufficient.

5Under HIPAA, the individual must be provided with a copy of the authorization when it has been requested by a
covered entity for its own uses and disclosures (see 45 CFR § 164.508(d)(1), (e)(2)). 

6If any of the exceptions to this statement, as recognized by HIPAA apply, then this statement must be changed to
describe the consequences to the individual of a refusal to sign the authorization when that covered entity can
condition treatment, health plan enrollment, or benefit eligibility on the failure to obtain such authorization.  A covered
entity is permitted to condition treatment, health plan enrollment or benefit eligibility on the provision of an authorization
as follows: (i) to conduct research-related treatment, (ii) to obtain information in connection with a health plan’s
eligibility or enrollment determinations relating to the individual or for its underwriting or risk rating determinations, or
(iii) to create health information to provide to a third party or for disclosure of the health information to such third party.
Under no circumstances, however, may an individual be required to authorize the disclosure of psychotherapy notes.

••  II  mmaayy  rreeffuussee  ttoo  ssiiggnn  tthhiiss
••  II  mmaayy  rreevvookkee  tthhiiss  aauutthhoo

ttoo  tthhee  aaddddrreessss  oonn  tthhee  bbaa
••  MMyy  rreevvooccaattiioonn  wwiillll  bbee  eeff

aacctteedd  iinn  rreelliiaannccee  uuppoonn  tt
• I have a right to receive
••  II  uunnddeerrssttaanndd  tthhaatt  PPaacciiffiiCC

oorr  rreeffuussiinngg  ttoo  pprroovviiddee  tthh
••  IInnffoorrmmaattiioonn  ddiisscclloosseedd  ppu

pprrootteecctteedd  bbyy  ffeeddeerraall  ccoonn
iinnffoorrmmaattiioonn  ffrroomm  mmaakkiinngg
oorr  uunnlleessss  ssuucchh  ddiisscclloossuu

••  II  mmaayy  iinnssppeecctt  oorr  oobbttaaiinn  
••  IIff  tthhiiss  bbooxx    ��    iiss  cchheecckkeedd
NOTICE OF RIGHTS AND OTHER INFORMATION
  aauutthhoorriizzaattiioonn..
rriizzaattiioonn  aatt  aannyy  ttiimmee..    MMyy  rreevvooccaattiioonn  mmuusstt  bbee  iinn  wwrriittiinngg,,  ssiiggnneedd  bbyy  mmee  oorr  oonn  mmyy  bbeehhaallff,,  aanndd  sseenntt
cckk  ooff  yyoouurr  mmeemmbbeerrsshhiipp  ccaarrdd,,  aatttteennttiioonn::  CCoorrrreessppoonnddeennccee  TTeeaamm..

ffeeccttiivvee  uuppoonn  rreecceeiipptt,,  bbuutt  wwiillll  nnoott  bbee  eeffffeeccttiivvee  ttoo  tthhee  eexxtteenntt  tthhaatt  tthhee  RReeqquueesstteerr  oorr  ootthheerrss  hhaavvee
hhiiss  aauutthhoorriizzaattiioonn..
 a copy of this authorization.5

aarree  wwiillll  nnoott  ccoonnddiittiioonn  ttrreeaattmmeenntt,,  ppaayymmeenntt,,  eennrroollllmmeenntt  oorr  eelliiggiibbiilliittyy  ffoorr  bbeenneeffiittss  oonn  mmyy  pprroovviiddiinngg
iiss  aauutthhoorriizzaattiioonn..66

urrssuuaanntt  ttoo  tthhiiss  aauutthhoorriizzaattiioonn  ccoouulldd  bbee  rree--ddiisscclloosseedd  bbyy  tthhee  rreecciippiieenntt  aanndd  mmiigghhtt  nnoo  lloonnggeerr  bbee
ffiiddeennttiiaalliittyy  llaaww  ((HHIIPPAAAA))..    HHoowweevveerr,,  CCaalliiffoorrnniiaa  llaaww  pprroohhiibbiittss  tthhee  ppeerrssoonn  rreecceeiivviinngg  mmyy  hheeaalltthh
  ffuurrtthheerr  ddiisscclloossuurree  ooff  iitt  uunnlleessss  aannootthheerr  aauutthhoorriizzaattiioonn  ffoorr  ssuucchh  ddiisscclloossuurree  iiss  oobbttaaiinneedd  ffrroomm  mmee

rree  iiss  ssppeecciiffiiccaallllyy  rreeqquuiirreedd  oorr  ppeerrmmiitttteedd  bbyy  llaaww..
aa  ccooppyy  ooff  tthhee  hheeaalltthh  iinnffoorrmmaattiioonn  tthhaatt  II  aamm  bbeeiinngg  aasskkeedd  ttoo  uussee  oorr  ddiisscclloossee..  
,,  tthhee  RReeqquueesstteerr  wwiillll  rreecceeiivvee  ccoommppeennssaattiioonn  ffoorr  tthhee  uussee  oorr  ddiisscclloossuurree  ooff  mmyy  iinnffoorrmmaattiioonn..



Unless otherwise instructed, please return the authorization form to the address on the back of your membership card,
attention: Correspondence Department.

AAUUTTHHOORRIIZZAATTIIOONN  FFOORR  UUSSEE  OORR  DDIISSCCLLOOSSUURREE  OOFF  HHEEAALLTTHH  IINNFFOORRMMAATTIIOONN
Completion of this document authorizes the disclosure and/or use of individually identifiable health information, as set forth
below, consistent with California and Federal law concerning the privacy of such information.  Failure to provide all
information requested may invalidate this Authorization.

I, (Member’s Name) hereby authorize the use or disclosure of my
health information as follows:

Name of Person/Organizations I authorize to use or disclose my information1a: 

Name of Person/Organizations I authorized to receive my information1b: 

The reason for the authorization is to2: 

This Authorization applies to the following information: (select from the following)3:

 All health information pertaining to my medical history or care.

[Optional] Except: 

 Only the following records or types of health information (including any dates):

Claims status   Authorization status     Referral Status      Other

Lists dates of service for which you are authorizing release of your information: 

 An authorization to release health information relating to psychotherapy notes, drug/alcohol treatment, HIV and
genetic testing must be separate from authorization to release other types of health information.  Authorization to
release this information can be noted in the “Other” section above.

TThhiiss  aauutthhoorriizzaattiioonn  wwiillll  eexxppiirree  oonn  ((cchheecckk  oonnee)):: IInnsseerrtt  DDaattee  

When I terminate from Secure Horizons Health Plan

PRINT MEMBER NAME SECURE HORIZONS ID#

MEMBER SIGNATURE DATE

IIff  ssiiggnneedd  bbyy  ssoommeeoonnee  ootthheerr  tthhaann  tthhee  mmeemmbbeerr  ((ssuucchh  aass  gguuaarrddiiaann  oorr  ccoonnsseerrvvaattoorr)),,  pplleeaassee  ccoommpplleettee  tthhee  ffoolllloowwiinngg::  

LLEEGGAALL  RREEPPRREESSEENNTTAATTIIVVEE’’SS  PPRRIINNTTEEDD  NNAAMMEE RREELLAATTIIOONNSSHHIIPP

LEGAL REPRESENTATIVE’S SIGNATURE DATE

EXPIRATION

USE AND DISCLOSURE OF HEALTH INFORMATION

SIGNATURE



IIff  yyoouu  hhaavvee  aauutthhoorriizzeedd  tthhee  ddiisscclloossuurree  ooff  yyoouurr  hheeaalltthh  iinnffoorrmmaattiioonn  ttoo  ssoommeeoonnee,,  wwhhoo  iiss  nnoott  lleeggaallllyy  rreeqquuiirreedd  ttoo  kkeeeepp  iitt
ccoonnffiiddeennttiiaall,,  iitt  mmaayy  bbee  rreeddiisscclloosseedd  aanndd  mmaayy  nnoo  lloonnggeerr  bbee  pprrootteecctteedd..  CCaalliiffoorrnniiaa  llaaww  pprroohhiibbiittss  rreecciippiieennttss  ooff  yyoouurr  hheeaalltthh
iinnffoorrmmaattiioonn  ffrroomm  rreeddiisscclloossiinngg  ssuucchh  iinnffoorrmmaattiioonn  eexxcceepptt  wwiitthh  yyoouurr  wwrriitttteenn  aauutthhoorriizzaattiioonn  oorr  aass  ssppeecciiffiiccaallllyy  rreeqquuiirreedd  oorr
ppeerrmmiitttteedd  bbyy  llaaww..

1aThis is the name of the person or organization that currently holds the information (for example, Secure Horizons)
should be inserted here.

1bThis is the name of the person or organization that is requesting access to your health information.

22TThhee  ssttaatteemmeenntt  ““aatt  tthhee  rreeqquueesstt  ooff  tthhee  iinnddiivviidduuaall  ““  iiss  aa  ssuuffffiicciieenntt  ddeessccrriippttiioonn  ooff  tthhee  ppuurrppoossee  wwhheenn  tthhee  iinnddiivviidduuaall  iinniittiiaatteess
tthhee  aauutthhoorriizzaattiioonn  aanndd  ddooeess  nnoott,,  oorr  eelleeccttss  nnoott  ttoo,,  pprroovviiddee  aa  ssttaatteemmeenntt  ooff  tthhee  ppuurrppoossee..

3This form may not be used to release both psychotherapy notes and other types of health information (see 45 CFR §
164.508(b)(3)(ii)).  If this form is being used to authorize the release of psychotherapy notes, a separate form must be
used to authorize release of any other health information.

4If authorization is for use or disclosure of PHI for research, including the creation and maintenance of a research
database or repository, the statement “end of research study,” “none” or similar language is sufficient.

5Under HIPAA, the individual must be provided with a copy of the authorization when it has been requested by a
covered entity for its own uses and disclosures (see 45 CFR § 164.508(d)(1), (e)(2)). 

6If any of the exceptions to this statement, as recognized by HIPAA apply, then this statement must be changed to
describe the consequences to the individual of a refusal to sign the authorization when that covered entity can
condition treatment, health plan enrollment, or benefit eligibility on the failure to obtain such authorization.  A covered
entity is permitted to condition treatment, health plan enrollment or benefit eligibility on the provision of an authorization
as follows: (i) to conduct research-related treatment, (ii) to obtain information in connection with a health plan’s
eligibility or enrollment determinations relating to the individual or for its underwriting or risk rating determinations, or
(iii) to create health information to provide to a third party or for disclosure of the health information to such third party.
Under no circumstances, however, may an individual be required to authorize the disclosure of psychotherapy notes.

••  II  mmaayy  rreeffuussee  ttoo  ssiiggnn  tthhiiss
••  II  mmaayy  rreevvookkee  tthhiiss  aauutthhoo

ttoo  tthhee  aaddddrreessss  oonn  tthhee  bbaa
••  MMyy  rreevvooccaattiioonn  wwiillll  bbee  eeff

aacctteedd  iinn  rreelliiaannccee  uuppoonn  tt
• I have a right to receive
••  II  uunnddeerrssttaanndd  tthhaatt  SSeeccuurr

pprroovviiddiinngg  oorr  rreeffuussiinngg  ttoo  
••  IInnffoorrmmaattiioonn  ddiisscclloosseedd  ppu

pprrootteecctteedd  bbyy  ffeeddeerraall  ccoonn
iinnffoorrmmaattiioonn  ffrroomm  mmaakkiinngg
oorr  uunnlleessss  ssuucchh  ddiisscclloossuu

••  II  mmaayy  iinnssppeecctt  oorr  oobbttaaiinn  
••  IIff  tthhiiss  bbooxx    ��    iiss  cchheecckkeedd
NOTICE OF RIGHTS AND OTHER INFORMATION
  aauutthhoorriizzaattiioonn..
rriizzaattiioonn  aatt  aannyy  ttiimmee..    MMyy  rreevvooccaattiioonn  mmuusstt  bbee  iinn  wwrriittiinngg,,  ssiiggnneedd  bbyy  mmee  oorr  oonn  mmyy  bbeehhaallff,,  aanndd  sseenntt
cckk  ooff  yyoouurr  mmeemmbbeerrsshhiipp  ccaarrdd,,  aatttteennttiioonn::  CCoorrrreessppoonnddeennccee  TTeeaamm..

ffeeccttiivvee  uuppoonn  rreecceeiipptt,,  bbuutt  wwiillll  nnoott  bbee  eeffffeeccttiivvee  ttoo  tthhee  eexxtteenntt  tthhaatt  tthhee  RReeqquueesstteerr  oorr  ootthheerrss  hhaavvee
hhiiss  aauutthhoorriizzaattiioonn..
 a copy of this authorization.5

ee  HHoorriizzoonnss  wwiillll  nnoott  ccoonnddiittiioonn  ttrreeaattmmeenntt,,  ppaayymmeenntt,,  eennrroollllmmeenntt  oorr  eelliiggiibbiilliittyy  ffoorr  bbeenneeffiittss  oonn  mmyy
pprroovviiddee  tthhiiss  aauutthhoorriizzaattiioonn..66

urrssuuaanntt  ttoo  tthhiiss  aauutthhoorriizzaattiioonn  ccoouulldd  bbee  rree--ddiisscclloosseedd  bbyy  tthhee  rreecciippiieenntt  aanndd  mmiigghhtt  nnoo  lloonnggeerr  bbee
ffiiddeennttiiaalliittyy  llaaww  ((HHIIPPAAAA))..    HHoowweevveerr,,  CCaalliiffoorrnniiaa  llaaww  pprroohhiibbiittss  tthhee  ppeerrssoonn  rreecceeiivviinngg  mmyy  hheeaalltthh
  ffuurrtthheerr  ddiisscclloossuurree  ooff  iitt  uunnlleessss  aannootthheerr  aauutthhoorriizzaattiioonn  ffoorr  ssuucchh  ddiisscclloossuurree  iiss  oobbttaaiinneedd  ffrroomm  mmee

rree  iiss  ssppeecciiffiiccaallllyy  rreeqquuiirreedd  oorr  ppeerrmmiitttteedd  bbyy  llaaww..
aa  ccooppyy  ooff  tthhee  hheeaalltthh  iinnffoorrmmaattiioonn  tthhaatt  II  aamm  bbeeiinngg  aasskkeedd  ttoo  uussee  oorr  ddiisscclloossee..  
,,  tthhee  RReeqquueesstteerr  wwiillll  rreecceeiivvee  ccoommppeennssaattiioonn  ffoorr  tthhee  uussee  oorr  ddiisscclloossuurree  ooff  mmyy  iinnffoorrmmaattiioonn..


	Print Member NamePacifiCare ID#
	Print Member NameSecure Horizons ID#

