AUTHORIZATION FOR RELEASE OF INFORMATION
AND ASSIGNMENT OF AUTHORIZED REPRESENTATIVE
Health Advantage

I, hereby authorize Health Advantage, their directors, officers, employees

and agents, to disclose to all information or data in any form, whether oral,

written, electronic, video, or computer data, which relates to or references

. The information which I hereby authorize to be disclosed shall include,

but shall not be limited to any information showing, relating to or arising from: (I) any benefit claims, or the
processing, payment, denial or appeal of such claims; or (ii) the services provided by the Health Advantage;
or (iil) any medical records, notes, or documents of any kind; or (iv) any communications, notes or
statements of any person or entity regarding or relating to any of the foregoing. Unless listed as a restriction,
the authorized representative will be allowed to make PCP changes. *Orher data changes will only be accepted by the
policy holder and may require being made through the employer. ' This authorization shall remain valid and effective until
such time as I have delivered written notice to either the person at Health Advantage who obtained this
authorization from me or to an officer of Health Advantage that I intend to revoke the authorization. 1
understand and agree that this authorization shall apply to all information disclosed by the Health Advantage
prior to the time that my written notice of revocation is actually received by either the person who obtained it

from me or an officer of Health Advantage, as referenced above.

List limitations/restrictions here

Signature Date Signed
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