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AUTHORIZATION FOR USE & DISCLOSURE OF PROTECTED HEALTH INFORMATION
By completing this form, you authorize Community Health Plan of Imperial Valley (“CHPIV?)
to use or share your Protected Health Information (“PHI”) with others. Please return the
completed form to: Compliance Department, P.O. Box 174, Imperial, CA 92551.
SECTION A: MEMBER INFORMATION

Member Name:

Member Address:

City/State/ZIP:

Date of Birth: Member |D#: Phone:

SECTION B: AUTHORIZATION TO USE/RELEASE PHI

By filling out this Section B, | am letting CHPIV and its affiliates use or share my PHI
with the person/agency below. | know this authorization starts when | sign and return
this form.

Name:

Address:

City/State/ZIP

Date of Birth (if applicable): Phone:

SECTION C: TYPE OF PROTECTED HEALTH INFORMATION (“PHI”)

By filling out this Section C, | am telling CHPIV and its affiliates what types of PHI they
may use or share with the person/agency listed in Section B. (Check all that apply.)

O Medical Information (for example, Authorization Requests, Care Management Records, etc.)
O Claims Information (for example, Pharmacy, Hospital, or Provider Claim Records, etc.)

O Financial Information (for example, Premium Payment Information, etc.)

O Enrollment Information (for example, Enroliment Form, Enroliment Dates, etc.)

O HIV Test Results

O Mental Health Treatment Information

O Alcohol/Drug Treatment Information

O Other (please specify):

SECTION D: PURPOSE

Please describe the purpose or reason for sharing or using PHI.
O Legal

O Insurance

O Personal Use

O Other (please specify):
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SECTION E: EXPIRATION DATE
This Authorization will expire one year from the date you sign it unless you select a
different expiration date below. In no event shall this authorization exceed two years.

OUpon the termination of my enroliment with CHPIV
O As of the following date (MM/DD/YYYY):

SECTION F: RIGHT TO REVOKE
You may stop this Authorization at any time. To do this, send a letter to:

Compliance Department
P.O. Box 174
Imperial, CA 9255

Sending a letter to stop this Authorization will not change how CHPIV used or shared
your PHI before getting your letter.

SECTION G: RESTRICTIONS

The person/agency who receives PHI pursuant to this Authorization may not further
use or disclose the PHI unless another authorization is obtained from me or if such
disclosure is specifically required or permitted by law.

SECTION H: MEMBER RIGHTS

You have the right to look at or get a copy of your PHI that is being used or shared by
this authorization.

You can revoke this Authorization at any time. (See Section F).

You do not have to fill out this form. Not filling out this form will not affect your
treatment, payment, or eligibility for benefits.

You have the right to get a copy of this Authorization.

SECTION I: SIGNATURE

By signing below, | am letting CHPIV share the PHI selected in Section C with the
person/agency in Section B. | have read this form and | know what it means.

Today’s Date:
Signature of member or personal representative:
If representative, list relationship to member:
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