Subscriber PHI Release Authorization Form

Authorization to release protected health information


This form is used to document your authorized release of your personal health information maintained by the Bucks County Medical Society, as required under HIPAA Privacy Rules and any other applicable federal and state privacy law.  By completing this form you authorize the Bucks County Medical Society to release (orally, electronically or in written form) your protected health information to a person or organization that you choose. You can revoke this authorization at any time by submitting a request in writing to the Bucks County Medical Society, 200 Apple Street, Suite3, Quakertown PA  18951. Revoking this authorization will not affect any action taken prior to receipt of your written request.

Please Print or Type

	BCMS ID Number:

(If known)
	

	Your Name: (Subscriber) 

(First, Middle, Last)
	

	Home Street Address:


	

	Home City:


	

	Home State, Zip:


	
	

	IBC Group / IBC Member ID:

(If known)
	
	


Description of the Information Authorized for Release:

I authorize the Bucks County Medical Society to release my protected health information related to the provision of, administration of, and the payment for my health insurance (health care benefits or services), which the Bucks County Medical Society administers and maintains in electronic or paper format.

Recipient (Person or Organization that will receive your information)

	Person’s Name or Organization
	

	Street Address:


	

	City, State, Zip:


	

	Telephone / Fax Number:
	
	


Your Approval (Authorization)

I understand that this authorization to release information is voluntary and is not a condition of enrollment in the Health Plan provided through the Bucks County Medical Society, eligibility for benefits, or payment of claims. I also understand that if the person or organization I authorize to receive the information described above is not subject to federal or state health information privacy laws, they may further release the protected information and it may no longer be protected by federal or state privacy laws.

I understand that this Authorization will expire upon termination of my Health Insurance administered through the Bucks County Medical Society in association with my employer and Independence Blue Cross, unless otherwise changed or revoked by me in writing.

__________________________________

Date:_______________

Subscriber’s Signature

Confidential
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