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HEALTH INFORMATION DISCLOSURE AUTHORIZATION FORM

FOR MANAGED BENEFITS AND EMPLOYER
I, ____________________________, authorize service representatives of 

                         name of employee

________________________________ to release and disclose my medical records 

name of insurance carrier/administrator/provider of services

and applicable claims information to service representatives of Managed Benefits, Inc. 

and human resource personnel of _________________________ for the purposes of 







name of employer
claims administration, authorization and payment.  I understand that this authorization 

shall be effective until _____________________.  I understand that I have a right to 





policy renewal or termination date
receive a copy of this authorization form. I also understand that I may cancel or revoke this authorization at any time.  If I do revoke this authorization, I understand that my revocation must be in writing, dated and signed by me.








______________________________

signature of subscriber or patient if        patient is over 21








______________________________










date signed

______________________________

______________________________

    subscriber name (please print)


        patient name (please print) 

______________________________

______________________________

   subscriber identification number

          patient social security number if over 21

______________________________

______________________________

patient date of birth




subscriber address
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