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Authorization for Release of Health Information 

Member’s full name ___________________________________________________________ 

Member’s street address _______________________________________________________ 

City _________________________________ State ______ Zip code _________________ 

Member or Subscriber ID number ________________________________ 

Date of birth ________________________________ 

I understand and agree that:  
This authorization is voluntary.
My health information may contain information created by other persons or entities,
including health care providers, and may contain medical, pharmacy, dental, vision,
mental health, substance abuse, HIV/AIDS, psychotherapy, reproductive,
communicable disease and health care program information.
I may not be denied treatment, payment for health care services, or enrollment or
eligibility for health care benefits if I do not sign this form.
My health information may be subject to re-disclosure by the recipient, and if the
recipient is not a health plan or health care provider, the information may no longer
be protected by the federal privacy regulations.
This authorization will expire one year from the date I sign the authorization. I may
revoke this authorization at any time by notifying UnitedHealthcare in writing.
However, the revocation will not have an effect on any actions taken prior to the date
my revocation is received and processed.

Who may receive and disclose my information 
I authorize UnitedHealthcare and its affiliates to receive from or disclose my individually 
identifiable health information to the following person(s) or organization(s):   

______________________________________________________________________________ 
Full name of person(s) or organization(s) 

______________________________________________________________________________ 
Full address and/or phone number of person(s) or organization(s) 

Type of information to be disclosed 
I authorize disclosure of all my health information, including information relating to
claims, medical, pharmacy, dental, vision, mental health, substance abuse,
HIV/AIDS, psychotherapy, reproductive, communicable disease and health care
program information
I authorize only the disclosure of the following information:

______________________________________________________________________________ 
Type of information 
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Purpose of disclosure 
My health information is being disclosed at my request or at the request of my
personal representative
My health information is being disclosed for the following purpose:

______________________________________________________________________________ 
Explain purpose 

__________________________________________________________  ___________________ 
Signature of member                                              Date  

__________________________________________________________  ___________________ 
Witness signature (For Illinois residents only)                                           Date  

Please note: If you are a guardian or court appointed representative, you must attach a 
copy of your legal authorization to represent the member.  

__________________________________________________________  ___________________ 
Signature of member’s representative                                                       Date  

Personal representative’s: 

Name _______________________________________________________________________ 

Street address ________________________________________________________________ 

City _________________________________ State ______ Zip code _________________ 

Phone number ________________________________ 

For California and Georgia residents only: I understand that I may see and copy the 
information described on this form if I ask for it, and that I may receive a copy of this form 
after I sign it.  

Please maintain a copy of this form for your records and return it: 
By mail to:

UnitedHealthcare 
P.O. Box 30753 
Salt Lake City, UT 84130 

By fax at 1-844-386-9286

Medical plan coverage offered by UnitedHealthcare of Arizona, Inc. in Arizona, Optimum 
Choice, Inc. in Virginia and Maryland, UnitedHealthcare of Wisconsin, Inc. in North Carolina 
and Oklahoma, UnitedHealthcare of Oregon, Inc. in Washington and UnitedHealthcare 
Insurance Co. in Tennessee. Administrative Services provided by United HealthCare 
Services, Inc. or their affiliates. 



Language Assistance Services
We1 provide free language services to help communicate with us. We offer interpreters, 
letters in other languages, and letters in other formats like large print. To get help, please 
call toll-free 1-877-482-9045 or the toll-free number on your health plan ID card (TTY/RTT 
711). We are available Monday through Friday, 8 a.m. to 6 p.m. PT.



Diné
a’ nááná saad bee shika’a’doowo nínízingo doodago t’áá ahgo át’éego 

anályaago, nitsaago bee bik’e’ashch igo da, t’áá shoodí  
 nits’íís nánel’iih naaltsoos bee ha’dít’éhígíí bi ninaaltsoos nit ’izí 

bee nééhizinígíí béésh bee hane’í biká’ígíí bee hodíilnih, TTY / RTT . T’áá ni 
nizaad bee ha’dilyaago dóó atah hane’ígíí t’áá jiik’eh bee ná’agot’i.



Notice of non-discrimination
We1 do not treat members differently because of sex, age, race, color, disability or national origin.

If you think you were treated unfairly because of your sex, age, race, color, disability or national origin,  
you can send a complaint to:

Civil Rights Coordinator  
UnitedHealthcare Civil Rights Grievance  
P.O. Box 30608  
Salt Lake City, UTAH 84130

Email: UHC_Civil_Rights@uhc.com

You must send the complaint within 60 days of the incident. We will send you a decision within 30 days.  
If you disagree with the decision, you have 15 days to appeal.

If you need help with your complaint, please call toll-free 1-877-482-9045 or the toll-free number on your 
health plan ID card (TTY/RTT 711). We are available Monday through Friday, 8 a.m. to 6 p.m., PT.

You can also file a complaint with the U.S. Dept. of Health and Human services.

Online:  https://ocrportal.hhs.gov/ocr/portal/lobby.jsf   
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Phone:   Toll-free 1-800-368-1019, 1-800-537-7697 (TDD)

Mail:  U.S. Dept. of Health and Human Services  
200 Independence Avenue, SW Room 509F  
HHH Building  
Washington, D.C. 20201
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1 For purposes of the Language Assistance Services and this Non-Discrimination Notice (“Notice”),  
“we” refers to the entities listed in Footnote 2 of the Notice of Privacy Practices and Footnote 3 of the 
Financial Information Privacy Notice. Please note that not all entities listed are covered by this Notice.


