






Home Address:
_____________________

_____________________

Re:
Consent and Authorization to Disclose Confidential Information

To Whom It May Concern:


At my request, the family members identified below will be assisting me in evaluating health care treatment options and payment issues, including but not limited to exercising my rights to file grievances and appeals. To facilitate this, I wish to have all of my health care providers and health insurers as well as each of their affiliates, employees and representatives, communicate openly and freely with these members of my family regarding my health care (including medical, dental, pharmacy, and/or mental health/substance abuse), insurance coverage, treatment, and related payment issues.  

Accordingly, I hereby consent to and authorize the disclosure of any and all confidential information regarding my past, present, or future health care treatment and the finances associated with such treatment to the family members listed below.  I further consent to and authorize all health care providers to discuss all aspects of my present and future treatment, medical findings, and/or other personal health information with or without me present, and request that my family members be provided with copies of any and all medical record and other confidential information upon request. It is my intent that no barriers of patient confidentiality under state or federal laws, including but not limited to those contained in FERPA, HIPAA or the HITECH Act, apply to prevent these family members from having full and unrestricted access to all information about my health care treatment.
Family Members:

Thank you for respecting my wishes.

Sincerely, 

Date:
__________




Print Name:
___________________________

DOB:  

___________________________

SS#:  

___________________________

Insurance ID#:
___________________________

