
                           Contract Number: ____________________________________ 

 
 
 
q Anthem Blue Cross and Blue Shield 
q HealthKeepers, Inc. 
q Peninsula Health Care, Inc. 
q Priority Health Care, Inc. 
 
 

Disclosure Authorization Form 
For Release Of Insurance Information 

 
 

I, ______________________________________ , hereby request and authorize the company indicated above 
 

to disclose and release 
 
_______________________________________________________________________________________ 
(Describe kind and amount of information to be disclosed and date(s) of record to be disclosed.) 
 

to: _______________________________, _____________________________, ___________________________                                                                                                
                       (Name of Person/Entity)                                                       (Address)                                                            (City/State) 
 

for the purpose of: ____________________________________________________________________________ 
 
___________________________________________________________________________________________ 
 
___________________________________________________________________________________________ 
(Describe specific purpose of disclosure.) 
 
 

                            Notice To The Recipient Of Information For Alcohol/Substance 
                                                 Abuse Records And Information 
 

This information, if disclosed to you, is protected by the Federal confidentiality rules (42 CFR Part 2). The Federal rules 
prohibit you from making any further disclosure of this information unless further disclosure is expressly permitted by 
the written consent of the person whom it pertains or as otherwise permitted by 42 CFR Part 2. A general authorization 
for the release of medical or other information is NOT sufficient for this purpose. The Federal rules restrict any use of 
this information to criminally investigate or prosecute any alcohol or drug abuse patient. 
 

This consent is subject to revocation at any time except to the extent that the company indicated above has already taken 
action on the disclosure provisions contained in this document. If not previously revoked, this consent will terminate on 
_________________________________________________________________________________________________ 
(Specify date, time, event or condition) 
 

Note:   Based on State Law, this authorization will automatically expire one year from the signature 
            date, if termination is not identified as an earlier date in the statement above. 
 

 
_________________________________________________________               _________________________________________________________ 
   (Signature of patient, parent, guardian or designated representative                               (Signature of Legal Representative, if applicable, and date) 
   as applicable and date) 
 
 
_________________________________________________________               _________________________________________________________ 
   (Signature of Custodial Parent, if applicable, and date)                                                    (Signature of Dependent, if applicable, and date) 
 
 

Anthem Blue Cross and Blue Shield is the trade name of Anthem Health Plans of Virginia, Inc. 
Anthem Blue Cross and Blue Shield, HealthKeepers, Inc., Peninsula Health Care, Inc. and Priority Health Care, Inc. 

are independent licensees of the Blue Cross and Blue Shield Associatio n. 
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