
Authorization to Disclose  
Protected Health Information

Notice: All information requested must be provided or will result in an invalid authorization. 

Name of Individual Whose Information Will Be Disclosed Individual’s Date of Birth
	 /	 /

Individual’s Social Security Number Policy/Certificate Number

I___________________________________________________ , authorize American Community Mutual Insurance 
Company to disclose the following Protected Health Information of the above-named individuals:

	All health information
	Other_ ______________________________________________ 		

to be used by or disclosed to the following person(s): _______________________________________________________

for the following purpose:

	 At my request
	 Other_ ______________________________________________ 	

This authorization is valid from the date signed until:

	 My policy terminates
	 Other_ ______________________________________________

1.	 This authorization includes confidential communicable disease related information, confidential HIV-related 
information, and information about drug and alcohol use. This authorization does not provide for release of psychotherapy 
notes.

2.	 This authorization is valid for 30 months (24 months in Arkansas, Iowa, Missouri, Oklahoma, South Carolina and Texas) 
from the date signed. A photographic copy of this authorization shall be as valid as the original.  I know that I, or my 
authorized representative, may request and are entitled to receive a copy of this authorization. This authorization permits 
disclosure of protected health information for 10 years prior to the date signed.

3.	 I acknowledge that, upon request, I or my representative are entitled to receive a copy of this authorization and a copy of 
American Community’s Notice of Your Privacy Rights which describes how my protected health information may be used or 
disclosed. 

4.	 I understand that I have the right to request that American Community restrict uses or discloses of my protected health 
information; that American Community is not required to agree to the request; and that American Community is bound by 
the restrictions to which it agrees.

5.	 There are state specific laws regarding specific health conditions for which we cannot use this form to obtain 
health information about you. We will ask you to sign a state specific authorization form if necessary.

6.	 I understand that this authorization is voluntary and that I may refuse to sign this authorization. My refusal to sign will not 
affect my eligibility for benefits or enrollment, payment for or coverage of services, or ability to obtain treatment, except as 
provided under number 7 of this form.

7.	 If the purpose of the authorization is for American Community to determine eligibility before enrollment, the requested use 
or disclosure is not for psychotherapy notes, and I refuse to sign this authorization, American Community reserves the right 
to deny enrollment or eligibility for benefits.

8.	 I have the right to revoke this authorization by notifying American Community in writing, except to the extent that American 
Community has taken action in reliance on my authorization.

(person/entity who will receive information, i.e. spouse, parent, sibling, 
attorney, agent, medical provider)



9.	 I understand that the information I authorize American Community to receive may be re-disclosed and no longer protected 
by federal privacy regulations. However, confidential communicable disease related information and confidential 
HIV-related information will not be re-disclosed without specific authorization as required by state law.

________________________________________________
Signature of individual, parent or personal representative*

________________________________________________ 	 _ _____________________________________________
Printed name of individual, parent or personal representative	 Relationship to individual

_______________________________________________________
Date

*If you are the individual’s representative and are not the parent of a minor, you must attach documentary evidence of 
your authority to act as the individual’s representative for this authorization to be valid.

PLEASE RETAIN A COPY FOR YOUR RECORDS
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