[Your state] P

Part D Plan Formulary Denial

Authorization for Use or Disclosure of Health Information

I.  Statement and General Information

I, _____________________________, authorize____________________ to disclose individually identified protected health information from the records of:

· Name: _______________________________________________________________

· Date of Birth: ___/___/___

· Address:  _________________________________________________________


__________________________________________________________________

· ID Number/Chart or Record Number: ___________________________________
· Reason for disclosure: I request this disclosure for the purpose of advocating to obtain medically necessary prescription medications through my Part D plan.

II.  Information to be disclosed:  __________________________________________________

______________________________________________________________________________

______________________________________________________________________________

III.  Statements

I understand that this authorization may be revoked in writing at any time, except to the extent that action has been taken in reliance upon this authorization.  

I understand that information disclosed pursuant to this authorization may be subject to re-disclosure, but only if I consent to such re-disclosure. 

Any provider disclosing protected health information pursuant to this authorization is hereby released from any liability or responsibility for disclosure of the above-requested information to the extent that I have authorized and requested said disclosure. 

If the information I have requested herein contains information on drug and alcohol use, I want to send that information to _______________________________.  

If any information I have requested herein contains mental health information, I want that information sent to ______________________________________. 

Unless otherwise revoked, this authorization will expire one year from the date I have marked below.

Signed: _____________________________

Date: ___/____/____

Witness: ____________________________

Date: ___/____/____
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