benicorp’ 7702 WoodlandDite St 20
(317) 290-1205
AUTHORIZATION FOR RELEASE

OF PROTECTED HEALTH INFORMATION
_____________________________________________________________________________________________

| hereby authorize the use or disclosure of protected health information about me as described below: (Please keep a copy of this form
for your records.)

Who can release information:

(M The name or other specific identification of the person(s) or class of persons, authorized to make the use or disclosure:
Benicorp Insurance Company

Who do you want information released to:
(2) The name or other specific identification of the person(s) or class of persons to whom the requested disclosure may be made:

What can be released:
(3) Specific description of the information to be used or disclosed:

Why info can be released:

(4) The information may be used or disclosed for each of the following purposes:

(5) | understand that the information used or disclosed may be subject to redisclosure by the person(s) or class of person(s)
receiving it and no longer protected by the federal privacy regulations.

(6) | understand that | may inspect or copy the information to be used or disclosed as stated in Benicorp Insurance Company's

Notice of Privacy Practices.

(7) | understand that | may revoke this authorization by notifying Benicorp's Privacy Officer, PO.Box 68917, Indianapolis, IN
46268-0917 in writing of my desire to revoke it. However, | understand that if | revoke this authorization, it will not have any
affect on actions taken by Benicorp Insurance Company in reliance on this authorization.

(8) | understand that | may refuse to sign this authorization and that my refusal to sign will not affect my ability to obtain
treatment or payment or my eligibility for benefits.
How long authorization will remain valid:

9) | understand this authorization will expire on (check and complete one): authorization
O One year from the date this authorization is signed (Maximum allowed time frame for validity of authorization);
] ,20 , (Must be less than one year from date signed); or
O On the happening of the following event that relates to me and/or the purpose of the use or disclosure

(Must be less than one year from date signed):

NOTE: This form must be fully completed before signing.

Witness:

Signature of Covered Individual or Representative

Name of Covered Individual Date of Covered Individual or Representative Signature

Address of Covered Individual

Name of Personal Representative (If applicable) Description of Representative's Authority to Act for the Patient

For Internal Use Only:
Group Number: Certificate Number: Insured's Name:




