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RELEASE OF BILLING INFORMATION AUTHORIZATION

This notice supports the release of billing and health information to sharing sensitive financial details and/or personal health information to another third party to assist with billing, such as with insurance coordination and appeals, legal matters, or financial review.
I hereby authorize {{DEPARTMENTBILLINGNAME}} and its affiliates, its employees and agents, to use and disclose protected health information (e.g., medical records, including information relating to the diagnosis, treatment, service dates and charges, billing and account statements, claims payment, and health care services provided or to be provided to me and which identifies my name, address, social security number, member identification number) for the purpose of helping me to resolve claims and health benefit coverage issues.
I understand that I may revoke this Authorization at any time by providing written notice to {{DEPARTMENTBILLINGNAME}} listed above, except to the extent that action has already been taken in reliance on this Authorization. I understand that information disclosed pursuant to this Authorization may be subject to redisclosure by the recipient and may no longer be protected by privacy laws. I understand that signing this Authorization is voluntary and that my treatment, payment, enrollment, or eligibility for benefits may not be conditioned on whether I sign this Authorization, except as permitted by law. The authorization expires 1 year from date of signature.
I certify that I have read and understand this Authorization, and I authorize the disclosure of my Personal Information as described above.

___________________________		_____________________	         	__________
Patient Name	 				Signature				Date 

___________________________		_____________________	         	__________
Guarantor/Relationship to Patient		Signature				Date 
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