
Authorization for Release of Information 
Scot t  & W hite Heal th Plan (SW HP) is  required by the HIPAA pr ivacy law to receive author izat ion 
before r e leas ing  ind iv idua l  p r i va te  in fo rm at ion .  P lease  s ign  and  check  the  in fo rm at ion  to  be  
re leased .  For  m inors ,  i f  som eone  o ther  t han a  parent  o r  lega l  guard ian  is  t he  cont rac t  ho lder ,  
the  parent  o r  lega l  guardian s igns and checks the information to be re leased.   For Commercial  
Members only .  

I  hereby author ize the fol lowing information to be re leased f rom the record of :  
(Please pr in t ) 
Member’s Name: Date of Birth: 
Member ID #: Phone: 
Address: 
City: State: ZIP: 

Please check information to be released: 

☐General Benefits
☐Application/Eligibility
☐Billing/Premium
☐Medical Records
☐Claims Information
☐Other:

☐Complaint/Appeal
☐Benefits Determination
☐Medical Condition
☐Pharmacy Records (please include dates needed)

From:____________To:____________

Please list (and print) who will receive this information: 

Name: Relationship: 
Address: 
City: State: ZIP: 

I  unders tand that  to  the ex tent  any Rec ip ien t  of  th is  in format ion,  as ident i f ied above,  is  not  a 
“covered ent i t y”  under Federa l  or  Texas Pr ivacy law,  the in format ion may no longer be protec ted 
by Federal  and Texas Pr ivacy law once i t  is d isc losed to the Rec ip ient and, therefore, may be 
subject to re-d isc losure by the Rec ip ient .  I  unders tand that  I  am able to wi thdraw th is  in format ion 
author iza t ion in  wr i t ing,  wi th the unders tand ing tha t  the in format ion may have a l ready  been 
re leased by SW HP. This authorizat ion is val id for this request only and expires when the 
informat ion has been released.  Addit ional requests wil l  require the member to sign another 
release form.    

I  understand that the information released is for the specif ic purpose stated below and may not 
be prov ided in  whole or  in  par t  to  any other  agency,  organizat ion,  or  person.  
Purpose of Disclosure: 

☐Attorney/Legal ☐Personal Use (requested of the individual)
☐Other (specify):

Printed Name of Member or Legal Representative Relationship to Member 

Signature of Member or Legal Representative Date 
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