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INSTRUCTIONS

PLEASE MAKE SURE ALL SECTIONS OF THE FORM ARE FILLED IN 
OR THE FORM WILL BE SENT BACK TO YOU AS WE WILL NOT BE ABLE TO COMPLETE THE REQUEST

Section 1. MEMBER INFORMATION 

(PHI) . Please print the: 

address  and,

 who is giving Magellan the OK to share their PHI. 

In the area Please Check One of the Following,” please mark one (1) circle 
 

If it is you, the then OR
If it is someone who the law says can act for you, please mark the second circle.

Section 2. WHO THE PHI MAY BE RELEASED TO 
 the PHI of the person listed in s . Please 

o release you OK.

 to make this an OK for all future uses and disclosures for treatment, payment 
.  

o the person who will get 
health plans, third- something like
that.

Section 3. PURPOSE OF THE RELEASE OF PHI 
PHI shared. If you OK this 

If no reason for sharing the PHI is listed to you as incomplete.

Section 4. RELEASE THIS PHI ABOUT ME (check one or more) 
We will only share the PHI that you OK. 

: 
Select from the four (4) 

Other,” please write in the PHI you wish to share listed, we will not
to you as incomplete.
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Section 5. EXPIRATION 
sharing your PHI. Please choose only one (1) choice to let us know when you want

your OK to end.  
If choosing My OK ends on this date - 
than one year from the date the form was completed.
If choosing My OK ends when this happens - it should relate to the purpose of the disclosure, and it must

o
shared.

If none of the three (3) is selected, your OK

Section 6. YOUR RIGHTS & IMPORTANT FACTS 
lists your rights. Please read all of things. 

Section 7. MEMBER SIGNATURE  
This is where you sign your name and provide the date you signed the form. 

shared if you do not sign AND date the form.
Please note, there are some states where children who are old enough are the ones who need to sign so that
we 

Section 8. AUTHORIZED PERSONAL REPRESENTATIVE SIGNATURE 

 
An 

o    Guardianship

Section 9. WHERE TO SEND THIS FORM or ASK QUESTIONS 
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