
Consent to Share Health Facts 

Humana Healthy Horizons® Comprehensive Plan and its partners can share health facts 
about this person: 

Name: ____________________________________________________________  
Last                              First 

Date of birth: _______/____/_____ 

Address: ___________________________________________________________ 

City: __________________________ State: _________________ ZIP: ___________ 

Member ID number: __________________________  

Group number (if you have one): ________________ 

Phone number: _____________________________________ 

Humana Healthy Horizons Comprehensive Plan and its partners can share these health 
facts: (Please check only one box.) 
� Any facts they have on file 

� Only facts about this health problem or injury 

    � Do not want any health facts shared  
____________________________________________ Dates:________________ 

____________________________________________  Dates: ________________ 

____________________________________________  Dates: ________________ 
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Humana Healthy Horizons Comprehensive Plan can share these health facts with this 
person, company, or other group: 

Name: __________________________________________________________ 

Address: ________________________________________________________ 

City: ________________________ State: ___________ ZIP: __________  

Date of birth: ________/______/______________ 

Email: ____________________________________ 

Phone number: ____________________________

Link to member: 
� Spouse  

� Sibling    

� Parent  

� Child   

� Agent/Broker 

� Friend   

� Group  

� Other: 

I understand: 
o I have the right to take back this consent at any time. I must send a letter to do

this.

o I cannot take back consent for health facts that Humana Healthy Horizons
Comprehensive Plan has already shared.

o By law, Humana Healthy Horizons Comprehensive Plan can dispute a claim from
my policy.

o This consent will expire in 24 months.



o Humana Healthy Horizons Comprehensive Plan cannot decide anything about
treatment or payment based on whether I sign this form.

o Once I share these health facts with others, they may be able to share these facts
again. Federal privacy laws may no longer protect these facts.

Signature: _________________________________   

If the member cannot sign, a legal proxy may sign:  

Name: _______________________________       Date: __________________ 

Link to member: _______________________ 

Please note: Legal proxies must attach proof. This may include healthcare power of 
attorney, healthcare surrogate, living will, or guardianship papers. 

After you complete this form, please fax it to:  <insert fax #> 

or mail it to:  

Humana Healthy Horizons Administration LTC Incoming Mail 
P.O. Box 14768 
Lexington, KY 40512-9846 

Humana Healthy Horizons Comprehensive Plan will follow the more stringent of 
federal and state laws and regulations.
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