
Consent for release of protected health information (PHI)

Member information (person whose information will be released):

Name (First/Middle/Last) Date of birth (MM/DD/YYYY)

Address

City State ZIP

Member ID Group number (if applicable)

Phone number  Home  Cell*

Complete the following only if the person making the request is not the member

Name of requestor Relationship to member 

Address

Legal authority Phone number  Home  Cell*

I understand that this authorization will allow Humana and its affiliates to use or disclose the protected 
health† information (PHI) described below: (Please check only one box)

  Full Disclosure: Any PHI Humana and its affiliates maintain, including sensitive health information as listed 
below. This also includes sharing information on prescription drug/medication data, wellness products, and 
health programs with the person being authorized.

   Excluded Sensitive Health Disclosures: All protected information identified above except for the categories 
selected below. If no items are checked, all information will be selected. Please check all that apply:

  Behavioral or mental health  Infectious diseases  Substance use disorder, 
subject to 42 CFR Part 2  Sexually transmitted 

disease/HIV/AIDS 

 
  Genetic data
  Reproductive health

Limited Disclosure: You specify what PHI to share, e.g., condition or treatment information, a specific date 
range, or product type. Unless you limit by product type, information will apply to all products and services.

 

→

   

Describe limitation: ______________________________________________________________________________

If Limited Disclosure was selected, please indicate which product(s) apply:

 Medical


 Dental Go365 for Humana Healthy Horizons®

Vision  Prescription drug/medication data
�

Continued on back side 
For Humana use only. 

HEAD TO HEAD



Consent for release of PHI—continued

This information may be disclosed to, and used by, the following person or organization to assist me with 
the Humana-owned products or services for which I am providing consent to disclose information:

Name (First/Middle/Last) Date of birth (required) (MM/DD/YYYY)

Or organization name (such as nursing home, care provider or care manager)

Address City State ZIP

Email Phone number  Home  Cell*

Relationship  
 Spouse  Sibling  Parent  Child  Agent/Broker  Friend  Organization

I understand:
•   I am not required to fill out this consent and Humana cannot base decisions regarding treatment, 

payment, enrollment or eligibility for benefits on whether I submit it.

•   Disclosures may include information from past, present, and/or future treating providers.

•   This consent is valid until I cancel my Humana membership. For customers in certain states, consents 
will expire in compliance with applicable state laws.‡

‡ Expires in 12 months: CA, CT, GA, IL, MA, MD, NC, NJ, NV, OH, OR. Expires in 24 months: FL, KY, MT, VA & Puerto Rico.

 I can cancel my consent at any time through my 
MyHumana account, by calling customer service, or by submitting a written notice to Humana.

•   If I cancel consent, it will not apply to any information previously released with this authorization. Once 
information is shared, Humana cannot prevent the person or organization who has access to it from sharing 
that information with others, and this information may not be protected by federal privacy regulations.

Member or Legal representative signature

 Member  Legal representative Date (MM/DD/YYYY)

Please note: Legal representatives must attach copies of authorization as required by law. Examples include 
healthcare power of attorney, healthcare surrogate, living will or guardianship papers.

After you complete and sign the form, please fax it to 800-633-8188. Or, if you prefer, mail your 
completed form to: Humana Insurance Company, P.O. Box 14168, Lexington, KY 40512-4168.

* B y giving your cell phone number, you give Humana permission to make calls related to this authorization to your cell.
†   Health includes Medical, Dental, Pharmacy, Behavioral Health, Vision, Long-Term Care.

Humana will follow the more stringent of all federal and state laws and regulations.

VAHM9PSEN

HEAD TO HEAD



 
VAHMEDKEN_0626 

Notice of Availability - Auxiliary Aids and Services Notice 
English: Free language, auxiliary aid, and alternate format services are available. Call 844-881-4482 
(TTY: 711). 

ًً  [Arabic]:العربیة   4482-881-844 اتصل على الرقم .تتوفر خدمات اللغة والمساعدة الإضافیة والتنسًیق البدیل مجانا
 711). :الھاتف النصي(

Հայերեն [Armenian]: Հասանելի են անվճար լեզվական, աջակցման և այլընտրանքային 
ձևաչափի ծառայություններ: Զանգահարեք 844-881-4482 (TTY` 711) հեռախոսահամարով։ 
বাংলা [Bengali]: িবনামূেল� ভাষা, আনুষ��ক সহায়তা, এবং িবক���  িবন�ােস পিরেষবা উপল�� �� । �ফান কর�ন 844-
881-4482 (TTY: 711) ন�� � ের। 

简体中文 [Simplified Chinese]：我们可提供免费的语言、辅助设备以及其他格式版本服务。请致电 

844-881-4482（听障专线：711）。 

繁體中文 [Traditional Chinese]：我們可提供免費的語言、輔助設備以及其他格式版本服務。請致電 

844-881-4482（聽障專線：711）。 

Kreyòl Ayisyen [Haitian Creole]: Gen sèvis lengwistik gratis, èd oksilyè, ak lòt fòma sèvis ki disponib. 
Rele 844-881-4482 (TTY: 711). 
Hrvatski [Croatian]: Dostupne su besplatne jezične usluge, usluge dodatne pomoći i alternativnog 
formata. Nazovite 844-881-4482 (TTY: 711). 

  :TTY) (711 4482-881-844 با .خدمات زبان رایگان، کمک ھای اضافی و فرمت ھای جایگزین در دسترس است [Farsi]:فارسی 
 .تماس بگیرید

Français [French] : Des services gratuits d’assistance linguistiques, d’aide auxiliaire et de format 
alternatif sont disponibles. Appelez le 844-881-4482 (ATS : 711). 
Deutsch [German]: Es stehen kostenlose unterstützende Hilfs- und Sprachdienste sowie alternative 
Dokumentformate zur Verfügung. Telefon: 844-881-4482 (TTY: 711). 
Ελληνικά [Greek]: Διατίθενται δωρεάν γλωσσικές υπηρεσίες, βοηθήματα και υπηρεσίες σε 
εναλλακτικές προσβάσιμες μορφές. Καλέστε στο 844-881-4482 (TTY: 711). 
�ુજરાતી [Gujarati] મફત ભાષા, સહાયક સહાય અને વૈક�લ્પક ફોમ�ટ સેવાઓ ઉપલબ્ધ છે. 844-881-4482 [TTY: 711] 
પર કૉલ કરો. 

נא התקשר    .אביזרי עזר וטקסטים בפורמטים חלופיים ,שירותי תרגום :שירותים אלה זמינים בחינם [Hebrew]:עברית 
 :TTY) (711  844-881-4482 למספר

�ह�दी [Hindi]: �नःशु�क भाषा, सहायक मदद और वैक��पक �ा�प सेवाए�  उपल� ह�। 844-881-4482 (TTY:711) 
पर कॉल कर�। 

Hmoob [Hmong]: Muaj kev pab txhais lus, pab kom hnov suab, thiab lwm tus qauv pab cuam. 
Hu 844-881-4482 (TTY: 711). 
Italiano [Italian]: Sono disponibili servizi gratuiti di supporto linguistico, assistenza ausiliaria e formati 
alternativi. Chiamare il numero 844-881-4482 (TTY: 711). 

日本語 [Japanese]: 言語支援サービス、補助支援サービス、代替形式サービスを無料でご利用いただ

けます。844-881-4482 (TTY: 711) までお電話ください。 
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ភាសាែខ្មរ [Khmer]៖ េសវាកម្មែផ្នកភាសា ជំនួយ និង េសវាកម្មជាទ្រមង់េផ្សងជំនួសអាចរក�ន។ ទរូសព្ទេ�េលខ 844-881-
4482 (TTY: 711)។ 

한국어 [Korean]: 무료 언어, 보조 지원 및 대체 형식 서비스를 이용하실 수 있습니다. 844-881-4482 

(TTY: 711) 번으로 문의하십시오. 

ພາສາລາວ [Lao]: ມີບໍລິການພາສາ, ອຸປະກອນຊ່ວຍເຫືຼອ ແລະ ຮູບແບບທາງເລືອກອ່ືນບ� ເສຍຄ່າໃຫ້. ໂທ  
844-881-4482 (TTY: 711). 
Diné [Navajo]: Saad bee áná’álwo’, bee haz’áanii, dóó naaltsoos t’áá ajiłii’ígíí bee ak’e’elyaaígíí t’áá 
jiik’eh hólǫ́. 844-881-4482 (TTY: 711) bich’į’ hodíílnih. 
Polski [Polish]: Dostępne są bezpłatne usługi językowe, pomocnicze i alternatywne formaty. Zadzwoń 
pod numer 844-881-4482 (TTY: 711). 
Português [Brazilian Portuguese]: Estão disponíveis serviços gratuitos de ajuda linguística auxiliar 
e outros formatos alternativos. Ligue 844-881-4482 (TTY: 711). 
ਪੰਜਾਬੀ [Punjabi]: ਮੁਫ਼ਤ ਭਾਸ਼ਾ, ਸਹਾਇਕ ਸਹਾਇਤਾ, ਅਤੇ ਿਵਕਲਿਪਕ ਫਾਰਮੈਟ ਸਵੇਾਵਾ ਂਉਪਲਬਧ ਹਨ। 844-881-4482 
(TTY: 711) ‘ਤੇ ਕਾਲ ਕਰੋ। 

Русский [Russian]: Предоставляются бесплатные услуги языковой поддержки, 
вспомогательные средства и материалы в альтернативных форматах. Звоните по номеру  
844-881-4482 (TTY: 711). 
Español [Spanish]: Los servicios gratuitos de asistencia lingüística, ayuda auxiliar y servicios en otro 
formato están disponibles. Llame al 844-881-4482 (TTY: 711). 
Tagalog [Tagalog]: May available na mga libreng serbisyo sa wika, mga gamit na pantulong, 
at alternatibong format. Tumawag sa 844-881-4482 (TTY: 711). 
தமிழ் [Tamil]: ெமாழி,, உதவ�ப் ெபாருட்கள் மற்றும் மாற்று வடிவைமப்புச் ேசைவகள் 
இலவசமாகக் க�ைடக்க�ன்றன. 844-881-4482 (TTY: 711) எண்ைண அைழக்கவும். 

 (TTY: 711) 4482-881-844 مفت زبان، معاون امداد، اور متبادل فارمیٹ کی خدمات دستیاب ہیں۔ کال :[Urdu]اردو 
�లుగు (Telugu): ఉ�త �ష, స�యక మద్దతు, మ�యు ప��్య�్నయ ��్మట్ �వలు అందు�టు� గల�. 
844-881-4482 (TTY: 711) � �ల్ �యం�. 

Tiếng Việt [Vietnamese]: Có sẵn miễn phí các dịch vụ ngôn ngữ, hỗ trợ phụ trợ và định dạng thay 
thế. Hãy gọi 844-881-4482 (TTY: 711). 
አማርኛ [Amharic]፦ ነጻ ቋንቋ፣ አጋዥ ማዳመጫዎች እና አማራጭ ቅርፀት ያላቸው አገልግሎቶችም ይገኛሉ። በ  
844-881-4482 (TTY: 711) ላይ ይደውሉ። 

Bǎsɔ́ɔ̀ [Bassa]: Wuɖu-xwíníín-mú-zà-zà kũ̀à, hwòɖǒ-fɔ́nɔ́-nyɔ̀, kè yɔ-ɓɔ̌-po-kàɓě ɓɛ́ wa nyuɛsé wíɖí 
pɛ́ɛ̀-pɛ́ɛ̀ɖò kɔ.̌ ̀ ́Ðá 844-881-4482 (TTY: 711). 
Bekee [Igbo]: Asụsụ n’efu, enyemaka nkwarụ, na ọrụ usoro ndị ọzọ dị. Kpọọ 844-881-4482 
(TTY: 711). 
Òyìnbó [Yoruba]: Àwọn iṣẹ́́  àtìléḥìn ìrànlọ́wọ́ èdè, àti ọ̀nà kíkà míràn wà lárọwọ́tó lọ́fẹ̀é.̣  
Pe 844-881-4482 (TTY: 711). 
नेपाली [Nepali]: �न:शु�क भाषा सेवा, सहायक साम�ी र वैक��पक ढाँचाका सवेाह� उपल� छन् । 844-881-4482 
(TTY: 711) मा कल गनुर्होस् । 
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