
AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION

Full Name                                                                                                                                                                                               

Regence ID#                                                                                                  Date of Birth                                                                      

Group Number                                                                                        

Email Address                                                                                         

By providing your email address, you authorize us to use the email you have provided to confirm that this Authorization to Disclose 
Protected Health Information form has been implemented or to obtain any missing or necessary additional information to implement 
it. 

If you have more than one Regence insurance policy, we will apply this authorization to all policies.

I authorize Regence to disclose the following information:

 Enrollment, eligibility, benefit information		  Claims, claim status, and claim history
 Medical records and diagnosis			    Premium and billing information
 Alcohol/substance abuse*			    Appeals
 Pre-authorization				     Other                                                                          

This information may contain sensitive data, including data related to treatment of sexually transmitted diseases, HIV/AIDS, mental 
health, and reproduction or contraception (including prenatal care and abortion), gender dysphoria, gender affirming care, and 
domestic violence.

I authorize Regence to disclose the information identified above to the following person(s) or entity(ies):

                                                                                                                                                                                                                                                                                                          
First and Last Name First and Last Name

                                                                                                                                                                                                                                                                                                          
Relationship Relationship

                                                                                                                                                                                                                                                                                                          
Address Address

                                                                                                                                                                                                                                                                                                          
Phone Phone

You must choose one:
The purpose of this disclosure is:   to assist me with my health plan    OR     other                                                                   

This authorization is valid for two years from the date of my signature. I may cancel this authorization at any time by sending written 
notice to Regence, PO Box 1106, Lewiston, ID 83501-1106. Cancellation of this authorization will not affect any actions taken by 
Regence before receiving my cancellation notice. I understand completing this authorization is not a condition to receive treatment, 
payment, enrollment or eligibility. Regence is not responsible for any action taken by an authorized recipient of my protected health 
information. I am aware that once Regence discloses my information to an authorized recipient the privacy protections provided by 
law may no longer apply.

                                                                                                                                                                                                                                                                                                                                                               
Signed Date (mm/dd/yyyy)

If you are signing this authorization on behalf of another individual, please complete the following and attach documentation 
demonstrating your authority to act on behalf of the individual. (e.g., power of attorney, conservatorship, etc.).

                                                                                                                                                                                                                                                                                                                                                 
Name of Personal Representative (please print) Phone     Relationship

                                                                                                                                                                                                                                                                                                                                                               
Signature of Personal Representative Date (mm/dd/yyyy)
*Note: I understand that my substance abuse records are protected under Federal law (42 CFR Part 2) and cannot be disclosed 
without my written consent unless otherwise provided for in 42 CFR Part 2. I also understand that I may cancel this approval at any 
time, as described above.

Please return completed form to Regence: PO Box 1106, Lewiston, ID 83501-1106 
or email it to MemberMaintenance@regence.com
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NONDISCRIMINATION NOTICE 

01012017.04PF12LNoticeNDMARegence 

Regence complies with applicable Federal civil rights laws and does not discriminate on the 
basis of race, color, national origin, age, disability, or sex. Regence does not exclude people 
or treat them differently because of race, color, national origin, age, disability, or sex.  
 
Regence:  
Provides free aids and services to people with disabilities to communicate effectively 
with us, such as:  

 Qualified sign language interpreters  

 Written information in other formats (large print, audio, and accessible electronic 
formats, other formats)  

 
Provides free language services to people whose primary language is not English, 
such as:  

 Qualified interpreters  

 Information written in other languages  
 
If you need these services listed above, 
please contact:   
 
Medicare Customer Service  
1-800-541-8981 (TTY: 711) 
 
Customer Service for all other plans 
1-888-344-6347 (TTY: 711) 
 
If you believe that Regence has failed to 
provide these services or discriminated in 
another way on the basis of race, color, 
national origin, age, disability, or sex, you can 
file a grievance with our civil rights coordinator 
below: 
 
Medicare Customer Service 
Civil Rights Coordinator 
MS: B32AG,  PO Box 1827  
Medford, OR 97501 
1-866-749-0355, (TTY: 711) 
Fax: 1-888-309-8784  
medicareappeals@regence.com 
 
Customer Service for all other plans 
Civil Rights Coordinator 
MS CS B32B, P.O. Box 1271 
Portland, OR 97207-1271 
1-888-344-6347, (TTY: 711) 
CS@regence.com 
 

You can also file a civil rights complaint with the 
U.S. Department of Health and Human Services, 
Office for Civil Rights electronically through the 
Office for Civil Rights Complaint Portal at 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or 
by mail or phone at:  
 
U.S. Department of Health and Human Services 
200 Independence Avenue SW,  
Room 509F HHH Building  
Washington, DC 20201 
 
1-800-368-1019, 800-537-7697 (TDD). 
 
Complaint forms are available at 
http://www.hhs.gov/ocr/office/file/index.html.  
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