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	REVOCATION OF AUTHORIZATION TO DISCLOSE HEALTH INFORMATION


	Mail the completed form to: 
	[insert VO Service Center/National Department address]

	Or fax it to:
	[insert FAX number]


	Individual/Member Name:
	

	Member Identification Number:
	

	Member Date of Birth:
	___ ___/ ___ ___/ ___ ___ ___ ___


I hereby request that the authorization to disclose health information to_____________________
______________________________be revoked (cancelled) effective__________________________.
I understand and Agree to the following:
· This revocation will not have any effect on any action that ValueOptions® took prior to the effective date of this revocation.
· By completing this form, the person listed will no longer have access to the information.

· Revoking this authorization will not affect my benefits, claims payment or care delivered.
· I have a right to receive a copy of this form after I sign it.

I would like a copy of this form:
( YES
Initials: _____

ValueOptions® does not accept partial revocations.  If you wish to only change the type of information released and not cancel who may receive the information, you must still revoke this authorization and submit a new Authorization to Disclose form if you wish to continue to release information for any part of the original request.
	
	

	Signature of the Individual or the Individual’s Legally Authorized Representative**
Date

	Relationship to the Individual/Member:

	( Self
( Parent of Minor Child
	( Legally Authorized Representative**
(Power of Attorney, Legal Guardian, Executor or Administrator)


** If you are signing as a Legally Authorized Representative attach a copy of the appropriate legal document(s) granting you the authority to do so.  You do not have to attach copies of documents if you already have those documents on file with ValueOptions®.  My legal documents granting authority to act on the individual’s behalf are already on file with ValueOptions®:



( YES
Initials: _____
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