
 

  

 

 

   
   

 

  

 

    

 

                         

                      

                       

 

  

    

       

   

   

            
    

 
    

    

                  

  

                   
                  

    

           
     

    
      

         
     

    
 

                                                    

 

          

      

    

  

Authorization to Use and 

Disclose Health Information 

Notice to Member: 
	 Completing this form will allow Ambetter from Home State Health (Ambetter) to (i) use your health information for a particular purpose, 

and/or (ii) share your health information with the individual or entity that you identify on this form. 

	 You do not have to sign this form or give permission to use or share your health information. Your services and benefits with Ambetter will not 

change if you do not sign this form. 

	 If you want to cancel this authorization form, send us a written request to revoke it at the address on the bottom of this page. A revocation form 

can be provided to you by calling member services. 

	 Ambetter cannot promise that the person or group you allow us to share your health information with will not share it with someone else. 

	 Keep a copy of all completed forms that you send to us. We can send you copies if you need them. 

	 Fill in all the information on this form. When finished, mail it to the address at the bottom of the first page. 

MEMBER INFORMATION: 

Member Name (print): _______________________________________________________________________________________________________ 

Member Date of Birth: _______________ Member ID Number: ______________________________________________________________________ 

I give Ambetter from Home State Health permission to use my health information for the purpose identified or to share my health information 

with the person or group named below. The purpose of the authorization is: 

□ to allow Ambetter to help me with my benefits and services, or 

□ to permit Ambetter to use or share my health information for __________________________________________________________ . 

PERSON OR GROUP TO RECEIVE INFORMATION (add additional Persons or Groups on page 2): 

Name (person or group): _____________________________________________________________________________________________________ 

Address: __________________________________________________________________________________________________________________ 

City: _____________________________ State: _____________________ __________________ Zip: Phone: ( _____) ____ - ________ 

I AUTHORIZE AMBETTER FROM HOME STATE HEALTH TO USE OR SHARE THE FOLLOWING HEALTH INFORMATION: 

□ All of my health information INCLUDING: genetic information, services or test results; HIV/AIDS data and records; mental health data
 
and records (but not psychotherapy notes); prescription drug/medication data and records; and drug and alcohol data and recor ds
 
(please specify any substance use disorder information that may be disclosed: __________________________________________ ); OR
 

□ All of my health information EXCEPT (check all boxes that apply): 

□ Genetic information, services or tests 

□ AIDS or HIV data and records 

□ Drug and alcohol data and records 

□ Mental health data and records (but not psychotherapy notes) 

□ Prescription drug/medication data and records 

□ Other: ________________________________________________________________________________________ 

Authorization End Date: / / (If no Authorization End Date is provided, this authorization will expire in one year.) 

Member Signature: _________________________________________________________________________ _______ Date: / _____ / ______ 

(Member or Legal Representative Sign Here) 

Relationship to Member: _____________________________________________________________________
 

If you are the Member’s personal representative, please send us copies of those forms (such as power of attorney or order of guardianship).
 



                   
    

 

        

                          

                     

                       

                        

      

 
        

 
        

      

 

        

 
        

      

 

        

 
        

      

 

        

 
        

      

 

        

 
        

      

 

        

 
        

      

 

        

 
        

      

 

        

 
        

                    

Mail to: Ambetter from Home State Health, Attn: Privacy Officer, 16090 Swingley Ridge Road, Ste 500, Chesterfield, MO 63017
 
Phone: 1-855-650-3789 (TTY/TDD 1-877-250-6113)
 

ADDITIONAL INDIVIDUAL PERSON(S) OR ENTITY(IES) TO RECEIVE INFORMATION 

NOTE: If you are consenting to disclose any substance use disorder records to a recipient that is neither a third party payor nor a health care 

provider, facility, or program where you receive services from a treating provider, such as a health insurance exchange or a research 

institution (hereafter, “recipient entity”), you must specify the name of an individual with whom or the entity at which you receive services from 

a treating provider at that recipient entity, or simply state that your substance use disorder recor ds may be disclosed to your current and future 

treating providers at that recipient entity. 

Name (individual or entity): 

Address: 

City: State: Zip: Phone: ( ) -

Name (individual or entity): 

Address: 

City: State: Zip: Phone: ( ) -

Name (individual or entity): 

Address: 

City: State: Zip: Phone: ( ) -

Name (individual or entity): 

Address: 

City: State: Zip: Phone: ( ) -

Name (individual or entity): 

Address: 

City: State: Zip: Phone: ( ) -

Name (individual or entity): 

Address: 

City: State: Zip: Phone: ( ) -

Name (individual or entity): 

Address: 

City: State: Zip: Phone: ( ) -

Name (individual or entity): 

Address: 

City: State: Zip: Phone: ( ) -



                           
 

 

 

  

   
 

 

   
 

    

  
 

   

   

    

    
 

    
    

     
   

   
 

  

 

  

 

 

 

 

 

 

 

 

Statement of Non-Discrimination 

Ambetter from Home State Health complies with applicable Federal civil rights laws and does not 
discriminate on the basis of race, color, national origin, age, disability, or sex. Ambetter from Home State 
Health does not exclude people or treat them differently because of race, color, national origin, age, 
disability, or sex. 

Ambetter from Home State Health: 

 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, 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, contact Ambetter from Home State Health at 1-855-650-3789 (TTY/TDD 1
877-250-6113). 

If you believe that Ambetter from Home State Health 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: Grievance/Appeals Home State Health, 16090 Swingley Ridge Road, Suite 500, Chesterfield, MO 
63017, 1-855-650-3789 (TTY/TDD 1-877-250-6113), Fax, 1-866-390-4429. You can file a grievance in 
person or by mail, fax, or email. If you need help filing a grievance, Ambetter from Home State Health is 
available to help you. 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, 
available 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. 

AMB17-MO-C-00063 Ambetter from Home State Health is underwritten by Celtic Insurance Company. 
© 2017 Home State Health Plan, Inc. All rights reserved. 
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http://www.hhs.gov/ocr/office/file/index.html


AMB17-MO-C-00062                                                     Ambetter from Home State Health is underwritten by Celtic Insurance Company. 
© 2017 Home State Health Plan, Inc. All rights reserved. 


	Member Name: 
	Member DOB: 
	Member ID: 
	Purpose of the Authorization: Off
	Authorization for: 
	Person or Group name: 
	Address: 
	City: 
	State: 
	Phone: 
	Health information: Off
	Genetic information, services or tests: Off
	AIDS or HIV data and records: Off
	Drug and alcohol data and records: Off
	Mental health data and records (but not psychotherapy notes): Off
	Prescription drug/medication data and records: Off
	Other: Off
	Other health Information: 
	End Date: 
	Date: 
	Name individual or Entity 1: 
	Phone9: 
	Address2: 
	City 2: 
	State2: 
	Zip2: 
	Phone2: 
	Name individual or Entity 2: 
	Address 3: 
	City3: 
	State3: 
	Zip3: 
	Phone3: 
	Name individual or Entity 3: 
	Address4: 
	City4: 
	State4: 
	Zip4: 
	Phone4: 
	Name individual or Entity 4: 
	Address5: 
	City5: 
	State5: 
	Zip5: 
	Phone5: 
	Name individual or Entity 5: 
	Address6: 
	City6: 
	State6: 
	Zip6: 
	Phone6: 
	Name individual or Entity 6: 
	Address7: 
	City7: 
	State7: 
	Zip7: 
	Phone7: 
	Name individual or Entity 7: 
	Address8: 
	City8: 
	State8: 
	Zip8: 
	Phone8: 
	Name individual or Entity 8: 
	Address9: 
	City9: 
	State9: 
	Zip9: 
	Zip: 
	Substance use disorder information: 
	Relationship to Member: 


