Alabama Medicaid Agency
Privacy Office
Form 703

AUTHORIZATION FOR DISCLOSURE OF HEALTH INFORMATION

For the Alabama Medicaid Agency to process this Authorization, you must provide all the information and any supportive
documentation necessary to do so.

If someone other than the Medicaid recipient/applicant is authorizing this disclosure, verification of the authorizing individual’s
identity and individual’s authority, to act on behalf of the recipient/applicant must be submitted with this form.

Medicaid Recipient/Applicant Information

Last Name: First Name:
Address: City/State: Zip Code:
Social Security Number Date of Birth: Telephone Number:

Authorizing Individual’s Information (Complete if someone other than the recipient/applicant authorizes this disclosure.)

Last Name: First Name: Telephone Number

Relationship to Recipient/Applicant:

I authorize Alabama Medicaid to disclose information to the following person(s) or class of persons:

Agency/Entity/Representative Name:

Address: City/State: Zip Code:

Telephone Number [Include area code]:

The information to be disclosed is:

The reason for this disclosure of my protected health information is:

The Expiration Date for this Authorization is [mm/dd/yyyy]:

OR

The Expiration Event for this Authorization is:

| understand that any documents, or records released could potentially be re-disclosed by the above person or class of persons, and
that any information re-disclosed by that party is not subject to this authorization or the regulations contained in 45 CFR 164.508.

| understand that treatment, payment, enrollment, or eligibility for benefits is not conditioned on my signing this authorization.
I understand that | have a right to revoke (cancel) this authorization at any time. | understand that | must provide you a written

request to revoke this authorization. | also understand that any revocation of this authorization shall not affect any disclosures
made prior to receipt and processing of my written revocation.

Signature of Recipient/Applicant: Date: / /

mm dd yyyy
Signature of Authorizing Individual: Date: / /
(Medicaid Recipient or Authorized individual from above) mm_ dd wyy
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Stanley Felder
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