
AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION 

I, ________________, dob_____,  a participant in the group health insurance plan established and managed by the New Hampshire Bankers Association Insurance Trust (the “Trust”) authorize the Trust to release and provide all documents and information about my heath care and treatment and to discuss such information, including opinions relating to my diagnosis, care and treatment except as specifically excluded below, to the following employer/entity/person: _____________________________________________.  
Restrictions or Information that may NOT be disclosed _____________________. 

The purpose of this release is to: _________________________________________________.  
I understand that my/my dependent’s health care record contains information relating to diagnosis and treatment. I authorize the release of all such information listed above, except those items I have specified.  I further understand that I may review my records and refuse authorization to disclose all or some of the above health care information.

The authorization is valid for a period of 1 year from the date of signing, unless a different termination date is entered here. _________.  I further understand that I may revoke this authorization by written notice to the Trust at any time during this period except where the Trust has already acted upon a request for the release of the record. 
I understand that the Trust requires specific consent to disclose information related to the following categories: 

1. Substance Abuse.  I (( DO/  ( DO NOT) authorize disclosure of information which refers to treatment or diagnosis of drug or alcohol abuse.  Such information may not be re-disclosed by the recipient without my specific written consent.

2. Mental Health.  I (( DO/  ( DO NOT) authorize disclosure of information which refers to treatment or diagnosis of mental health.  Such information may not be re-disclosed by the recipient without my specific written consent.

I (( DO/   ( DO NOT) want to review such information before it is released.  I 
understand that review must be supervised.

3. HIV.  I (( DO/  ( DO NOT) authorize disclosure of information which refers to HIV test results, infection status, or treatment information.  Such information may not be re-disclosed by the recipient without my specific written consent.

I understand that I am entitled to a copy of this authorization. A photocopy of this authorization shall be considered as effective and valid as the original.
SIGNATURE LINES FOLLOW
New Hampshire Bankers Association Insurance Trust (the “Trust”)
Signatures for Authorization of Release of Health Information 

Signature: ________________________________________

__________________________________ 
__________________ 
_____________ 

Name:_______________________
Date of Birth_______
Date of Signing ______


 [print]

Signature of Parent or Guardian, if the Participant in the Plan whose records are in issue is a Minor (or Under Guardianship): 
Signature:
_____________________

Date:  

_____________________ 

Name of Parent or Guardian, if applicable __________________________ [print]
Relationship:   ___________________
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