N, : : H This Authorization is Voluntary
Authorization for Disclosure of

Horizon. Protected Health Information

Horizon Blue Croas Blue Shield of New Jersey

Instructions: To authorize the use and disclosure of your private information (Ply held by Horizon, please complete the information below, sigh in the space provided and return to
Horizon Blue Cross Blue Shield of New Jersey, Centralized Gorrespondence Unit, P.O. Box 820, Newark, New Jersey 07101-0820.

Member Information (Please Print)

Date: Member ID:
(ID number on your health identification card)

Name: DOB:
Address: Telephone:

My protected health information is information about me, including information such as my name and address and/or medical information.
The information was used or created when I received health care or when payment was received for my health care. The information may
include my past, present or future physical or mental health or condition.

I understand that if the persons or organizations I authorize to receive and/or use the protected health information described above are not
subject to federal health information privacy laws, they may further disclose the protected health information and it may no longer be
protected by federal health information privacy laws.

T understand that my authorizing the use and disclosure of my "protected health information” is not a condition of my enrollment in your
health plan, my eligibility for benefits or payment of my claims.

I hereby anthorize the use or disclosure of my individually identifiable health information as described below. Tunderstand that this authorization
is voluntary and that [ may revoke it at any time by submitting my revocation in writing to the entity providing the information.

T authorize and its affiliates to disclose the above individual's "protected
{ Health Plan/Paver Name)

health information” to  RECORDS DEPOSITION SERVICE, INC., PO BOX 5054, SOUTHFIELD, MI 48086-5054
P: 248.357.3330 F: 248.357.3337

{(You must include the name, address and phone number of the person or enlify receiving the information)

Description of Information to Be Disclosed:
(Affach a separale sheel if necessary)

Purpose of Disclosure: FOR DISCOVERY BEFORE TRIAL

(Affach a separale sheel if necessary)

Disclosure of Sensitive Information

I understand that the health plan needs my specific authorization to release my protected health information pertaining to the items listed
below. By initialing, I authorize release of the information pertinent to my case. If vou are authorizing the release of psychotherapy notes as
well as other medical information, two separate forms must be filled out. The release of psychotherapy notes cannot be combined with the
release of any other informalion.

Psychotherapy Notes {Initials) Expiration dale
Mental/Behavioral Health Information (Initials) Expiration dale
Chemical Dependency (includes alcohol/drug treatment) (Inifials) Expiration dale
HIV/AIDS (Initials) Expiration dale
Expiration: This authorization will expire on / / or on occurrence of the following event:

{The above must relale {o the purpose of the use and/or disclosure being authorized.)

Right to Revoke: You may revoke this authorization at any time. Contact the customer service department of your health plan for
further instructions. Your revocation of this authorization will not affect any action we take before we receive your
notice of revocation.

Signature: Date:
(Person Granling Authorizalion)

If this authorization is signed by a personal representative on behalf of the individual, complete the following:

Personal Representative’'s Name:

(Please Print)

Description of Personal Representative Authority:
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