
PART A: MEMBER

Member last name Member first name Middle initial Member date of birth

Member street address City State ZIP code

Daytime phone number (with area code) Member ID number (see member ID card) Group number (see member ID card)

PART B: PEOPLE OR COMPANIES WHO WILL GET MY RECORDS
The people or companies listed and checked below have the right to see my records. (They must be 18 or older). Please check each box that applies. 
Write in first and last names.
q My spouse (first and last name) q My parents (If you are over 18, write in first and last names)

q My adult children (first and last names) q Other (First and last name if you have it. This could be a person or the name of     
       company. Also write what this person or company has to do with you.)

Member Authorization Form

This form must be filled out by a member. It allows a person or company to see the member’s records. Please write in as much about yourself as you can.  
If you need help filling out this form, you can call the number on your ID card.

PART C: MY RECORDS
I will let  Blue Cross and Blue Shield of  Illinois (BCBSIL)  share the records below (check only one box):
q All my health records. All my health records. This can be records about your health, a diagnosis (name of illness or health problem), claims, 
names of doctors and other health care providers. Records also can be about money (like billing and banking). Checking this box won’t let others 
see sensitive (very personal) records unless I agree to it below.   OR
q Only some records (check all that apply to you)  
      q Appeal 
      q Benefits and coverage
      q Bills
      q Claims and payment
      q Diagnosis (name of illness or health problem)  
      q Eligibility
      q Doctor and hospital
      q Doctor’s records 
      q Money areas

I also will let  BCBSIL share this type of sensitive (very personal) records below. Check all boxes that apply to you.  
      q All sensitive records below
      OR 
      q Just some records about topics checked below:
      q Abortion
      q Abuse (sexual/physical/mental)
      q Alcohol and drug abuse* 
      q Testing of genes
      q HIV or AIDS

      q Pre-certification and pre-authorization (for treatment approvals).     
              This is when we give you an OK for a treatment.   
      q Referral (when your main doctor says it’s OK to see a special doctor for  
              certain treatment)
      q Treatment 
      q Dental
      q Vision 
      q Pharmacy
      q Other: ____________________________________

      q Being pregnant 
      q Mental health 
      q Sexual diseases passed on to others  
      q Other: ____________________________________

*I know that my alcohol and drug abuse records are protected under federal and state laws and rules. This form will keep these records private. No records can 
be given out without my saying so in writing. This is unless it says so in the laws and rules. I also know that I may take back the fact that I agreed to this at any 
time. Or as it is shown below in Part E. I know that I cannot cancel this signed form after we have given out your health records.
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PART D: WHY YOU WANT YOUR RECORDS SHARED

q For the reasons shown on this form 
OR 
q Special reason(s): _______________________________________________________________________

PART E: REVIEW AND SIGN

Once I sign and send in the form, it will be good for:  
q One year from the day I signed the form  
OR 
q Before one year and on the date, event or reason shown 

 ____________________________________________________________________________________
I have read each part of this form. I know, agree, and will let Blue Cross and Blue Shield of Illinois use and give out my records as I have 
stated above. I also know that I signed this form of my own free will. I know that I don’t need to sign this form to get treatment or payment, 
or for signing up for or getting benefits.

I have the right to take back what I agreed to in this form at any time. I will tell Blue Cross and Blue Shield of Illinois in writing that I’m doing so. 

I know that taking this back will not change any action taken before I do so. I also know that any records that a person or group gets (that 
I’ve agreed to) may be given out. If this happens, the records may no longer be protected under the HIPAA Privacy Rule.

Member signature (If member is a minor, parent’s signature)
X

Date

NAMED LEGAL PERSON OR GUARDIAN 
If there is a person who is signing for the member, (someone who takes care of the member), we need these forms filled out: A copy of a 
health care, general or Durable Power of Attorney. 
OR
A court order or other proof. This will show that someone has the legal right to care for a person. Other proof can be legal forms that show 
someone can by law act for the member. Complete the boxes below:

Legal representative for member (print full name) How legal representative is related to 
member

Legal representative’s street address City State ZIP code

Signature
X

Date

You have the right to keep a copy of this form after you finish filling it out. Please make a copy for your records. Return this completed 
form in the envelope we sent you with this form.

Please return the completed form to:  Blue Cross and Blue Shield of Illinois

For internal use only:

Inquiry tracking number

Blue Cross Community MMAI (Medicare-Medicaid Plan) is provided by Health Care Service Corporation, a Mutual Legal Reserve Company (HCSC), an independent 
licensee of the Blue Cross and Blue Shield Association.  HCSC is a health plan that contracts with both Medicare and Illinois Medicaid to provide benefits of both 
programs to enrollees.  Enrollment in HCSC’s plan depends on contract renewal.




