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COMMUNITY " 
HEALTH CHOICE 

AUTHORIZATION TO DISCLOSE 
PROTECTED HEALTH INFORMATION 

This authorization is voluntary and may be used to permit Community Health Choice (Community) to use or disclose an 
individual’s protected health information (PHI). 

Individuals completing this form should read the form in its entirety before signing and complete all the sections that 
apply to their decisions relating to the use or disclosure of their PHI.  

As a member (over 18 years of age) of Community, I am requesting disclosure of PHI to the individual as 
requested below. 

As a parent/guardian of a member (under 18 years of age) of Community, I am requesting disclosure of PHI as 
requested below, and have included proof of identity and legal rights. 

MEMBER FULL NAME 







