
AUTHORIZATION FOR ENROLLMENT OR ELIGIBILITY 

Instructions:  This form is used for you to authorize any health care provider, pharmacy, pharmacy related 
service provider, health plan, health care data aggregator and similar entity permission to release your 
protected health information (PHI) to Blue Cross and Blue Shield of Louisiana and its subsidiary HMO 
Louisiana, Inc. (collectively referred to as “Blue Cross”)  for the purpose of underwriting or risk-rating of 
health insurance coverage for you, or to determine your eligibility for enrollment or benefits under a health 
plan. Blue Cross will not request PHI from part 2 Substance Use Disorder treatment programs unless 
written consent as defined in federal regulation 42 CFR is also provided. Please complete the information in 
Section A and you must sign Section C.  

Section A:  Applicant Information  
List the specific person whose information is to be released.  

Name   Date of Birth  

Address  

City   State   Zip  

Section B: Important Information 

This medical or health information may include information on the diagnosis and treatment of 
mental illness, alcohol, and drug use. This also may include information on the diagnosis, 
treatment, and testing results related to HIV, AIDS, and sexually transmitted diseases, unless 
otherwise restricted by state law. 

Purpose: I grant permission to any healthcare provider, pharmacy, pharmacy related service provider, 
health care data aggregator and similar entity permission to release PHI to Blue Cross for the purpose of 
underwriting or risk-rating of health insurance coverage for me or to determine my eligibility for enrollment 
or benefits under a health plan.  I further grant Blue Cross permission to utilize claims information from any 
current or prior coverage I have had with, or serviced by, Blue Cross for the same purpose. 

Protected Health Information to be disclosed: I understand that my PHI may include, but is not limited to 
information relating to any of the following: prescription medication, medical history, mental health 
(excluding psychotherapy notes), pregnancy/maternity, organ transplants and substance use disorders 
(including alcohol and drug abuse). 

Effect of Declining this Authorization:  This authorization is a condition of your enrollment in or eligibility 
for benefits under a health plan.  If you decide not to sign this authorization, we may decline to enroll you in 
a health plan or to give you the benefits. 

Further disclosure:  Blue Cross is required to follow the federal health information privacy laws, however if 
the information received is subject to redisclosure to other entities it may no longer be protected by the 
federal health information privacy laws. Blue Cross will follow federal regulation 42 CFR part 2 regarding 
the disclosure of substance use disorder information if applicable. 
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Expiration:  This authorization will automatically expire after 1) all processing of your application and 
subsequent requests relating to your coverage are completed; or 2) if you are enrolled in the health plan, 
after completion of all claims processing or other activities relating to the terms of coverage under the 
health policy are completed. 
 
Right to Revoke:  You may take back your permission to allow Blue Cross to obtain your information with 
those listed on this form by writing the Privacy Office at 5525 Reitz Avenue, Baton Rouge, LA  70809-3802.  
Taking back your permission will not affect any action taken before we received your letter. 
 
Section C: Signature 
 
 
I, _______________________________________, have read and thought about the contents of this form.  
I agree that the information I put on this form is correct.  I understand that by signing this form I am giving 
permission to Blue Cross to obtain my PHI for the purpose of underwriting or risk-rating of health insurance 
coverage, or to determine eligibility for enrollment or benefits under a health plan. 
 
 
Signature   Date   
    (Note: Signature must be that of the person listed in Section A) 
 
 
If this authorization is signed by a personal representative* on behalf of the person, complete the following: 
 
Personal Representative’s Name   
 
Relationship to the individual   
Attach legal documentation of guardianship or Power of Attorney 
 
*Personal representative is a legal designation and generally refers to the parent of a minor, legal guardian, 
or holder of Power of Attorney).  
  
 
YOU ARE ENTITLED TO A COPY OF THIS AUTHORIZATION AFTER YOU SIGN IT 
 

 

For Office Use Only 
Application #__________________ 
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Nondiscrimination Notice
Discrimination is Against the Law

Blue Cross and Blue Shield of Louisiana and its subsidiaries, HMO Louisiana, Inc. and Southern National Life 
Insurance Company, Inc., does not exclude people or treat them differently on the basis of race, color, national 
origin, age, disability or sex in its health programs or activities.

Blue Cross and Blue Shield of Louisiana and its subsidiaries:  

• Provide free aids and services to people with disabilities to communicate effectively with us, such as: 
 – Qualified sign language interpreters 
 – Written information in other formats (audio, accessible electronic formats)
• Provide free language services to people whose primary language is not English, such as: 
 – Qualified interpreters 
 – Information written in other languages

If you need these services, you can call the Customer Service number on the back of your ID card or email 
MeaningfulAccessLanguageTranslation@bcbsla.com.  If you are hearing impaired call 1-800-711-5519 (TTY 711). 

If you believe that Blue Cross, one of its subsidiaries or your employer-insured health plan has failed to provide 
these services or discriminated in another way on the basis of race, color, national origin, age, disability or sex, you 
have the right to take the following steps; 

1.  If you are fully insured through Blue Cross, file a grievance with Blue Cross by mail, fax, or email.  
 
 Section 1557 Coordinator      
 P. O. Box 98012     
 Baton Rouge, LA 70898-9012   
 225-298-7238  or 1-800-711-5519 (TTY 711)  

 Fax: 225-298-7240 
 Email: Section1557Coordinator@bcbsla.com   

 2.   If your employer owns your health plan and Blue Cross administers the plan, contact your employer  
or your company’s Human Resources Department.  To determine if your plan is fully insured by Blue  
Cross or owned by your employer, go to www.bcbsla.com/checkmyplan.

Whether Blue Cross or your employer owns your plan, you can file a civil rights complaint with the U.S. 
Department of Health and Human Services, Office for Civil Rights by mail or phone at: 

     U.S. Department of Health and Human Services 
     200 Independence Avenue, SW 
     Room 509F, HHH Building 
     Washington, D.C. 20201 
     1-800-368-1019, 800-537-7697 (TDD) 

 Or

 Electronically through the Office for Civil Rights Complaint Portal, available at  
 https://ocrportal.hhs.gov/ocr/portal/lobby.jsf.  Complaint forms are available at  
 http://www.hhs.gov/ocr/office/file/index.html.
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