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Life Authorization Form
Humana.com     

Group number

Employer name City State

Employee name Date of birth Social Security Number

Spouse name Date of birth Social Security Number

I authorize any physician, medical or health care practitioner, hospital, clinic, veterans administration facility, other medical or medically-
related facility, third party administrator, pharmacy, pharmacy benefit manager, insurance, HMO, or reinsuring company, and the Medical 
Information Bureau, Inc., having information regarding myself, including information concerning, advice, diagnosis, treatment and care 
of the physical, mental or emotional conditions, drug, substance or alcohol abuse, illness (and copies of all hospital or medical records, 
non-public personal health information, and any other nonmedical information), and prescription drug history to share any and all 
such information with Humana, or its reinsurer, or its legal representatives, and its affiliates for purposes of business improvement and 
development.   

I understand and agree:
• Although Humana is required to inform me that any health information obtained will not be redisclosed without my authorization 

unless permitted by law, in which case it may not be protected under federal privacy rules, any information obtained will not be 
released by Humana to any person or organization. 

• A copy of this authorization is available to me or my legal representative upon written request.
• This authorization shall be valid for two years from the date shown below.
• You have the right to revoke this authorization at any time by sending written notice Humana’s Privacy Office. The revocation 

will become effective after it is received by us but will not apply to information that has already been released in response to this 
authorization.

Employee signature Date

Spouse signature Date




