
  

 
  

 
 

          
        

      

         

 

 
    

          
  

  

    

 

    
    

    
     

  
  

 

Benefit and Claim 
Information Authorization Release FEP 

Instructions 
• Follow the steps to authorize the Federal Employee Program (FEP) to release a member’s protected health

information to an Authorized Representative, who is named in Section B of this form.
• For questions, please call the customer service number on the back of the member ID card.

A. Whose information is being released?
Full name (last, first, middle) Date of birth (mm-dd-yyyy) 

Member ID# 

B. Whom are you authorizing to receive your information?
Full name (last, first, middle) 

Area code and phone number Relationship to member  Check here if this person is on
the same plan as the member.

Fax Address 

City State Zip code 

C. Why are you authorizing them? Select one.
 At my own request  At FEP’s request for:

 Research
 Other

D. Type of information authorized for release
FEP or any of its affiliates (the company), may disclose the member’s health records, claims, billing, and 
eligibility information with the Authorized Representative listed above in section B. I understand that the 
healthcare information may include the member’s benefit, claim, diagnosis and treatment records, including 
information about the following sensitive healthcare diagnosis that I have checked in the boxes below. 

What types of information should we share with the Authorized Representative? Check all that apply. (If no 
box is checked, only General health information will be released.) 

 General health information
 Genetic information
 Alcohol and/or chemical dependency
 Reproductive Health (including abortion)
 Sexually transmitted diseases (HIV/AIDS)
 Gender affirming care, gender dysphoria, domestic violence, and behavioral health
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E. Who must sign this form?
Washington members 

• For a member aged 12 or younger: the parent or legal guardian can sign
• For a member aged 13 to 17, if no box above is checked other than “general health information”: the parent or

legal guardian can sign
• For a member aged 13 to 17, if any box above is checked other than “general health information”: the member

must sign (unless a court with jurisdiction has deemed the member incapable of consenting to his or her own
services and has appointed a legal guardian)

• For a member aged 18 or older: the member must sign (unless a court with jurisdiction has deemed the
member  incapable of  consenting  to his or  her  own services and has appointed a  legal  guardian)

Alaska members 
• For a member aged 17 or younger: the parent or legal guardian may sign
• For a member aged 18 or older: the member must sign (unless a court with jurisdiction has deemed the

member  incapable of  consenting  to his or  her  own services and has appointed a  legal  guardian)

F. Review and sign

DURATION OF RELEASE: This authorization will expire twenty-four (24) months from the date signed unless a shorter 
timeframe is requested here: 

You can change your mind and withdraw this release at any time by informing the Company in writing at the address listed 
at the bottom of this form. The Company will make sure the change goes into effect within five business days after receiving 
your withdrawal request and will not be liable for any information released before your change goes into effect. 

The person or  entity that receives the member’s information may share it. State and federal privacy rules may no longer  
protect it. This release is  voluntary.  The member’s  enrollment in the  health plan, eligibility for benefits, or payment of claims  is  
not affected by  this release. This release will  last twenty-four months from the signature date below, or until you  cancel it. This  
request applies only to  the member’s  current  health plan. 

Signature: Print name 

X Date signed 

G. Complete this section if the document signer is not the member.
I am not the member. I am the (select one): 
 Legal guardian
 Parent
 Holder of Power of Attorney/Legal Representative (must attach supporting legal documentation)

H. Return to FEP options
MAIL TO: 
Federal Employee Program 
PO Box 91058 
Seattle, WA 98111-9158 

FAX TO: 
877-202-3149

mailto:FEPAppeals@Premera.com
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