Northern Illinois University Authorization of Release of Phone: (815) 753-0122

Student Insurance Office . . Fax: (815) 753-0965
Health Services Room #201 Confidential Health Insurance www.studentinsruance.niu.edu
DeKalb, IL 60115 Claims Information Email: StudentInsurance@niu.edu
STUDENT LAST NAME FIRST MIDDLE Z-ID #

LocAL ADDRESS APT # DATE OF BIRTH

Crry STATE Z1p

INFORMATION WILL BE RELEASE FROM: STUDENT INSURANCE OFFICE, NORTHERN ILLINOIS UNIVERSITY

INFORMATION WILL BE RELEASED TO: NAME: PHONE:

ADDRESS:

INDICATE INFORMATION TO BE RELEASED: CLAIMS FROM DATE OF SERVICE: TO:

CHOOSE THE APPROPRIATE BOX BELOW IF INFORMATION IS TO BE RELEASED FOR A SPECIFIC CONDITION ONLY:
o MENTAL HEALTH CLAIMS 0 SUBSTANCE USE/ALCOHOL CLAIMS o HIV 0 SEXUAL ASSAULT CLAIMS

o CLAIMS RELATED TO SPECIFIC CONDITION NOT MENTIONED ABOVE (LIST)

o OTHER:

IF PROTECTED HEALTH INSURANCE INFORMATION IS NOT TO BE RELEASED, DESCRIBE HERE (PLEASE BE SPECIFIC):

DIAGNOSIS OF MENTAL HEALTH AND/OR ALCOHOL AND SUBSTANCE ABUSE ARE NOT INCLUDED IN GENERAL RELEASE. FEDERAL REGULATIONS
OUTLINED IN THE CODE OF FEDERAL REGULATIONS, 42 CFR, CH1, PART 2 (1983) AnD ILLINOIS 740 ILCS 110 REQUIRE MENTAL HEALTH
AND/OR ALCOHOL AND SUBSTANCE ABUSE INFORMATION SPECIFICALLY INDICATED IF NEEDED.

READ THE FOLLOWING AND SIGN BELOW:

e  THIS INFORMATION IS TO BE USED FOR THE PURPOSE OF ADVISING ABOUT OR ASSISTING IN THE DISPENSATION OF HEALTH INSURANCE
CLAIMS THAT HAVE BEEN/WILL BE SUBMITTED TO THE NORTHERN ILLINOIS UNIVERSITY STUDENT INSURANCE OFFICE FOR
PROCESSING BY THE COMMERCIAL INSURANCE PLAN COMPANY.

e I MAY REVOKE THIS AUTHORIZATION AT ANY TIME (EXCEPT TO THE EXTENT THAT ACTION HAS ALREADY BEEN TAKEN) BY SUBMITTING A
WRITTEN REVOCATION TO NORTHERN ILLINOIS UNIVERSITY STUDENT INSURANCE OFFICE.

e  THIS AUTHORIZATION WILL BE CONSIDERED VALID FOR 90 DAYS FOLLOWING THE DATE OF MY SIGNATURE UNLESS OTHERWISE
SPECIFIED HERE: .

° I RELEASE THE INDIVIDUAL OR AGENCY IDENTIFIED ABOVE AND THE STATE OF ILLINOIS, THE BOARD OF TRUSTEES OF NORTHERN
ILLINOIS UNIVERSITY AND THEIR RESPECTIVE OFFICERS, EMPLOYEES AND AGENTS FROM ANY LEGAL LIABILITY CLAIM THAT MAY ARISE
FROM THE DISCLOSURE OF THIS INFORMATION.

CLAIMANT SIGNATURE: DATE:

OFFICE USE ONLY: REC. BY _ (INITIAL) METHOD OF DISCLOSURE: o MAIL o VERBAL o FAX o HAND CARRY



