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Member Name:    

Expiration 
This Authorization expires at the time your membership in PHC California terminates. 

My Rights 
I may refuse to sign this Authorization.  My refusal will not affect my ability to obtain 
treatment or eligibility for benefits except as allowed by law. 

I may inspect or obtain a copy of the health information that I am being asked to 
allow the use or disclosure of. 

I may revoke this authorization at any time, but I must do so in writing and submit it 
to Attn:  Member Services, PHC California, P.O. Box 46160, Los Angeles, CA  90046.  
My revocation will take effect upon receipt, except to the extent that others have 
acted in reliance upon this Authorization. 

I have a right to receive a copy of this authorization. 

Information disclosed pursuant to this authorization could be re-disclosed by the 
recipient as allowed by law.  Such re-disclosure is in some cases not protected by 
State law and may no longer be protected by federal confidentiality law (HIPAA). 

Signature 
I understand that my signature (or the signature of the person authorized to act on 
my behalf under the laws of the State where I live) on this form means that I have 
read and understand the contents of this form.  If signed by an authorized individual, 
this signature certifies that 1) this person is authorized under State law to complete 
this form and 2) documentation of this authority is available upon request by PHC 
California. 

Signature: Today’s Date: 

If you are the authorized representative, you must sign above and provide the 
following information:  

Name:    

Address:    

Phone Number: (_______) __________-_______________ 

Relationship to Enrollee:    
 


