WYOMING

Authorization for Release of Confidential Information under 42 C.F.R. Part2 —
Confidentiality of Alcohol and Drug Abuse Patient Records

Alcohol and/or drug abuse Treatment records cannot be Disclosed without written Consent. This form is
used for an Individual to authorize Blue Cross Blue Shield of Wyoming to Disclose the Individual’s records
that are protected by Federal Confidentiality rules (42 C.ER. Part 2) to those authorized for the purpose
stated below.

SECTION A: Participant Information (Please type or print clearly)

Participant Name: Birth Date:
Address:

City: State: Zip Code:
Day Telephone: Policy Number or SSN:

SECTION B: The Purpose of this Authorization

Please state the purpose of this Authorization below. (The purpose should be narrowly described and
should correspond with the information to be released. The purpose should never be as broad as “for all
client care”)

SECTION C: Information to be Released

The information should be described as exactly and narrowly as possible in light of the purpose of
the release (e.g., providers, Treatment dates, types of service, etc.). Releases for “any and all pertinent
information” are not valid.

The Protected Health Information described above may be Disclosed to and/or received by persons

or organizations who are not subject to federal health information privacy laws. These persons or
organizations may further Disclose the Protected Health Information, and it may no longer be protected by
federal health information privacy laws.

SECTION D: Persons or organizations releasing or receiving the information
Name or specifically identify the persons and/or organizations (or the classes of persons and/or
organizations), whom this Authorization will allow to receive and Use the information described above:




Notice to the Recipient of Information for Alcohol/Substance Abuse Records and Information

This information has been Disclosed to you from records protected by Federal Confidentiality of Alcohol or
Drug Abuse Patient Records rules (42 CFR Part 2). The federal rules prohibit you from making any further
Disclosure of this record unless further Disclosure is expressly permitted by the written Consent of the
Individual whose information is being Disclosed in this record or, is otherwise permitted by 42 CFR Part 2. A
general authorization for the release of medical or other information is NOT sufficient for this purpose (see 8
2.31). The federal rules restrict any Use of the information to investigate or prosecute with regard to a crime
any patient with a Substance Use Disorder, except as provided at 88 2.12(c)(5) and 2.65.

SECTION E: Expiration and Revocation
Expiration: This Authorization is valid for 24 months from the date of my signature below unless | have
checked one of the boxes below indicating a shorter period of time.

Expire on: (Any date specified cannot exceed 24 months from the date
of this Authorization).

On occurrence of the following event (which must relate to the purpose of the Use and/or
Disclosure being authorized):

Revocation: | understand that | have the right to revoke or end this Authorization at any time. | may revoke
this Authorization at any time by giving oral or written notice of revocation to Blue Cross Blue Shield of
Wyoming at the address listed below. | understand that my revocation of this Authorization will not affect
any action that Blue Cross Blue Shield of Wyoming has taken, or any information that Blue Cross Blue
Shield of Wyoming has already Used or Disclosed based upon this Authorization before Blue Cross Blue
Shield of Wyoming actually received my request to revoke it. | also understand that my revocation may
not be effective in preventing release of my information to a Personal Representative, such as a parent

or guardian, or person acting in the capacity of a parent or guardian, who applicable law allows to have
Access to such health information without my written permission.

SECTION F: Signature/Authorization

| have read and understand the contents of this Authorization. | have signed this Authorization voluntarily
and | understand that my enrollment in my Health Plan and my eligibility for benefits is not conditioned in
any way upon me signing this Authorization.

| understand that my alcohol and/or drug abuse Treatment records are protected under federal regulations
42 C.ER. Part 2—Confidentiality of Alcohol and Drug Abuse Patient records and cannot be Disclosed
without my written Consent.

By signing this form, | am confirming my Authorization for the Disclosure of my alcohol and drug abuse
records, as described in this form.

Signature Date



SECTION G: Personal Representative**

If this Authorization has been signed by a Personal Representative on behalf of a participant, please
complete the following:

Personal Representative’s Name

Description of Authority**

** Documentation regarding your authority to act as the Personal Representative for the participant must
accompany this form (e.g., Power of Attorney, Legal Guardian, etc.)

UPON REQUEST,YOU ARE ENTITLED TO A COPY OF THIS FORM AFTERYOU SIGN IT

Please notify us of any changes to the information provided on this form.

Blue Cross Blue Shield of Wyoming
PO Box 2266
Cheyenne, WY 82003
Phone: 1.800.442.2376
Fax: 307.634.5742

An independent licensee of the Blue Cross and Blue Shield Association



Form Submission Instructions

Steps for returning a completed form may depend on whether you obtained the form online, received
it by email or through another means. Please read the instructions below to decide which submission
method suits you best. If the form specifies a preferred method, please follow those directions instead.

Online: Download the form and fill it out in the free Adobe Reader (get.adobe.com/reader) or
fill out the form online if that option exists and then download it to your device. Save the completed
form to your computer or device.

Submission:
BY MAIL — Print and mail the completed form to:
Blue Cross Blue Shield of Wyoming, PO Box 2266, Cheyenne, WY 82003.

BY EMAIL — Send the form and any required documentation as attachments to a BCBSWY
email address, if one is provided.

BY SECURE UPLOAD — Follow the directions below to securely upload your form at
Member.YourWyoBlue.com (member.yourwyoblue.com). Click the link or scan the QR code.

After logging in to your Member.YourWyoBlue.com account:

STEP 1

Click on the Support button on the menu bar. Scroll down and select Send a
Message.

STEP 2
Select the plan the form applies to from the list in the panel. Click Continue.

STEP 3

Select General-0Other as the Topic.

. STEP 4
Fill in Callback Preferences (*Phone number, *Best time to call, and *May we leave a
message...?).

STEP 5
Type any message in the Message hox.

STEP 6

Click on the paperclip icon next to message box to attach a completed form from its location on your
device.

@ STEP7

Click on the Send button to send your message and upload your saved form securely.

Rev06/26 Message Center link, Desktop View



https://member.yourwyoblue.com
https://member.yourwyoblue.com
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