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1-800-MEDICARE Authorization to Disclose Personal Health Information

Use this form if you want 1-800-MEDICARE to give your personal health information to someone 

other than you. 

1. Print Name Medicare Number Date of Birth 
(First and last name of the person with Medicare) (Exactly as shown on the Medicare Card) (mm/dd/yyyy) 

2. Medicare will only disclose the personal health information you want disclosed.

2A: Check only one box below to tell Medicare the specific personal health information you 

want disclosed: 

Limited Information (go to question 2b) 

Any Information (go to question 3) 

2B: Complete only if you selected “limited information”. Check all that apply: 

Information about your Medicare eligibility 

Information about your Medicare claims 

Information about plan enrollment (e.g. drug or MA Plan) 

Information about premium payments 

Other Specific Information (please write below; for example, payment information) 

2C: NY Residents Only, this section must be completed. 

Please select one of the following options: (Please check only one box.) 

Include all information. This includes information about alcohol and drug abuse, mental 

health treatment, and HIV. 

OR 

Exclude information about alcohol and drug abuse, mental health treatment, and HIV. 
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3. Check only one box below indicating how long Medicare can use this authorization to disclose

your personal health information (subject to applicable law—for example, your State may limit

how long Medicare may give out your personal health information):

Disclose my personal health information indefinitely 

Disclose my personal health information for a specified period only

         beginning: ____________________(mm/dd/yyyy) and ending: _________________(mm/dd/yyyy) 

4. Fill in the reason for the disclosure (you may write "at my request"):

5. Fill in the name and address of the person or organization to whom you want Medicare to

disclose your personal health information. Please provide the specific name of the person for

any organization you list below. If you would like to authorize any additional individuals or

organizations, please add those to the back of this form.

Name ______________________________________________________________________

Address ______________________________________________________________________ 

Name ______________________________________________________________________ 

Address ______________________________________________________________________ 

"#$%!&'()*+*+,!-./0!+12*34!

Litigation

Litigation Management Inc

6000 Parkland Blvd, Mayfield Heights, OH 44124
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Note: You have the right to take back (“revoke”) your authorization at any time, in writing, except 

to the extent that Medicare has already acted based on your permission. To revoke authorization, 

send a written request to the address noted below. Your authorization or refusal to authorize disclosure 

of your personal health information will have no effect on your enrollment, eligibility for benefits, or the 

amount Medicare pays for the health services you receive. 

6. 
I authorize 1-800-MEDICARE to disclose my personal health information listed above to 

the person(s) or organization(s) I have named on this form. I understand that my 

personal health information may be re-disclosed by the person(s) or organization(s) and 

may no longer be protected by law. 

Signature Telephone Number Date (mm/dd/yyyy) 

Print the address of the person with Medicare (Street Address, City, State, and ZIP) 

Check here if you are signing as a personal representative and complete below. 

Print the Personal Representative's Address (Street Address, City, State, and ZIP) 

Telephone Number of Personal Representative: 

Personal Representative's Relationship to the Beneficiary: 
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7. Send the completed, signed authorization to:

Medicare CCO, Written Authorization Dept. 

PO Box 1270 

Lawrence, KS 66044 

Note: You have the right to take back (“revoke”) your authorization at any time, in writing, except to the 

extent that Medicare has already acted based on your permission. If you would like to revoke 

authorization, send a written request to the address noted above. 

Your authorization or refusal to authorize disclosure of your personal health information will have no 

effect on your enrollment, eligibility for benefits, or the amount Medicare pays for the health services 

you receive. 

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of 

information unless it displays a valid OMB control number. The valid OMB control number for this 

information collection is 0938-0930. The time required to complete this information collection is 

estimated to average 15 minutes per response, including the time to review instructions, search existing 

data resources, gather the data needed, and complete and review the information collection. If you have 

comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please 

write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, 

Baltimore, Maryland 21244-1850. 

You have the right to get Medicare information in an accessible format, like large print, Braille, or 

audio. You also have the right to file a complaint if you feel you’ve been discriminated against. Visit 

, or call  1-800-MEDICARE 

(1-800-633-4227) for more information. TTY users can call 1-877-486-2048.
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