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Aetna 

Authorization for Release of Personal 
Information to Third Party 

(a.k.a. Third Party Authorization – Non-HIPAA) 

ECHS Category – PHIA 
 

Aetna International 
 

I hereby authorize Aetna International, Inc., Aetna Life Insurance Company and any of its subsidiaries (hereinafter Aetna), 
their respective employees, agents and subcontractors, to disclose Personal/Sensitive Personal (Health) Information 
concerning the member identified below. 

I UNDERSTAND THAT THIS AUTHORIZATION IS VOLUNTARY. 

Please submit a separate Authorization for Release of Personal/Sensitive Personal (Health) Information for each 
member for whom Aetna is being requested to disclose personal information to a third party.  If both sides of this 
form are not completed, as applicable, Aetna will be unable to process your request.  Incomplete authorization 
requests will be returned. 

1. Member Information 
Last Name 
      

First Name 
      

Middle Initial 
      

I.D. Number (Member or Entity) 
      

Birth Date (MM/DD/YYYY) 
      

Daytime Telephone Number (include area code) 
      

Address 
      

2. Subscriber Information (The Subscriber is usually the Individual who obtains coverage for his or her family.  Please 
complete this Section if the Subscriber is not the member whose records are being requested.)   

Last Name 
      

First Name 
      

Middle Initial 
      

I.D. Number 
      

Birth Date (MM/DD/YYYY) 
      

Daytime Telephone Number (include area code) 
      

Address 
      

3. I authorize the individual(s) or company(ies) identified below to receive personal information pertaining to the 
member identified in Section 1 above.  

Individual or company authorized to receive Personal Information 
      

Daytime Telephone Number (include area code) 
      

Address 
      
Individual or company authorized to receive Personal Information 
      

Daytime Telephone Number (include area code) 
      

Address 
      
Individual or company authorized to receive Personal Information  
      

Daytime Telephone Number (include area code) 
      

Address 
      

4. Purpose(s) for this Authorization 
This authorization will apply to any and all requests for Personal/Sensitive Personal Information, as well as 
information pertaining to disability and life insurance products, made by the individual(s) or company(ies) named 
in Section 3 above.  It is not necessary to complete Section 4, unless you want to give a partial authorization.  
If you prefer to authorize disclosure of only selected categories of information, please indicate below which types 
of information may be disclosed.   

  Health (This includes medical, dental, pharmacy, vision information) 
  Behavioral Health (e.g., mental health, drug and alcohol abuse treatment) 
  Disability       Life Insurance       Long Term Care       Other 

This authorization will be in effect for one year from the date signed, unless you indicate a shorter period below. 
       through        
 mm/dd/yyyy mm/dd/yyyy 
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4. Purpose(s) for this Authorization (continued) 
This authorization will apply to all Personal/Sensitive Personal Information maintained by Aetna, unless you specify 
certain categories below.   
Description of the information to be released or disclosed: (check all that are appropriate)   

  Application or enrollment information 
  Claim records 

  Claim status 
  Patient management records 

  Other: (please specify)         

5. IMPORTANT:  Your signature below means that you understand and agree to the following:  
• The Personal/Sensitive Personal (Health) Information disclosed pursuant to this authorization may include diagnosis 

and treatment information, including information pertaining to chronic diseases, behavioral health conditions, alcohol or 
substance abuse, communicable diseases, sexually-transmitted diseases, HIV/AIDS, and/or genetic marker 
information.  These records will be included in the information we will make available to the individual(s) or 
company(ies) identified in Section 3 above. 

• Information disclosed pursuant to this authorization may be redisclosed by the recipient and may no longer be protected 
by privacy laws and regulations. 

• If we receive requests for copies of claims and encounter information from the individual or company you have named 
in Section 3, we may charge a reasonable fee (except where prohibited by law) to defray our copying and mailing costs. 

• Your eligibility for benefits and payment for services will not be affected if you do not sign this form.  (However, without 
your signature, your request to release information to the individual(s) named in Section 3 above will not be honored.) 

• You may receive a copy of this signed form if you ask for it by writing to the address listed at the bottom of this page. 

• If you sign this form, you may revoke the authorization at any time by notifying Aetna in writing at the address below.  
Revoking this authorization will not have any effect on actions that Aetna took in reliance on the authorization before we 
received the notification. 

6.  Signature of member or member’s legal representative. 
Minors* must sign this form below if (check applicable box): 
1.  the minor is married or emancipated 

or, 
2.  the information being authorized for release pertains 

to drug or alcohol treatment 

All others must sign this form below as(check applicable box): 
3.  the member or member’s legal representative 

or, 
4.  the parent of unemancipated minor, unless minor has 

signed at left   
5.  the parent of unemancipated minor if the information 

authorized for release pertains to drug or alcohol 
treatment.  (Note: in this case, signature of both 
parent and minor are required.) 

Birth Date (MM/DD/YYYY) 
      

Birth Date (MM/DD/YYYY) 
      

Signature 
      

Signature 
      

Print Name 
      

Print Name 
      

If the person signing this authorization is not the member, describe relationship to the member (i.e. parent, legal 
representative): 
      

If this authorization is being signed by the member’s legal representative, you must furnish a copy of the health care power of 
attorney, or other relevant document authorizing you to act on the Member’s behalf. 

Return this completed form and relevant documentation, if required, to: 

Aetna HIPAA Member Rights Team 
PO Box 14079 

Lexington, KY 40512-4079 
USA 

Facsimile:  00 1-859-280-1272 (when dialing from outside U.S) 

E-mail:  LSSInternationalMailbox@aetna.com 

Note: Please be aware that if you elect to use e-mail to send and receive information related to your personal information, 
the information may not be protected from unauthorized access unless secure encryption is used. 



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles false
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (None)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket true
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 99
  /Optimize true
  /OPM 1
  /ParseDSCComments false
  /ParseDSCCommentsForDocInfo false
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo false
  /PreserveFlatness true
  /PreserveHalftoneInfo true
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile (None)
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 600
  /ColorImageDepth 8
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /FlateEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 600
  /GrayImageDepth 8
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /FlateEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 2400
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.00000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects true
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /False

  /CreateJDFFile false
  /SyntheticBoldness 1.000000
  /Description <<
    /JPN <FEFF3053306e8a2d5b9a306f300130d330b830cd30b9658766f8306e8868793a304a3088307353705237306b90693057305f00200050004400460020658766f830924f5c62103059308b3068304d306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103057305f00200050004400460020658766f8306f0020004100630072006f0062006100740020304a30883073002000520065006100640065007200200035002e003000204ee5964d30678868793a3067304d307e30593002>
    /DEU <>
    /FRA <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
    /ENU (Moore Wallace - RRD Job Options for High-Resolution PDFs)
  >>
>> setdistillerparams
<<
  /HWResolution [2540 2540]
  /PageSize [612.000 792.000]
>> setpagedevice


	Last Name: 
	First Name: 
	Middle Initial: 
	ID Number Member or Entity: 
	Birth Date MMDDYYYY: 
	Daytime Telephone Number include area code: 
	Address: 
	Last Name_2: 
	First Name_2: 
	Middle Initial_2: 
	ID Number: 
	Birth Date MMDDYYYY_2: 
	Daytime Telephone Number include area code_2: 
	Address_2: 
	Individual or company authorized to receive Personal Information: 
	Daytime Telephone Number include area code_3: 
	Address_3: 
	Individual or company authorized to receive Personal Information_2: 
	Daytime Telephone Number include area code_4: 
	Address_4: 
	Individual or company authorized to receive Personal Information_3: 
	Daytime Telephone Number include area code_5: 
	Address_5: 
	Health This includes medical dental pharmacy vision information: Off
	Behavioral Health eg mental health drug and alcohol abuse treatment: Off
	Disability: Off
	Life Insurance: Off
	mmddyyyy: 
	mmddyyyy_2: 
	Application or enrollment information: Off
	Claim records: Off
	Other please specify: Off
	Claim status: Off
	Patient management records: Off
	undefined: 
	Birth Date MMDDYYYY_3: 
	Birth Date MMDDYYYY_4: 
	Signature: 
	Signature_2: 
	Print Name: 
	Print Name_2: 
	If the person signing this Authorization is not the Member describe relationship to the Member ie Parent Legal Representative: 
	Long Term Care: Off
	Other: Off
	6: 
	1 CheckBox: Off
	2 CheckBox: Off
	3 CheckBox: Off
	4 CheckBox: Off
	5 CheckBox: Off



