
 

 

 

Administration & Loss Prevention 

Phone: 303•861•0507 

Fax: 303•861•2832 

County Technical Services, Inc. 
800 Grant Street • Suite 400 

Denver, Colorado • 80203 
email: ctsi@ctsi.org 

 

Claims (CAPP & CWCP) 

Phone: 303•861•0507   1-800•544•7868 

Fax: 303•861•1022 

HIPAA AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION 
 
 

Insured/Member Name: ______________________________________________  ID No. ______________ 
 

I hereby authorize the use or disclosure of my health information while I am participating in County Health    
Pool. 
 
(1) Person/organization (or class of persons) authorized to receive and use the information: 

 
 
(2) Purpose of the disclosure:  (Please state the purpose of the disclosure below. If you do not wish to state 

a purpose, please state, “At the request of the individual.”) 
 

Health Fair – Claim Submission and Payment Distribution 
 
(3) I understand the following: 
 This authorization is voluntary and I may revoke it at any time by contacting my entity CHP contact 
person.  A revocation is only effective after it is received and logged by County Health Pool, and any 
use or disclosure made prior to a revocation under this authorization will not be affected by a later 
revocation. 
 I may inspect and/or copy the health information described above. 
 The information disclosed may be subject to further disclosure by the recipient and would no longer be 
protected by HIPAA. 
 I may refuse to sign this authorization and my treatment or payment will not be conditioned on my 
refusal to sign, unless the authorization is for treatment related to research. 
 I will be informed if the person requesting the information is to receive financial or in-kind 
compensation in exchange for using or disclosing the health information described above. 
 If there is a conflict between a prior request for restrictions and this authorization, this authorization 
controls. 

  I am entitled to receive a copy of this authorization. 
 

(4)  This authorization is effective from the date signed below. 
 
 

 
 

  

Signature of Insured/Member or Personal Representative  Date 
 
Printed Name of Personal Representative: _______________________________________________________ 
 
Relationship to Insured/Member: ______________________________________________________________ 
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