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Employee Name          University ID Number 
 
 

INDIVIDUAL AUTHORIZING RELEASE OF PHI 
 
COVERED/INSURED PERSONôS NAME       D.O.B.    
 
ADDRESS       PHONE #              S.S. #_ _ _ - _ _ - _ _ _ _ 
 
I hereby authorize the disclosing party listed below to use and/or disclose my Protected Health Information (PHI) as 
follows: 
 


