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AUTHORIZATION FOR DISCLOSURE OF HEALTH INFORMATION 
This form is to be used for consent of disclosure of health information for purposes of further medical care 
claims resolution, coordinating care for dependent, insurance eligibility or benefits or other specified reason. 
 
Authorization will grant those named permission to speak to the CCHP Grievance and Appeal Committee on 
your behalf.   
If you do not wish to grant another person permission to represent you, you do not need to complete this form.  
 
Completed form should be submitted to CCHP by mail, fax or email.  
Mail to: Chorus Community Health Plans   Fax: 414-266-4195 
               PO Box 1997      Email: CCHP-Appeals@chorushealthplans.org  
               Milwaukee, WI 53201-1997 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
INFORMATION TO BE RELEASED:  
The following is a specific description of the health information I authorize to be used and/or disclosed.  
 
 
 

MEMBER:  
Name of member:  
Birth Date:  
Member Number/SSN:  
Street Address:  
City, State, Zip:  
Phone Number:  

  
AUTHORIZES:  
Name of Health Care 
Provider/Plan/Other: 

 

Street Address:  
City, State, Zip:  
  
RELEASE OF PROTECTED HEALTH 
INFORMATION TO: 

 

Name of Health Care 
Provider/Plan/Other: 

 

Street Address:  
City, State, Zip:  

mailto:CCHP-Appeals@chorushealthplans.org
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In compliance with WI Statutes, which require special permission to release otherwise privileged information, 
please release records pertaining to: 

� Mental Health 

� Developmental Disabilities 

� Alcohol and/or Drug Abuse 

� HIV Test Results 

� Other (Please Specify) 
 
For the following date(s):        From       To 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


