
 

 

 UCare ID #:  _________________ 

 

 

RELEASE OF INFORMATION FORM 

Member Name: ______________________________       Date of Birth: ___________________ 

 

 UCare or    (specify) _________________________________________________________ 

may release to: 

_____________________________________________________________________________ 

                      Name of person or entity to have the following information: 

 

 My name 

 Claims 

 Pharmacy 

 Enrollment 

 Disease 

Management plans 

 Care plans 

 HIV / Aids 

 Alcohol / drug use 

treatment 

 Mental health 

 Genetic testing 

 Utilization review 

 Assessments 

 Authorization 

 Appeals and 

complaints  

 Customer Service  

 Provider records 

 Restriction 

information 

 Photograph of me 

 Financial  

 Demographic 

 Other (specify): 

 

 All records and information as checked above. 

 Records for only some date(s) or time period: _______________________________ 
 

The reason for this release is: 

 Member’s request 

 Continuity of care 

 Disease 

Management 

 Research 

 Appeal/complaint 

 To explain 

UCare’s programs 

and services 

 Media release 

 Other (specify):  

 

This release will last until: ________________________________________________  

     (Specify date, event or condition) 

By signing this form: 

 I agree that UCare may use and release information about me for the reasons checked above. 

 I have the right to cancel this release in writing at any time. 

 I understand and agree that even if I cancel this release, information might have already been 

shared before I canceled the release. 

 Any information used or disclosed may no longer be protected by law. It may also be subject 

to re-disclosure by the person or organization receiving it. 

 I understand that I do not have to sign this release. 

 If I do not sign this release, it will not affect my health coverage. 

 I understand that the information released may let others know that I am a person on a 

Minnesota health care program. 

 I understand and agree to the terms in this release form. 

 I hereby release UCare from any and all claims arising out of or in connection with the use of 

the released information.  



 

 

 

______________________________________  ____________________________ 

Signature of Individual authorizing release    Date 
 

________________________________________________  __________________________________ 

Signature of witness (if required)     Date 
 

________________________________________  ____________________________ 

Signature of parent, guardian or authorized    Date 

representative (if required)  

 

Return form to:  

UCare  

PO Box 52  

Minneapolis, MN 55440-0052  

Fax 612-676-6501  

Email CLSScanReqInq@ucare.org 
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