AUTHORIZATION/INSTRUCTIONS FOR THE RELEASE OF INSURANCE BENEFITS INFORMATION (PARITY)

 

I authorize the staff of ____________ to request, and I direct my insurance carrier (3rd Party Payer) to produce, all information relating to the benefits contained within my plan of insurance coverage to include but not limited to all medical and surgical benefits. The purpose of this authorization/instruction is to facilitate the coordination of benefits available to me pursuant to The Mental Health Parity and Addiction Equity Act of 2008 and the regulations promulgated there under.
_________________________________________________

ADVANCE \u2

ADVANCE \d2Client (or Parent/Guardian) name printed
_________________________________________________

_______________________

ADVANCE \d1Client (or Parent/Guardian) signature




        DateADVANCE \d6
