State of Connecticut

Office of Healthcare Advocate
Please print this form, complete the necessary information, and return it to the Office of Healthcare Advocate.

Medical/Insurance Records Release and Consent Statement

I, ________________________________  do hereby grant permission to my managed care health plan and to my medical provider(s), to release records pertaining to my medical care, including but not limited to medical, billing, and insurance records, to the Office of Healthcare Advocate of the State of Connecticut.

I also allow my health plan and providers to discuss with the Office of Healthcare Advocate my case as necessary to resolve any outstanding claim for coverage and/or pre-certification of coverage for any medical services rendered for my benefit.

Date: _________________________________________________

Patient’s signature:  _______________________________________

Name of managed care health plan: ____________________________________________________

Health plan ID number of you or spouce: ________________________________________________

Fax the completed form to: (860) 297-3992

Or mail the completed form to:  


   Office of Healthcare Advocate

   P.O. Box 1543

   Hartford, CT. 06144

   Attention: Maureen Smith, Director of Consumer Relations

Copyright@2002 Office of Healthcare Advocate, State of Connecticut.










