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HIPAA Release of PHI Form 
Please complete this HIPAA release form. If any sections are left blank, this form will be invalid, and it 
will not be possible to share your health information as requested.  

By completing this form, I grant permission for PharmaForce to share the information listed in this 
document with the person(s) or organization(s) specified in this document.  

A. PHI disclosure 
I would like to give PharmaForce permission to (select as appropriate):  

☐ Disclose my complete prescription history.  
  or  
☐ Disclose my complete prescription history from _____________ to _____________ 
  or date date 

☐ Other (specify) ______________________________________________________  
 
Please detail the reasons why information is being shared. If you are initiating the request for 
sharing information and do not wish to list the reasons for sharing, write “at my request”. 
___________________________________________________________________________________________  
 

B. Form(s) of Disclosure (select all that apply):  
☐ Electronic copy or access via a web-based portal  
☐ Hard copy  

C. Recipients 

I give authorization for this health information to be shared with the following individual(s) or 
organization(s)  
 
_____________________________________________________________________________________ 
Name/Organization Name 
 
_____________________________________________________________________________________ 
Address 

 
D.  Signature 

I understand that:  

• The above PHI may include information related to treatment for mental health conditions, 
alcohol or substance use disorder, HIV or AIDS, or sexually transmitted diseases and authorize 
the release of this PHI to the person(s)/organization(s) listed in section C and that those 
recipients may not be covered by state/federal rules governing privacy and security of data and 
may be permitted to further share the information that is provided to them.  

• This authorization to share my health information expires one year after my plan terminates 
service with PharmaForce, unless I enter a different expiration date here: ____________________ 
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• I can revoke this authorization to share my health data at any time by submitting a request in 
writing to:  

PharmaForce PBM 
Attn: HIPAA Disclosure Coordinator 

1950 Butler Pike, STE 262 
Conshohocken, PA 19428 

Email: HIPAA@thepharmaforce.com 
 

• If my information has already been shared by the time my authorization is revoked, it may be 
too late to cancel permission to share my health data. 

• I do not need to give any further permission for my health information to be shared with the 
person(s) or organization(s) listed above. 

• I do not need to sign this authorization in order to obtain treatment, payment for treatment, or 
be eligible for or enrolled in pharmacy benefits 

 
_____________________________________ ______________________ 
Printed name of member Member date of birth 
 
______________________________________________________________________________________ 
Member address 
 
______________________________________ ______________________ 
Signature of member/legal guardian Date 
 
If completed by a person with legal authority to act on an individual’s behalf, such as a parent or 
legal guardian of a minor or health care agent, please complete the following:  

_______________________________________________ 
Printed name of person completing form 
 
_______________________________________________ ______________________ 
Signature of person completing form Date 
 
______________________________________________________________________________________ 
Describe your authority to sign on behalf of the member. 

 
E.  Notarization 

State of: ________________________ 

County of: ______________________ 

This instrument was acknowledged before me this ________________ (date) by 
________________________________ (name of person signing this document). 
 
[Seal] ____________________________________________ 
 (Notary Public Signature) 
 
 ____________________________________________ 
 (Printed Name) 
 

 Commission Expires: _______________________________ 


