
Request and Authorization for Disclosure of Health Information 

PLEASE PRINT or TYPE 

EFFECTIVE AS OF ____________________  

This is an authorization requesting United Concordia Companies, Inc. or its subsidiary as shown on the list below (UCCI) to release individual health 
information protected by the Health Insurance Portability and Accountability Act of 1996 (“HIPAA”), or by state law protecting the privacy of health 
information. I hereby authorize the use and disclosure of the individually identifiable health information as described below.  

(1) The request for release of information is being made for the dental plan member identified below.  

__________________________________________ ____________________________________________ 
Identification Number Date of Birth 

_________________________________________ ____________________________________________ 
Member’s Name Telephone Number

_________________________________________________________________________________________ 
Mailing Address  

(2)

□ Family Members (must list names and relationship):__________________________________________________________________

  ___________________________________________________________________ 

□ Other (must list names and relationship to member):
____________________________________________________________________ 

________________________________________________________________________________________________________________ 

Persons/organizations authorized to receive the information: 

(3) I understand that I may revoke this authorization at any time by sending a written notice of my revocation to the address listed below.  I 
understand that revocation of this authorization will not affect any action UCCI or it’s subsidiaries, affiliates, business associates, etc. took 
in reliance on this authorization before it received my written notice of revocation.  I also understand that without my written authorization, 
UCCI may not use or disclose my health information for any reason except those described in UCCI’s Notice of Privacy Policies and 
Practices.  Unless otherwise revoked, this authorization will expire on the following date, event, or circumstance. 

This authorization expires on [upon] _____________________________________________________________.        
[Insert applicable date, event or circumstance.  If no expiration is stated, this authorization will be deemed to expire one year from the 
date of execution.] 

I understand that authorizing the disclosure of this health information is voluntary, and that I can refuse to sign this authorization. 

I understand that, if the persons or organizations I authorize to receive and/or use the protected health information described above are not 
health plans, covered health care providers or health care clearinghouses subject to federal health information privacy laws, they may 
further disclose the protected health information and it may no longer be protected by federal health information privacy laws. 

I release UCCI, its affiliated companies, employees, officers and business associates from legal liability for any recipient’s use or 
disclosure of information released by UCCI in reliance on this authorization.  

________________________________________________________________________  
Signed (Member or personal representative)

  __________________ 
Date

__________________________________________________________________________ 
Printed name of signature above (member/patient or patient’s personal representative) 

________________________________________________________________________________________________________________ 
Description of the representative’s authority to act for the member/patient 

You are entitled to a copy of this authorization after you sign it. 

Any revocation or change to this authorization, or any questions regarding its legal effect, should be addressed to: 

United Concordia Companies, Inc. 

          ADDP Unit 

P.O. Box 69430 

Harrisburg, PA 17106 – 9430 

If you have any questions, please call ADDP Customer Service at 1-866-984 ADDP.



PRIVACY ACT STATEMENT 

This statement serves to inform you of the purpose for collecting personal information 
required by the TRICARE Active Duty Dental Program (ADDP) and how it will be used. 

AUTHORITY:  10 U.S.C. Chapter 55, Medical and Dental Care; 32 C.F.R. 199.17, 
TRICARE Program; 45 C.F.R. Parts 160 and 164, Health Insurance 
Portability and Accountability Act (HIPAA) Privacy and Security 
Rules;  and E.O. 9397 (SSN), as amended. 

PURPOSE: To provide for enrollment, processing of claims, and customer 
service to individuals eligible for TRICARE Active Duty Dental 
Program benefits. 

ROUTINE USES:  In addition to those disclosures generally permitted under 5 U.S.C. 
552a(b) of the Privacy Act of 1974, the DoD “Blanket Routine uses” 
under 5 U.S.C. 552a(b)(3) apply to this collection.  Information from 
this system may be shared with federal, state, local, or foreign 
government agencies, and with private business entities, including 
individual providers of care, on matters relating to eligibility, claims 
pricing and payment, fraud, program abuse, utilization review, 
quality assurance, peer review, program integrity, third-party 
liability, coordination of benefits, and civil or criminal litigation. 

DISCLOSURE:  Voluntary.  If you choose not to provide your information, no penalty 
may be imposed, but absence of the requested information may result 
in administrative delays.  
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