§ Wisconsin Insurance
/) Security Fund

HIPAA COMPLIANT AUTHORIZATION TO RELEASE INFORMATION

Authorization: | authorize and direct any physician, medical practitioner, hospital, clinic, care
provider, other medical or medically related facility; residential, residential care, or residential
treatment facility, social service organization, insurance support organization, insurance company,
reinsurance company, benefit plan administrator, pharmacy, attorney, consumer reporting agency,
employer, state or federal government agency including the Social Security Administration, or other
entity having information about me to release to Wisconsin Insurance Security Fund, hereinafter
referred to as “WISF”, or its agents or representatives, any and all information they possess concerning
my medical care, treatment or advise including medical or other care records, diagnosis, pharmacy
information including information about drug or alcohol abuse, HIV, AIDS, mental and/or nervous
conditions (except psychotherapy notes), and other non-medical information as deemed necessary by
WISF to determine my eligibility for benefits, including information | directed be withheld.

Revocation: | understand that | have the right to revoke this authorization. Such revocation must be
sent in writing to WISF at 2802 Walton Commons Lane, Suite 102, Madison WI 53718-6785, and will
become effective when received by WISF. | understand that if | refuse to sign this authorization, orif |
revoke this authorization, WISF may be unable to determine my eligibility for benefits under a policy
thatis issued. | understand that even if | revoke this authorization, WISF will, and will be permitted to,
obtain and disclose information as required or permitted by law and in accordance with its notices of
information practices.

Disclosure and Redisclosure: WISF will only disclose or redisclose information as required or
permitted by law as long as my policy remains in-force, whichever is later, unless revoked by me or my
legal representative. A photocopy of this authorization shall be considered as valid as the original.

Copy Received: |, the undersigned, acknowledge that | have received a copy of this authorization.

Applicant or Policyholder Signature Policy Number

Applicant or Policyholder Name (printed) Date

If this Authorization is signed by a personal or legal representative of the applicant or insured, please
complete the following and include a copy of legal representation document(s).

Personal/ Legal Representative’s Name Relationship to Applicant

Basis for Representation (POA, Guardian, etc.):

Wisconsin Insurance Security Fund
2802 Walton Commons Lane, Suite 102 Madison WI 53718-6785
844.344.5484 or 608.242.9473 Information@WISecurityFund.org www.WISecurityFund.org 06-2026
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http://www.wisecurityfund.org/

