Security Fund

0! Wisconsin Insurance

POLICYHOLDER / CLAIMANT
AUTHORIZATION TO RELEASE INFORMATION

Policyholder / Claimant Name:

Policy #:

Authorization: | authorize the Wisconsin Insurance Security Fund, hereinafter referred to as
“WISF”, to release written and/or verbal information about my insurance policy and claim,
including my medical care and treatment and other non-medical information as deemed
necessary by WISF, to the following individuals (family members & care providers).

Please provide all contact information and print legibly. If no email address, indicate N/A.

Name: Relationship:

Address:

( Street / City / State / Zip )

Phone #: Email Address:
Name: Relationship:
Address:

( Street / City / State / Zip)

Phone #: Email Address:
Name: Relationship:
Address:

( Street / City / State / Zip )

Phone #: Email Address:
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POLICYHOLDER / CLAIMANT
AUTHORIZATION TO RELEASE INFORMATION

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 even if | revoke this authorization, WISF
will, and will be permitted to disclose information as required or permitted by law and as permitted by
other authorizations | have given WISF, and in accordance with its notices of information practices.

Disclosure and Redisclosure: WISF cannot guarantee that the individuals | have authorized will not
disclose or redisclose my personal information. If disclosed under this authorization, protected health
information is no longer protected by the Health Insurance Portability and Accountability Act (HIPAA)
and state and federal laws.

Period of Validity: This authorization shall be valid from the date signed for either twelve (12) months,
or 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.

Policyholder Signature Date

Policyholder Name (printed)

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
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