
AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION AND TO HANDLE 
CARECENTRIX ACCOUNTS 

I authorize CareCentrix, Inc. (CareCentrix) and its affiliates to release my protected health information (PHI) 
contained in the records maintained by CareCentrix or a CareCentrix affiliate as specified below to  the 
individual or entity identified below. 

Name and address of individual whose PHI is being disclosed: 

**IMPORTANT** All fields with an asterisk must be completed. 

*Name:

*Address:

*

Date of Birth: / _/ 

*

Phone Number: ( ) - 

*Insurer: *Insurer ID Number:

CareCentrix Account Number (####-#####):

Name and address of individual/entity to whom the PHI is to be disclosed (Authorized Person): 

*Name:

*Address:

*Date of Birth: / _/ *Phone Number: ( ) - 

*Relationship to Patient:

I agree that my PHI may be disclosed to the Authorized Person through various means of communication, 
including but not limited to, by phone, email, fax and US mail. The purpose for the disclosure  of PHI is  to 
discuss my health care services and treatment plan and/or handle my accounts with CareCentrix, including but 
not limited to, my patient billing account. I further agree that the Authorized Person has  full  authority  to 
handle my patient billing and other accounts with CareCentrix, including but not limited to, receiving copies of 
invoices and billing ledgers, making payments, receiving refunds of any overpayments, and making changes to 
my account information. 

I understand that the above information to be disclosed under this authorization  may  contain information 
about HIV, AIDS diagnosis/treatment, mental health diagnosis/treatment, alcohol/drug diagnosis/treatment, 
developmental disability, and/or abuse, and I expressly authorize the disclosure of such information unless 
otherwise specifically indicated below: 

* *

City: State: * Zip Code:

* *City: State: * Zip Code:
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Do not disclose any information about: 
⃝ HIV/AIDS diagnosis/treatment   ⃝ Alcohol/drug diagnosis/treatment 
⃝ Mental health diagnosis/treatment ⃝ Developmental disability ⃝ Abuse 

I understand that I have a right to revoke this authorization at any time by contacting CareCentrix in writing, 
except to the extent information has been released in reliance upon this authorization. I also understand that 
the information released in response to this authorization may be re-disclosed to other parties and no longer 
protected by the federal Privacy Rule. I understand that my treatment, payment for treatment, or enrollment 
or eligibility for benefits with my insurer cannot be conditioned on the signing of this authorization. I 
understand that the information requested is the property of CareCentrix and that a reasonable fee may be 
charged for the copying of any such records. Any facsimile or photocopy of this authorization shall authorize 
CareCentrix and its affiliates to disclose the information requested herein. This authorization shall be effective 
as of the date of execution set forth below and remain in effect for a period of five years at which time this 
authorization expires. 

*Signature: *Date:

*Printed Name:_

If signed by anyone other than the patient, relationship of authorized representative to individual: 

If authorized representative of the individual please attach corresponding authorization documentation (power of 
attorney, etc.). 

Please mail completed form to (both pages must be included) 

CareCentrix, Inc. 
Attention: Mail Room

9119 Corporate Lake Drive, Suite 200 
Tampa, FL 33634 

Or Fax to: 
Fax Number: (866) 536-8046 

Or Email to: 
authorizationtodisclosephirequest@carecentrix.com 
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Notice of availability of language assistance services and auxiliary aids and services 

English: We have free interpreter services to answer any questions you may have about our health 
or drug plan. To get an interpreter, just call us at 1-833-592-1093. Someone who speaks English can 
help you. The call is free. We also provide free auxiliary aids and services, such as large print, braille, 
or audio. Just call us at the number above to make this request. 

Spanish: Contamos con servicios de intérprete gratuitos para responder cualquier pregunta que 
tenga sobre nuestro plan de salud o medicamentos. Para obtener un intérprete, solo llámenos al 
1-833-592-1093. Alguien que habla español podrá ayudarle. La llamada es gratuita. También
ofrecemos ayudas y servicios auxiliares gratuitos, como impresión en letra grande, braille o audio.
Solo llámenos al número mencionado arriba para hacer esta solicitud.

Chinese: 
 1-833-592-1093

French: Nous disposons de services d’interprétation gratuits pour répondre à toutes les questions 
que vous pourriez avoir sur notre régime de santé ou d’assurance médicaments. Pour obtenir un 
interprète, il vous suffit de nous appeler au 1-833-592-1093. Une personne parlant français pourra 
vous aider. L’appel est gratuit. Nous fournissons également gratuitement des aides et des services 
auxiliaires, tels que des documents en gros caractères, en braille ou audio. Il vous suffit de nous 
appeler au numéro ci-dessus pour en faire la demande.  

Vietnamese: Chúng tôi cung c p d ch v  thông d ch mi  gi i th c m n 
o hi m s c kh e ho c c  yêu c u chúng tôi b  trí 

thông d ch viên, vui lòng g n s  1-833-592-1093. M t nhân viên nói ti ng Vi t s  h  tr  quý 
v . Cu c g i này hoàn toàn mi p các công c  và d ch v  h  tr  mi n 
phí, ch ng h n in kh  ch  l n, ch  n i Braille ho  ch  c n g i cho 
chúng tôi theo s  n tho  yêu c u các d ch v  này. 

Korean:              
.   1-833-592-1093   .    

  .  .   ,        
 .       .

Russian:   
 

 
1-833-592-1093  

 



 
 

Arabic:  
 

1-833-592-1093  

Hindi:                    
         1-833-592-1093        

          ,         
                

Italian: Disponiamo di servizi gratuiti di interpretariato per rispondere a eventuali domande  
sul nostro piano sanitario o farmaceutico. Per chiedere un interprete basta chiamarci al numero 
1-833-592-1093. La assisterà un operatore che parla italiano. La chiamata è gratuita. Forniamo inoltre
servizi e supporti ausiliari gratuiti, come ad esempio stampa in caratteri grandi, braille o audio. Per
questa richiesta basta chiamarci al numero sopra indicato.

Portuguese: Temos serviços de intérprete gratuitos para responder a quaisquer perguntas que 
possa ter sobre o nosso plano de saúde ou medicamentos. Para obter um intérprete, ligue para 
1-833-592-1093. Alguém que fala português poderá prestar assistência. A chamada é gratuita.
Também fornecemos recursos e serviços auxiliares gratuitos, como impressão em letras grandes,
braile ou áudio. Basta ligar para o número acima e fazer tal solicitação.

Haitian Creole: Nou gen sèvis entèprèt gratis pou reponn nenpòt kesyon ou ka genyen sou plan 
sante oswa medikaman nou an. Pou jwenn yon entèprèt, jis rele nou nan 1-833-592-1093. Yon moun 
ki pale kreyòl ka ede w. Apèl la gratis. Nou bay èd ak sèvis oksilyè gratis tou, tankou gwo lèt, bray 
oswa odyo. Jis rele nou nan nimewo ki anwo a pou fè demann sa a. 

Polish:  
 

1-833-592-1093  
 

 
efonu. 

Khmer:     
       

 1-833-592-1093       
  

     
   

Greek:  
 

1-833-592-1093  
 
 



Gujarati:                

      .     ,  1-833-592-1093   . 

       .   .   ,      

       .           

.


	CCX Authorization_to_Release_PHI-and-handle-patient-accounts with Notice of Availability_2025
	Authorization_to_Release_PHI-and-handle-patient-accounts-11012022

	Binder2.pdf
	Notice of availability of language assistance services and auxiliary aids and services_CareCentrix Final




