
	

My personal health information may include, without 
limitation, any information related to insurance benefits, 
claims and coverage, and other financial matters, HIV 
testing or treatment, genetic testing or treatment, substance 
abuse or dependency or mental/behavioral health.   
 

This Authorization will continue in effect until it is withdrawn. 
 

Name: ____________________________________ 
 

Date Signed: _________  Birth Date: ____________ 
 
Signature: _________________________________ 
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