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Interoperability Authorization Form 

THIRD PARTY INFORMATION
You have asked CareFirst BlueCross BlueShield, to electronically disclose detailed information about your 
health history to a third party (the “App”): 

YOU MUST COMPLETE THE FOLLOWING
Enrollee Last Name First Name MI

Date of Birth (mm/dd/yyyy)            
           /           /   

Membership Number

Address

Address

City State Zip Code

Phone 
(           )

By my signature below, after completing this form, I authorize CareFirst BlueCross BlueShield to disclose to 
 
the following information: 
Please note: Only the information selected below will be shared.
Check all that apply:
  Claim and encounter data—related to health   
        care provider services 
  Substance use disorder treatment information

  Mental health treatment information
  HIV/AIDS status information
  Explanation of benefit information

Enclosures: Non-Discrimination & Language Access

CareFirst BlueCross BlueShield is the shared business name of CareFirst of Maryland, Inc. and Group 
Hospitalization and Medical Services, Inc. CareFirst of Maryland, Inc., Group Hospitalization and Medical 
Services, Inc., CareFirst BlueChoice Inc., First Care, Inc., and The Dental Network are independent licensees 
of the Blue Cross and Blue Shield Association. ® Registered trademark of the Blue Cross and Blue Shield 
Association. ® Registered trademark of CareFirst of Maryland, Inc.
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By my signature below, after completing this form, I authorize CareFirst BlueCross BlueShield to disclose to 
 
the following information: 
Please note: Only the information selected below will be shared.
Check all that apply:
This authorization is voluntary. It will remain in effect for one (1) year from the date of submission. You 
understand that CareFirst BlueCross BlueShield will not condition payment for health care, enrollment in 
a health plan or eligibility for benefits on this authorization. Please note that this authorization will not be 
effective until the form is submitted.
This authorization may be revoked at any time either in writing or electronically (URL electronic HIPAA 
revocation template):
Please submit all written requests to the address below:
CareFirst BlueCross BlueShield Privacy Office 
PO BOX 14858 
Lexington, KY 40512 
Fax: 410-505-6692 
Email: privacy.office@carefirst.com
Revoking this authorization applies to future uses and disclosure of protected health information only; it will 
not affect any disclosure CareFirst BlueCross BlueShield already made based on this authorization.

DISCLAIMER
By my signature below, I direct CareFirst BlueCross BlueShield to disclose my personal information to the 
App that I have selected. By doing so, I acknowledge that:

 ■ The App is NOT subject to HIPAA or other laws specifically designed to safeguard my privacy; CareFirst 
BlueCross BlueShield is NOT responsible for anything that happens to my personal information after 
it is disclosed to the App; some of the information to be disclosed was NOT created by CareFirst 
BlueCross BlueShield and CareFirst BlueCross BlueShield is NOT required to and does NOT verify the 
accuracy of the information before disclosing it to the App; CareFirst BlueCross BlueShield is NOT 
responsible for the accuracy of the information or whether the information is current; and CareFirst 
BlueCross BlueShield is required to comply with my request to disclose my personal information to the 
App, even if the App fails to appropriately secure my personal information.

 ■ I understand that the released information may no longer be protected by federal privacy laws and may 
be redisclosed by the individual or organization that receives it.

TO THE MAXIMUM EXTENT PERMITTED BY LAW, CAREFIRST BLUECROSS BLUESHIELD WILL NOT BE LIABLE 
FOR ANY INCIDENTAL, INDIRECT, SPECIAL, CONSEQUENTIAL OR PUNITIVE DAMAGES, WHETHER INCURRED 
DIRECTLY OR INDIRECTLY, RESULTING FROM (A) DISCLOSURE OF YOUR PERSONAL INFORMATION IN 
ACCORDANCE WITH THIS REQUEST; OR (B) ANY UNAUTHORIZED ACCESS TO, OR USE OR RE-DISCLOSURE OF 
YOUR PERSONAL INFORMATION THAT TAKES PLACE AS A RESULT OF CAREFIRST BLUECROSS BLUESHIELD’S 
DISCLOSURE. THESE LIMITATIONS APPLY TO ANY THEORY OF LIABILITY, WHETHER BASED ON CONTRACT, 
TORT (INCLUDING NEGLIGENCE), STATUTE, OR OTHERWISE, AND WHETHER [CAREFIRST BLUECROSS 
BLUESHIELD] HAS BEEN INFORMED OF THE POSSIBILITY OF ANY SUCH DAMAGE.
I have read and considered the contents of this disclaimer. I understand that, by my signature below, I am 
confirming my desire for CareFirst BlueCross BlueShield to disclose my personal information to the App I 
have selected.
Signature Date

mailto:privacy.office%40carefirst.com?subject=
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ACKNOWLEDGMENT
By signing below you acknowledge that the App named above is not subject to federal health information 
privacy laws such as HIPAA and any information the App receives will no longer be subject to such laws.
If you are the personal representative of a member, we may need to collect more information from you 
before processing your request.    
Please indicate the basis of your status as a personal representative:
  Parent or guardian of a minor        Active health care power of attorney        Court ordered 

guardianship of person
Please provide the following Personal Representative information:

Name

Email Address Phone Number

Address

Address

City State Zip Code

If I change my Personal Representative or I need to modify the types of information I previously authorized 
my Personal Representative to access, I understand that I will be required to complete a new HIPAA 
Authorization Form.
I read and considered the contents of this authorization. I understand that, by signing below, I am confirming 
my authorization for the disclosures of information, as described above.
Enrollee Name Date

Signature Date



Notice of Nondiscrimination and  
Availability of Language Assistance Services
(UPDATED 8/5/19)

CareFirst BlueCross BlueShield, CareFirst BlueChoice, Inc., CareFirst Diversified Benefits and all of their 
corporate affiliates (CareFirst) comply with applicable federal civil rights laws and do not discriminate on the 
basis of race, color, national origin, age, disability or sex. CareFirst does not exclude people or treat them 
differently because of race, color, national origin, age, disability or sex.

CareFirst:

 ■ Provides free aid and services to people with disabilities to communicate effectively with us, such as:
 ■ Qualified sign language interpreters
 ■ Written information in other formats (large print, audio, accessible electronic formats, other formats)

 ■ Provides free language services to people whose primary language is not English, such as:
 ■ Qualified interpreters
 ■ Information written in other languages

If you need these services, please call 855-258-6518.

If you believe CareFirst has failed to provide these services, or discriminated in another way, on the basis 
of race, color, national origin, age, disability or sex, you can file a grievance with our CareFirst Civil Rights 
Coordinator by mail, fax or email. If you need help filing a grievance, our CareFirst Civil Rights Coordinator is 
available to help you. 

To file a grievance regarding a violation of federal civil rights, please contact the Civil Rights Coordinator 
as indicated below. Please do not send payments, claims issues, or other documentation to this office.

Civil Rights Coordinator, Corporate Office of Civil Rights
Mailing Address P.O. Box 8894  
  Baltimore, Maryland 21224

Email Address civilrightscoordinator@carefirst.com

Telephone Number 410-528-7820 
Fax Number 410-505-2011

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, 
Office for Civil Rights electronically through the Office for Civil Rights Complaint portal, available at 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf or by mail or phone at:

U.S. Department of Health and Human Services 
200 Independence Avenue, SW 
Room 509F, HHH Building 
Washington, D.C. 20201 
800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

CareFirst BlueCross BlueShield is the shared business name of CareFirst of Maryland, Inc. and Group Hospitalization and Medical Services, Inc. CareFirst of Maryland, Inc., 
Group Hospitalization and Medical Services, Inc., CareFirst BlueChoice, Inc., The Dental Network and First Care, Inc. are independent licensees of the Blue Cross and 
Blue Shield Association. In the District of Columbia and Maryland, CareFirst MedPlus is the business name of First Care, Inc. In Virginia, CareFirst MedPlus is the business 
name of First Care, Inc. of Maryland (used in VA by: First Care, Inc.). The Blue Cross® and Blue Shield® and the Cross and Shield Symbols are registered service marks of the 
Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield Plans.



Foreign Language Assistance






	Claim and encounter data: Off
	Substance use disorder treatment information: Off
	Mental health treatment information: Off
	HIV/AIDS status information: Off
	Explanation of benefit information: Off
	Name of Third Party: 
	Enrollee Last Name: 
	First Name: 
	Middle Initial: 
	DOB Month: 
	DOB Day: 
	DOB Year: 
	Membership Number: 
	Address 1: 
	Address 2: 
	City: 
	State: 
	Zip Code: 
	Phone Area Code: 
	Phone : 
	Name of Third Party 2: 
	Signature Date: 
	Parent or guardian of a minor: Off
	Active health care power of attorney: Off
	Court ordered guardianship of person: Off
	PR Name: 
	PR Email: 
	PR Phone: 
	PR Address 1: 
	PR Address 2: 
	PR City: 
	PR State: 
	PR Zip Code: 
	Enrollee Name: 
	Date Acknowledged: 
	Enrollee SIgnature Date: 


