
 

 
 
Protecting your confidentiality is important to MVP Health Care, Inc. and its subsidiaries (collectively, 
“MVP”). If you would like MVP to share your health information with another party, you must first give 
your permission to do so.  
 
By filling out and signing this form, you give that permission. MVP may then share your health information with the 
people you have authorized.  PLEASE READ THIS FORM CAREFULLY. 
 
There are five (5) Sections on this form. 
 
SECTION 1-   Fill in your Name, MVP Member ID#, Address, and Date of Birth identifying you as the 

member.  
This section may also be used if you are giving MVP permission to share health information on a 
minor for whom you are the parent or legal guardian. 
 

SECTION 2A

MVP will not share this information if you have not authorized us to do so 
by initialing the specific items. Please read the special notice from the NYS Department of 
Health on page 2.  
 

SECTION 4-   Read and make sure you understand your rights under this authorization. 
           You may use this section to specify an expiration date on this form, otherwise it will remain in effect 

indefinitely, or until you request it to be revoked.  
 

SECTION 5-   Sign and date the form and print your name underneath your signature.  
                       You can use this form if you are giving MVP permission to share health information on a minor for                

whom you are the parent or legal guardian. If so, make sure to write in your relationship to that 
member.  
 

When completed, please mail or fax the completed Authorization to Disclose Information form 
to the address or fax number on the bottom of the form. 
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