
HIPAA Authorization
Revocation

■ SECTION A - INDIVIDUAL AUTHORIZATION USE AND/OR DISCLOSURE OF PROTECTED HEALTH INFORMATION (PHI)

Name __________________________________________________________________________________________________________________

Address ________________________________________________________________________________________________________________

Phone Number (____________) ____________________________________________________________________________________________

Social Security # or your Participant ID # as assigned by Creative Benefits _______________________________________________________

■ SECTION B - STATEMENT OF REVOCATION

I revoke my previous authorization for your use and/or disclosure of my protected health information (PHI) as described below.

I understand that this revocation of my authorization will NOT affect any action you or others took in reliance on my authorization before
they received this written notice of my revocation.

Copy of authorization attached:     ❏ Yes     ❏ No

■ SECTION C - DESCRIPTION OF AUTHORIZATION REVOKED {complete this section if authorization NOT attached}

Date of authorization (if known): ____/____/____
Protected Health Information: The revoked authorization authorized use and/or disclosure of the following PHI:

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

Entities or Persons Authorized to Use or Disclose: The revoked authorization authorized the following persons and/or organizations (or
classes of persons and/or organizations), including us, to make use of or to disclose the protected health information described above:

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

Entities or Persons Authorized to Receive and Use: The revoked authorization authorized the following persons and/or organizations (or
classes of persons and/or organizations), including us, to receive and/or use the protected health information described above:

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

■ INDIVIDUAL’S SIGNATURE

Print Name __________________________________________________________________________

Signature: ___________________________________________________________________________ Date: _____________________________

If this revocation is signed by a personal representative on behalf of the individual, complete the following:

Personal Representative’s Name: ____________________________________________________________________________________________

Signature: ___________________________________________________________________________ Date: _____________________________

Relationship to Individual: _________________________________________________________________________________________________

YOU ARE ENTITLED TO A COPY OF THIS AUTHORIZATION REVOCATION AFTER YOU SIGN IT.

CREATIVE BENEFITS, INC.
P.O. Box 1928,  Vista, CA 92085-1928

Fax (760) 631-3812 or toll free (888) 295-5959
www.creativebenefits.com ·· Phone (760) 758-4600

(HIPAArev0905.qxd) 

(Print or type: Last, First, Middle Initial)

Note: Any covered participant
over the age of 18 requires a
separate Authorization Form
to be completed.


