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DESIGNATING INDIVIDUALS ACCESS TO  

YOUR PERSONAL HEALTH INFORMATION 
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AND WHICH FORMS TO SUBMIT. 

At Mass Advantage, we understand that navigating the processes for sharing personal 

health information can sometimes be complex. Forms like the Authorization for 

Release of Protected Health Information (PHI) and the Appointment of 

Representative (AOR) exist to serve distinct purposes in ensuring that your health 

information is shared securely and in compliance with privacy regulations. Below is a 

breakdown of use cases and which form should be used. If you are submitting a PHI 

form, we highly recommend you also submit the AOR form so that if in the future 

you need to submit an appeal or determination, it is already on file.  

  Use Cases   Form(s) to Submit 

• Authorize Mass Advantage to disclose

member’s protected health information

• Named individual can help the member with

plan information like claims, benefits, and

coverage information

• DOES NOT give the named individual/

organization the authority to make changes or

decisions on behalf the member

Authorization for Release of 

Protected Health Information 

(PHI) 

• Member wants to authorize an individual to

act on their behalf in filing a grievance,

requesting a coverage determination, or

requesting an appeal

• DOES NOT give the named individual the

authority to make changes or decisions on

behalf of the member beyond the scope of

their appointment

Appointment of Representative 

(AOR) 

• Member wants to allow someone to make all

decisions on their behalf beyond the scope

of an AOR

• Personal Representative stands in the shoes

of the individual and has the legal authority

to act for the individual and exercise the

individual’s rights

Examples include, but are not 

limited to, health care Power of 

Attorney, heath care Proxy, 

conservatorship, other court 

orders. Seek legal counsel to 

confirm which forms apply to 

your circumstance and then 

provide them to Mass Advantage. 
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On the following pages are copies of the Authorization for Release of Protected 

Health Information (PHI) and the Appointment of Representative (AOR) forms for 

your review and submission, as necessary.  

Forms can be submitted to Mass Advantage by mail or fax: 

By Mail:  

Mass Advantage 

P.O. Box 219975 

Kansas City, MO 64121-9975 

By Fax: (816) 502-4585 

Should you wish to remove a previously named individual in either the PHI or AOR 

form, please call Member Services or write to the address or fax above and notify us. 

Your provided information will cancel the authorization, and we’ll no longer be able to 

share your personal health information with the named individual.  

If you have any questions on which form to fill out based on your circumstances, please 

call Member Services at (844) 918-0114 (HMO) or (844)-915-0234 (PPO) (TTY: 711). 

Calls to these numbers are free. From October 1 to March 31, we're available 7 days a 

week from 8 am to 8 pm EST. From April 1 to September 30, we're available Monday 

through Friday from 8 am to 8 pm EST. 



Authorization for Release  
Protected Health Information 
(PHI) Form

I understand that completing this form authorizes Mass Advantage and its subsidiaries, 
affiliates, employees, agents and subcontractors, to share my private health record, known as 
Protected Health Information (PHI), with the individual or organization named in this form.

For help in completing this form, please call Member Services at (844) 918-0114 (HMO) or 
(844) 915-0234 (PPO), TTY: 711.  October 1 – March 31, 8 am – 8 pm EST, 7 days a week and
April 1 – September 30, 8 am – 8 pm EST, Monday – Friday.

1. My Information:

_________________________________ ________________________________ ____________
First Name Last Name  Middle Initial

____________________________ __________________________  _______________________
Mass Advantage ID# Date of Birth (mm/dd/yyyy) Phone Number

__________________________________________ ______________________________________
Street  City, State, Zip

2.  Mass Advantage is authorized to share my PHI with the following individual or
organization:

___________________________________________________________________________________
Person or Organization Name

_________________________________________ _______________________________________
Phone Number  Date of Birth (if person)

_________________________________________ _______________________________________
Street City, State, Zip

___________________________________________________________________________________
Person’s Relationship to You. Please be specific (e.g. son, daughter, spouse, parent, etc).
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3. Mass Advantage can share ONLY my records chosen below.

 You must check the box next to the information you want shared. This authorization
cannot be used to share psychotherapy notes.

[  ]   All my information: I would like Mass Advantage to share all my information
requested by the person or organization named in Section 2. This may include a 
diagnosis (name of illness or condition), procedure (type of treatment), claims, 
doctors and other health care providers, and financial information (like premium and 
billing). This does not include psychotherapy notes. 

-OR-

[  ]   If “all my information” is not checked above, I would like to limit the disclosure of 
information. I authorize Mass Advantage to disclose only the following specific 
information to the person or organization named in Section 2. Make your selection(s), 
below.

[  ]  Health (medical, dental, pharmacy, vision and prepaid benefit card information)

[  ]  Long Term Care    [  ]  Patient Management Records

[  ]  Substance Use Disorder (alcohol/drug)    [  ]  HIV/AIDS    

[  ]  Sexually Transmitted Diseases 

[  ]  Behavioral Health/Mental Health (but NOT Psychotherapy notes)

[  ]  Other Sensitive Services (such as gender affirming care or sexual or reproductive health

[  ]  Other (please be specific):   ________________________________________________

       ______________________________________________________________________

4.  By signing this form I authorize Mass Advantage to disclose information below for the
following purpose.

Check one of the following options:

[  ]  At My Request - no specific purpose    [  ]  Specific Purpose:  ____________________

5.  This form will be valid for one year from the date of your signature, unless a shorter time
period is listed below.

My authorization is valid from

 _______________________________________ _______________________________________
(mm/dd/yyyy) (mm/dd/yyyy)
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6. By signing below, I understand and agree:

•  The information I agree to share may be sensitive and may include detailed information
on treatments, diagnoses, chronic diseases, behavioral/mental health conditions,
alcohol or drug abuse, communicable diseases, sexually transmitted diseases such as
HIV/AIDS, and genetic marker information.”

•  If the person or entity I authorize to receive the information described above is
not subject to federal health information privacy laws, they may further release the
protected health information and it may no longer be protected by federal privacy
laws.

•  Mass Advantage cannot condition my treatment, payment, enrollment, or my eligibility
for benefits and payment for services if I do not sign this form. However, without a
valid form, my request to release information to the individual or organization named
above cannot be fulfilled.

•  I may revoke this authorization at any time by submitting a request in writing to
Mass Advantage’s Compliance/Privacy Office either by mail to Mass Advantage,
ATTN: Compliance Department, P.O. Box 219975, Kansas City, MO 64121-9975 or by fax
at (816) 502-4585.

•  Revoking this authorization will not affect any action Mass Advantage took prior to
receipt of the request.

7. My signature or my legal representative’s signature

____________________________________________________  ____________________________
Signature      Date

__________________________________________________________________________________
Printed Name of Member

 If a legal representative signed this form, describe the relationship (parent, legal
guardian, Power of Attorney, personal representative).

__________________________________________________________________________________

•  If you are signing this form on behalf of the member, you must provide the supporting
documentation authorizing you to represent the member (e.g. Power of Attorney,
Healthcare Proxy)

•  If you are making this request on behalf of a minor child, we may require additional
information before this request is considered complete.

Please sign and return this completed form to:

Mass Advantage 
P.O. Box 219975 

Kansas City, MO 64121-9975 
or fax to: 816-502-4585
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