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Member Consent/HIPAA Authorization Form 

�7�K�L�V���I�R�U�P �O�H�W�V���&�D�U�H�6�R�X�U�F�H �0�D�Q�D�J�H�P�H�Q�W �*�U�R�X�S �&�R�� �D�Q�G �L�W�V���D�I�I�L�O�L�D�W�H�G �K�H�D�O�W�K �S�O�D�Q�V�����³�&�D�U�H�6�R�X�U�F�H� �́��� �V�K�D�U�H 
your health care information as described below. All of this form must be filled out. Mail or fax it to the 
address listed at the end of this form. Or, you may fill out this form online at www.caresource.com. 

Section 1:




