
Authorization

Authorization to:
Disclose Protected Health Information
In order for Oscar to disclose your Protected Health Information to another person or entity, you must complete and sign 
this form and return it to us. You can send it back to us through secure message or by emailing it to help@hioscar.com. You 
can also snail mail the form as outlined below. You have the right to receive a copy of this form. 

CA members: Oscar Health Plan of California, Attn.: Oscar Privacy Officer, 4551 Glencoe Ave Marina Del Rey, CA 90292 
All other members: Oscar, Attn.: Oscar Privacy Officer, P.O. Box 52146, Phoenix, AZ 85072-2146. 

      Date of birth:       

         I authorize disclosure of all the following: 
My medical records and clinical health information, including information and records relating to pharmacy, mental 
and behavioral health, psychotherapy, HIV antibody test results and /or AIDS diagnosis and treatment, 
communicable or venereal disease, abortion/reproductive rights records, alcohol/substance abuse treatment, 
and genetic testing information; OR

    I authorize disclosure of only the following information:

    Name:     

Address:  

    Relationship: 

How long should this authorization be in effect? 
        This authorization should expire on : 
If no expiration is specified, this authorization will expire upon termination of enrollment in the health plan. 

Re-disclosure: I understand that once Oscar discloses my information pursuant to this authorization, the information may no longer 
be protected by federal and state privacy laws and my health information may be re-disclosed.  
Revocation: I have the right to revoke (cancel) this authorization at any time by sending a written notice to the Privacy 
Officer at the address listed at the top of this form, emailing privacyrequest@hioscar.com, or by calling 1-855-672-2755. I 
understand the revocation will not be effective until received by  the Privacy Officer. Revocation will not affect any action taken by 
Oscar in reliance on this authorization prior to receiving my written notice of cancellation.
Refusal: If I refuse to sign this form, my treatment, payment, enrollment or eligibility for benefits will not be affected.
I understand and agree that: This authorization is voluntary. My health information may contain records relating to pharmacy, 
mental and behavioral health, psychotherapy, sexually transmitted infections (including HIV and AIDS), communicable or venereal 
disease, abortion/reproductive rights records, alcohol/substance abuse treatment, and genetic testing information.
Signature required: I have read and understood the terms of this form. 

Signature:  Date: 

Note: This form must be signed by either the member or his/her/their personal representative. If you 
are not the member, please sign below and indicate your relationship by checking the appropriate box. 

Representative signature:  Date: 
Relationship:         Parent     Legal Guardian *           Power of Attorney*         Other*: 

*Documentation must be provided supporting your legal authority to act on the member’s behalf.

“Oscar” refers to those companies participating in the Oscar Insurance Entities Affiliated Covered Entity. 
For a complete list, please see our Notice of Privacy Practices, available at hioscar.com/forms.

hioscar.com

Purpose:

Full Name:

Phone #:

Address:
Types of Information to be Disclosed:

Oscar ID #:

I understand and agree that my health information is being disclosed at my request. 
Other: 

Disclose My Information to:

Phone #:

alain
Line

alain
Line



Non-Discrimination 

Notice of Non-Discrimination: 

Discrimination is Against the Law 
Oscar complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, 
national origin, age, disability, or sex, including sex stereotypes and gender identity. Coverage for medically 
necessary health services is made available on the same terms for all individuals, regardless of sex assigned 
at birth, gender identity, or recorded gender. Oscar will not deny or limit coverage to any health service based 
on the fact that an individual's sex assigned at birth, gender identity, or recorded gender is different from the 
one to which such health service is ordinarily available. Oscar will not deny or limit coverage for a specific 
health service related to gender transition if such denial or limitation results in discriminating against a 
transgender individual. 

Oscar: 

Provides free aids 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, contact Member Services at 1-855-OSCAR-55 (TTY: 7-1-1). 

If you believe that Oscar 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: 

CA Members: Oscar Health Plan of California, Attention Grievances PO Box 66550, Los Angeles, CA 90066 

All other Members: Oscar Insurance, Attention: Grievances, PO Box 52146, Phoenix, AZ 85072 

All Members: Phone: 1-855-OSCAR-55 (TTY:  7-1-1), Fax: 1-888-977-2062, Email: help@hioscar.com. 
You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, 
Oscar's Grievances Department is available to help you. 

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 
1-800-368-1019, 800-537-7697 (TDD)

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

Language Assistance Services for the Deaf or Hard of Hearing 

ATTENTION: If you are deaf or hard of hearing, talk to text services, free of charge, are available to you. Call 

1-855-Oscar-55 and dial 7 11 to receive TTY /TDD services.

oscar h iosca r.com 
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