UNIVERSITY OF KENTUCKY M EDICAL AUTHORIZATION

AUTHORIZATION TO RELEASE INFORMATION

| authorize any Health Care Provider, Insurance Company, Employer, Person or
Organization to release any information regarding medical, dental, mental, alcohol or drug
abuse history, treatment or benefits payable, including disability or employment-related
information concerning the patient, to any CIGNA company, the Plan administrator or their
employees and authorized agents for the purpose of validating and determining benefits
payable. This data may be extracted for use in audit or statistical purposes. | understand
that | or my authorized representative will receive a copy of this authorization upon
request. This authorization or a photostatic copy of the original shall be valid for the
duration of the claim.

Signature (Parent or Guardian if claimant is a minor) Date Phone No.

PAYMENT AUTHORIZATION: [ authorize all current and future medical benefits, for
services rendered and billed as a result of this claim, to be made payable to the physicians
and providers indicated on the invoices.

Signature (Parent or Guardian if claimant is a minor) Date




