
    

        
  

 

   

  

        

    

   

           

      

  

   

         

 

  

 

  

        

      

 

            

 

Revocation of Authorization to 

Use and/or Disclose Health Information 

I want to cancel, or revoke, the permission I gave to PA Health & Wellness to use my health information for a particular purpose or to share 

my health information with a person or group: 

PERSON OR GROUP THAT RECEIVED THE INFORMATION: 

Name (person or group): ______________________________________________________________________________________________________ 

Address:___________________________________________________________________________________________________________________ 

City:  _____________________________   State:   Zip:   Phone:_____________________ _________________  (_____ ) ____ - ________ 

Authorization Signed Date (if known):  / ______ /_______ 

PARTICIPANT INFORMATION: 

Participant  Name (print):  ______________________________________________________________________________________________________ 

Participant Date of Birth: _____ / ______/ ________  Participant ID Number: _____________________________________________________________ 

I understand that my health information (including, where applicable, my substance use disorder records) may have already been used or shared 

because of the permission I gave before. I also understand that this cancellation only applies to the permission I gave to use my health information for a 

particular purpose or to share my health information with the person or group. It does not cancel any other authorization forms I signed for health 

information to be used for another purpose or shared with another person or group. 

Participant Signature:

(Participant or Legal Representative Sign Here) 

Date:  _______________________________________________________________________ ______ / ______/ _______ 

If you are signing for the Participant, describe your relationship below. If you are the Participant’s personal representative, describe this below and 

send us copies of those forms (such as power of attorney or order of guardianship). 

PA Health & Wellness will stop using or sharing your health information when we receive and process this form. Use the mailing address below. You can 

also call for help at the number below. 

PA Health & Wellness
  
300 Corporate Center Drive, Camp Hill, PA 17011
  

1-844-626-6813 
 
TTY: 1-844-349-8916 
 

PAHealthWellness.com
  

http://PAHealthWellness.com


  
 

 

 

 

 

 

   

 

 

  

 

 

   

 

  

 

 

 

     

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Statement of Non-Discrimination
 
PA Health & Wellness complies with applicable Federal civil rights laws and does not discriminate on the basis of 

race, color, creed, sex, religion, age, national origin, ancestry, marital status, sexual orientation, gender identity, 

language, MA status, income status, program participation, health status, disease or pre-existing condition, 

anticipated need for healthcare or physical or mental handicap.  PA Health & Wellness does not exclude people or 

treat them differently because of race, color, creed, sex, religion, age, national origin, ancestry, marital status, sexual 

orientation, gender identity, language, MA status, income status, program participation, health status, disease or 

pre-existing condition, anticipated need for healthcare or physical or mental handicap. 

PA Health & Wellness: 

 Provides free aids and services to people with disabilities to communicate effectively with us, such as: 

o Qualified sign language interpreters 

o 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: 

o Qualified interpreters 

o Information written in other languages 

If you need these services, contact PA Health & Wellness at 1-844-626-6813 (TTY/TDD 1-844-349-8916). 

If you believe that PA Health & Wellness has failed to provide these services or discriminated in another way on 

the basis of race, color, creed, sex, religion, age, national origin, ancestry, marital status, sexual orientation, gender 

identity, language, MA status, income status, program participation, health status, disease or pre-existing condition, 

anticipated need for healthcare or physical or mental handicap, you can file a grievance with: Grievance and 

Appeals Coordinator, PA Health & Wellness, 300 Corporate Center Drive, Camp Hill, PA 17011, 1-844-626-6813 

(TTY/TDD 1-844-349-8916), Fax 1-844-706-7719. 

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, PA Health & 

Wellness 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, DC 2020  

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

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

https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html
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