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INDIVIDUAL AUTHORIZATION 
 

(This document grants Delta Dental of Iowa authority to use and/or disclose Protected Health 

Information (PHI) or to receive PHI from another entity.) 

 

Individual Authorizing use and/or disclosure of PHI 
 

Name___________________________________________________________ 

 

Address_________________________________________________________ 

 

City____________________________  State____  Zip Code_______________ 

 

Telephone #_______________________  E-Mail________________________ 

 

Delta Dental ID Number______________Social Security Number___________ 

 

Description of Protected Health Information 
Provide a specific and meaningful description of the PHI you are authorizing for use and/or 

disclosure._______________________________________________________ 

 

_____________________________________________________________________ 

 

_____________________________________________________________________ 

 

Purpose of this authorization 

 

Request of Individual_____  Other (please describe)_____________________ 

 

______________________________________________________________________ 

 

Who may use and/or disclose this information 
Identify the persons and/or organizations (including Delta Dental of Iowa) you are authorizing to 

use and/or disclose the PHI described above. 

 

_________________________________ __________________________________ 

 

Who may receive this information 

Identify the persons and/or organizations (including Delta Dental Plan of Iowa) you are 

authorizing to use and/or receive the PHI described above. 

 

_________________________________ __________________________________ 



03/27/03 

When this authorization expires 
This authorization expires at 11:59 pm  on ____/____/_____ 

                                                                    Mo.  Day    Year   

 Or 

Following the occurrence of  the event described below.  (Event must relate to the 

individual or purpose for which the use and/or disclosure is authorized.) 

 

_______________________________________________________________ 

 

_______________________________________________________________ 

 

Your right to revoke this authorization 
You have the right to revoke this authorization at any time by giving written notice to Delta 

Dental of Iowa, and all other persons or organizations named in this document that were given 

authorization to use and/or disclose PHI.  Revocation of this authorization does not affect uses 

and/or disclosures by the authorized entities prior to their receipt of written notice. 

 

This authorization is voluntary and enrollment in a dental plan or eligibility for benefits and 

payment of claims are not affected by it. 

 

The protected health information described in this document, with your authorization, may be 

disclosed and or received by persons or organizations that are not health plans, health care 

providers or health care clearinghouses subject to the HIPAA privacy rule.  Those entities not 

subject to the HIPAA privacy rule may further disclose protected health information without your 

authorization, subject to any other applicable Federal and State privacy protection laws. 

 

Signature 

 

I acknowledge that I have had the opportunity to read the contents of this Individual 

Authorization and I understand that my signature is confirmation of my authorization for the use 

and/or disclosure of my Protected Health Information for the purposes described in this form. 

 

_____________________________________________  ________________ 

Signature of Individual or *Personal Representative   Date 

 

*If this Authorization is being signed by a Personal Representative on behalf of the Individual 

named in this form Delta Dental of Iowa must have an Authorized Personal Representative 

Appointment form on file.  A copy of this form can be obtained by calling Delta Dental of Iowa 

Customer Service at 1-800-544-0718. 

 

Where to send this Individual Authorization 

 

Mail to : Delta Dental of Iowa 

  PO Box 9000 

  Johnston, IA 50131-4817 

 

Or Fax to: (888) 264-1440 

 
4/23/10 


