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Notice to Member:

Completing this form will allow Ambetter from MHS to (i) use your health information for a particular purpose,
and/or (ii) share your health information with the individual or entity that you identify on this form.

You do not have to give permission to use or share your health information. Your services and benefits with
Ambetter from MHS will not change if you do not submit this form.

If you want to cancel this authorization form, send us a written request to revoke it at the address on the
bottom of this page. A revocation form can be provided to you by calling Member Services at the phone
number on the back of your member ID card.

Ambetter from MHS cannot promise that the person or group you allow us to share your health information with
will not share it with someone else.

Keep a copy of all completed forms that you send to us. We can send you copies if you need them.
If you need help, contact Member Services at the phone number on the back of your member ID card.

Fill in all the information on this form. When finished, mail the form and any supporting documentation to

Ambetter

333 E. Wetmore Rd.
Tucson, AZ 85705
Cc: Member Services
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