
 
Freedom Claims Management, Inc. 
PO Box 1365 
Great Bend, KS  67530 
620-792-9151 
Fax 620-792-3389   
 

PERMISSON TO DISCLOSE HEALTH/BILLING PLAN INFORMATION 
 

MEMBER NAME* 
 

BIRTH DATE MEMBER ID# AND GROUP NUMBER 

     *Employee or family member who wants to allow others to call on their behalf 
 
1.     I authorize Freedom Claims Management, Inc. to discuss or release information identified below, to the following individuals. 
 
         __________________________________            _________________________________          _________________________ 
         NAME(S) OF AUHORIEZED PERSON(S)         RELATIONSHIP TO ABOVE MEMBER         SS# 
         
         __________________________________            _________________________________          _________________________ 
         NAME(S) OF AUHORIEZED PERSON(S)         RELATIONSHIP TO ABOVE MEMBER         SS# 
 
         __________________________________            _________________________________          _________________________ 
         NAME(S) OF AUHORIEZED PERSON(S)         RELATIONSHIP TO ABOVE MEMBER         SS# 
 
2. I authorize FCMI to discuss or release information necessary to process or respond to eligibility inquiries, coverage, benefit 

inquires, billing information, claims inquiries, appeals, and complaints about my health insurance coverage with FCMI and I 
acknowledge that the information released may include individually identifiable health information about me. 

3. This authorization is being made at my request. 
4. In signing this authorization, I understand and acknowledge the following (initial in the space provided): 
 
 
                   ________ I understand that this authorization is voluntary and that I may refuse to sign it. 
        
                   ________ I understand that my refusal to sign this authorization will not affect my ability to obtain treatment, receive                                                      
                                     payment, or eligibility for benefits unless allowed by law. 
 
                   ________ I understand that I may revoke this authorization at any time by notifying FCMI in writing of my intent to 
                                     revoke this authorization, except to the extent that action has been taken in reliance on this authorization. 
 
                   ________ I understand that, unless otherwise revoked, this authorization will expire 365 days from the date on which 
                                    my coverage with FCMI is terminated. 
 
                    ________ I understand that this once the disclosures authorized herein have been made, the information disclosed may be        
                                     subject to re-disclosure by any recipient and no longer by federal privacy laws. 
 
I, the undersigned, do hereby swear that I am the above-mentioned member or an authorized legal representative of the above-
mentioned member.  I have read and understand the above information. 
 
__________            _______________________________________________ 
Date                         Signature of Member/Legal Representative 
 
 
 
_______________________________          _______________________________________________________ 
Printed Name of Legal Representative           Description of Legal Representative’s Relationship to Member 
 



****ATTENTION**** 
 

If you, your spouse, or your children call Freedom Claims Management, Inc. 
on behalf of another family member (over age 18) or want another family 
member to be able to call on your behalf, you must complete and return this 
form! 
 
New federal legislation under the Health Insurance Portability and 
Accountability Act (HIPPA) limits with whom we can discuss your health 
information.  If there is a person or persons with whom you would like us to 
be able to discuss your or your dependent’s health plan information, you 
must designate them on the reverse side of this form. 
 
INSTRUCTIONS: 
 

 A separate form must be complete for each covered member (over age 18) who 
would like their parents to be able to call on their behalf.  For example: The 
employee would complete a form authorizing their spouse to call us regarding 
the employee’s information and the spouse would need to complete a separate 
form if they wanted the employee to call about their claims.  Children on the 
plan over age 18 should complete a form if they want a parent to call on their 
behalf.  Please make additional photocopies as needed. 

 Under the “Member Name,” state the person who would like other individuals 
to call on their behalf.  Fill in the member’s birth date, ID number and group 
number. 

 Under #2, list all individuals who will need to call our company regarding the 
member listed at the top of the form including any licensed insurance agent that 
may call on your account. 

 Under #4, place your initials on each line 
 The member who would like others to call on their behalf must sign the form.  A 

legal Representative (e.g. power of attorney, guardian, etc.) may sign on behalf 
of a member if we have a copy of the appropriate legal documentation on file. 

                        
             PLEASE RETURN THIS FORM TO: FREEDOM CLAIMS MANAGEMENT, INC 
                                                                            PO BOX 1365  
                                   2318 WASHINGTON 
               GREAT BEND, KS 67530 
                                                                            620-792-9151 OR 866-792-9151 
 
 
 


