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Protected Health Information Authorization Revocation Form 
 
This form should be completed when a member wishes to revoke an existing authorization permitting 
Univera Healthcare to release protected health information (PHI) to another person or organization. 
 
If there is currently more than one person to whom we are authorized to disclose, the name of 
each person to which this revocation applies must be listed in Part B. If you only list one person, 
only the authorization for that person will be revoked. You can revoke the authorization for up 
to two people or organizations on this form. If you need to revoke the authorization for more 
than two people or organizations, additional forms need to be completed. 
 
We can only process your revocation request if your signature is included below. If the effective date 
of revocation is left blank, then the authorization will be revoked as of the date the form is received.  
 
Please complete all sections if you wish to revoke your authorization(s). 
 
PLEASE PRINT 
 

PART A: Individual Who is the Subject of the Current Authorization 
Last Name 
 
 

First Name Middle Initial Date of Birth 
 

Address 
 
 

City State Zip Code 

Member Identification Number (located on member ID card) 
 
 

 
PART B: Revocation of Authorization to Share Information 

I wish to revoke my authorization permitting Univera Healthcare to share my information with the 
following person(s) as of the effective date of revocation listed below. 

Name of Person/Organization 
 
 

Effective Date of Revocation 

Name of Person/Organization 
 
 

Effective Date of Revocation 

 
 

Continued on Next Page 
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PART C: Acknowledgement (Please Read and Sign) 

I have had full opportunity to read and consider the contents of this authorization revocation form. I 
understand that, by signing this form, I am confirming that the information contained on this form is 
correct. 
I understand that revocation of the authorization will not affect any action taken in reliance on this 
authorization before written notice of revocation is received.  
 
Signature: _________________________________________ Date:  ________________ 
 
If this request is from a personal representative on behalf of the member, complete the 
following: 
Personal Representative’s Name:  _______________________________________ 
 
Personal Representative Signature: ______________________________________ 

Description of Authority: ☐ Parent ☐ Legal Guardian* ☐ Power of Attorney*  

☐ Other* ____________________________________  
 
* You must provide documentation supporting your legal authority to act on behalf of the member 

 
 

 
 

 
PLEASE MAKE A COPY OF THIS FORM FOR YOUR RECORDS 

 
Please complete and return this form to: 

Univera Healthcare  
PO Box 211256 

Eagan, MN 55121 
 

or Fax: 315-671-7079 
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