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Medical Release

| authorize health care providers of services to me and my dependents to release information (including information relat-
ed to diagnosis or trealment of mental health and/or substance abuse problems, or acquired immune deficiency syn-
drome) to my HMU or State Employees Group Benefits Program and ail participating providers to the exient necessary
1o determine responsibility for payment of claims and for utilization review and quality assurance purposes. A copy of this
authorization is as valid as the original.

| understand that the names of participating providers in my HMO or PPO (health plan) may change during the plan year.
The health plan does not guarantee the continuing participation of the named health care providers.

Plan Members With Enrolled Chiidren Please Note:

IE YOU ARE DIVORCED AND HAVE CHILDREN UNDER AGE 18 AND IF A COURT ORDER HAS BEEN ISSUED ASSIGN-
ING FINANCIAL RESPONSIBILITY, YOUR HEALTH PLAN MUST BE PROVIDED WITH A COPY.

IF THE CHILD IS OVER AGE 21, PROOF OF FULL TIME STUDENT STATUS FROM AN ACCREDITED SCHOOL MUST BE
PROVIDED TO YOUR HEALTH PLAN AT THE TIME OF INITIAL ENROLLMENT AND AT THE START OF EACH SEMES-
TER.

New Hires and
Acknowledgements

| acknowledge that my application will be approved on a conditional basis.

| understand that unless the Portability Law applies, any illness, injury, disease, or condition for which any treatment was
received within the six months prior to the effective date of coverage will have no benefits available for the 12 months fol-
lowing the effective date of coverage.

| understand that any disease, iliness, accident, or injury will be classified as a pre-existing condition if, during the six-
month period preceding the effective date of coverage, any treatment or services were received or drugs were prescribed
for such disease, iliness, accident, or injury.

The term Treatment shall mean all steps taken to effect the cure of a disease, ilness, accident, or injury and shall include,
but not be limited to, consultations, examinations, diagnosis, and any application of remedies.

| accept the conditional approval for coverage and agree that this declaration wili become a part of my application for
coverage.




