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DELTA DENTAL OF ILLINOIS 
AUTHORIZATION FOR RELEASE OF INFORMATION 

 
 

By signing this form in Section F below, I authorize Delta Dental of Illinois to release my individually 
identified health information as described in Section B to the person or entity named in Section C below.  
I understand that this authorization is voluntary, that I may obtain a copy of this form and that I may 
revoke it at any time by submitting my revocation in writing to Delta Dental of Illinois. 
 
Please complete the information in all sections. 
 
 

 
 
 
 

Name of Individual:  ____________________________________  Date of Birth:  _________________ 
 

Street Address:  ______________________________________________________________________ 
 

City:  ___________________________________  State:  _____________  Zip Code:  ______________ 
 

Telephone Number:  _______________________  I.D. Number:  _______________________________ 
 

 
 
 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
 
 

 
 
 
 
Name:  _____________________________________________________________________________ 
 

Street Address:  ______________________________________________________________________ 
 

City:  ___________________________________  State:  _____________  Zip Code:  ______________ 
 

Telephone Number:  ______________________ 
 
I understand that once the information is released to the designated person(s) set forth above, pursuant to 
this authorization, it may no longer be protected by federal privacy regulations. 

SECTION A:  Individual Information 
 

SECTION B:  Description of Information to be Released, Including Dates 
 

SECTION C:  Name of Person(s) or Organization Authorized to Receive Information 
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      At the request of the individual or 
 

     Other ____________________________________________________________________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
 
 
This authorization to release information as set forth herein will expire on:  
 
         ____/____/____ (month/day/year)                                                                     Initials _________ 
 
         The expiration of my group dental plan with Delta Dental of Illinois        Initials _________ 
 
 
I understand that I have the right to revoke this authorization at any time as detailed in the Privacy 
Notice of Delta Dental of Illinois.  I also understand that my revocation of this authorization will not 
affect any action that Delta Dental of Illinois has taken, or any information it has already released, based 
upon this authorization before Delta Dental of Illinois has actually received my request to revoke it. 
 
 
 
 
 
_____________________________________________________________    _____________________ 
                   Signature of individual or individual’s representative                                         Date 
 
 
Printed name of individual’s personal representative:  ________________________________________ 
 
Relationship to individual, including authority for status or representative:  _______________________ 
 
____________________________________________________________________________________ 
 
RETURN COMPLETED AUTHORIZATION FORM TO:   
 
Compliance Department   Fax:  (630) 983-4050 
Delta Dental of Illinois   E-mail:  compliance@deltadentalil.com 
111 Shuman Boulevard 
Naperville, IL  60563 

SECTION D:  Description of the Purpose of Disclosure 
 

SECTION E:  Expiration Date or Expiration Event 
 

SECTION F:  Signature of the Individual and Date 
 


