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Products are provided by Braven Health, an independent licensee of the Blue 
Cross Blue Shield Association.

Braven Health-issued products.

Braven Health, Attn: HIPAA Team,
Braven Health

BravenHealth.com

Braven Health

Information that Braven Health may disclose:

I authorize Braven Health to disclose the following information to my limited personal representative:

Braven Health is permitted to disclose information related to HIV or AIDS,

Braven Health is NOT permitted to disclose sensitive

Braven Health will disclose the name of your doctors
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representative notifies Braven Health in writing requesting a change.

allow Braven Health to discuss and/or disclose my
that Braven Health does not require that I sign this form in order

any time by notifying Braven Health in writing at the address provided below. I understand that a revocation will
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Braven Health’s has on file.  Please, be aware that this form may be denied if the information on the form

The requested information in this section will be used by Braven Health for identification and verification purposes.

request will remain in effect until the Member or legal personal representative notifies the change to Braven Health

Note: The appointment will be effective on the date that Braven Health processes and approves the form.

Braven Health
Attn: HIPAA Appeals Unit
PO Box 1458
Newark, NJ 07105-1458

This form is also available for online submission via Braven Health Member Portal at BravenHealth.com
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