
  
 
 

Request for Access to Health Care Information
This form will allow me, as a CIGNA Medicare Rx* Member to request access to Private Health 
Information (PHI) about me that CIGNA Medicare ServicesSM maintains and that was created or 
received by CIGNA Medicare Services during my membership in the program.

VERIFICATION – (Please Print)

Identification of Member requesting PHI:  (The following information is needed for verification. Please 
complete all applicable items.) 

Name of Member:  _ __________________________________________________________________________________________________________________________________________________	

Date of Birth:  ____________________________________________________________________________________________________________________________________________________________	

Phone number where we can reach you if we need to contact you to process your request (required):  

__________________________________________________________________________________________________________________________________________________________________________________

Address: ____________________________________________________________________________________________________________________________________________________________________

Medicare ID #:  ____________________________________________________	 Member ID card # (if applicable):  _ ___________________________________________

REQUEST
Information Requested from Records Maintained by CIGNA Medicare Services.

l	 Adjudicated (processed) claims:  This is a summary of claims paid or denied. (This does not include information 
on claims received but not yet processed – if you would like the status of those claims you may call Member 
Services at the toll free number listed on your CIGNA Medicare Services ID card.)

l	 Enrollment or eligibility information that CIGNA Medicare Services has received from the Member.  (This 
includes information such as name, address, phone number, Medicare ID number, etc.)

l	 Other information (please describe):  ____________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________

Most information is maintained and will be provided for a 24 month period. It may not be possible to 
provide information beyond that period.
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Please Note	     
l	 If the information on this form is not complete, CIGNA Medicare Services will return the form to you, and 

this request will not be considered until CIGNA Medicare Services receives complete information. 

l	 You may not be entitled to receive all of your PHI, and will not receive information such as psychotherapy 
notes or information compiled in reasonable anticipation of, or for use in, a civil, criminal or administrative 
action or proceeding. 

SIGNATURE AND NOTARIZATION
To safeguard your privacy and help make sure no one else is requesting access to your PHI, this request 
must be notarized. (Notary services can often be provided free at a bank where you have an account.) 

I have read and understand the above information.	 Date:   ___________________________________________________________________

Signature of Member, Parent/Guardian, Personal Representative if available:   ____________________________________________

__________________________________________________________________________________________________________________________________________________________________________

Relationship if signed by other than Member:    ______________________________________________________________________________________________

Note that, if not already provided, we will require verification of the authority of a Personal 
Representative before this request will be considered complete.

If request is made by a Parent/Guardian, complete the following: Member is a minor _________ years of age. If 
you are making this request on behalf of a minor child, we may require additional information before this 
request is considered complete.

State of	 )
	 ) ss.
County of	 )

On this the ______________  day of  ________________________________, 20____ ____, before me, ________________________________________________________________ 
(Notary Public), the undersigned officer, personally appeared ________________________________________________ (member or legal 
rep. name), known to me (or satisfactorily proven) to be the person whose name is subscribed to the within 
instrument and acknowledges that (s)he executed the same for the purposes therein contained.

In witness whereof I hereunto set my hand. 
 
 ________________________________________________________________________

 Notary Public 
 My Commission expires:  _ _____________________________

Please maintain a copy of this form for your records.  
Please Return This Completed Form To: 

CIGNA Medicare Services    •    PO Box 269005    •    Weston, FL 33326-9927

 
“CIGNA Medicare Services,” “CIGNA Medicare Rx” (PDP) and the “Tree of Life” logo are registered service marks of CIGNA 
Intellectual Property, Inc., licensed for use by CIGNA Corporation and its operating subsidiaries. CIGNA Medicare Rx (PDP) 
plans are offered by operating subsidiary Connecticut General Life Insurance Company, and not by CIGNA Corporation. 
Connecticut General Life Insurance Company is a Medicare approved Part D sponsor. 
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