
 

 

 

  

 

 
 

 

 

 

 

Health Net Health Plan of Oregon, Inc. (Health Net) 

Revocation of Authorization to Use 

and/or Disclose Health Information
 
I want to cancel, or revoke, the permission I gave to Health Net to use my health information for a particular purpose or to share my health 
information with a person or group. 

Person or group that received the information 
Name (person or group): 

Address: 

City: State: ZIP: Phone: 

Authorization signed date (if known): 

Member information 
Member full name (print): 

Member date of birth: Member ID #: 

I understand that my health information (including, where applicable, my substance use disorder records) may have already been used 
or shared because of the permission I gave before. I also understand that this cancellation only applies to the permission I gave to use 
my health information for a particular purpose or to share my health information with the person or group. It does not cancel any other 
authorization forms I signed for health information to be used for another purpose or shared with another person or group. 

Member signature (member or legal representative sign here): Date: 

If you are signing for the member, describe your relationship below. If you are the member’s personal representative, describe this below 
and send us copies of those forms (such as power of attorney or judgment of guardianship). 

Health Net will stop using or sharing your health information when we receive and process this form. Use the mailing address, fax number 
or email address below. You can also call for help at the number below. 

Health Net Health Plan of Oregon, Inc. 
PO Box 11756 
Eugene, OR 97440-3956 
Phone: 888-802-7001 (TTY: 711) 
Fax: 844-426-5340 
Email: PMyInfo@trilliumchp.com 

Health Net Health Plan of Oregon, Inc. is a subsidiary of Health Net, LLC , and Centene Corporation. Health Net is a registered service mark of Health Net, LLC. All rights reserved. 
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