
 
Health Insurance Portability and Accountability Act (“HIPAA”) 

Authorization for Release of Medical Information 
 

I hereby authorize BioPlus Specialty Pharmacy Services, LLC, a Carelon Company, and their network of pharmacies, 
MedScripts Medical Pharmacy, River Medical Pharmacy, Route 300 Pharmacy, and Santa Barbara Specialty Pharmacy 
(the “BioPlus Pharmacies”), and their agents and employees, to use and disclose prescription, insurance, diagnosis, 
Substance Use Disorder (SUD) information, and other information pertaining to the health and condition (the 
“Information”) of the identified patient (“Patient”). I authorize the Information to be disclosed among the BioPlus 
Pharmacies and to drug manufacturers, patient assistance programs, and research organizations (“Designees”) and 
their respective agents. 

The authorized purposes for such use or disclosure are to provide Patient with and coordinate Patient’s healthcare; 
provide Patient with reimbursement support and healthcare product and service offerings; or for BioPlus Pharmacies’ or 
Designees’ analysis of business processes, disease therapy treatment, or drug therapy treatment. I acknowledge that the 
BioPlus Pharmacies may receive payment from third parties for such use or disclosure of the Information. 

This authorization expires 1 year from the date of my signature or when my treatment or course of medication facilitated 
through a BioPlus Pharmacy is complete, whichever occurs first. 

I understand that the information disclosed under this authorization may be re-disclosed by the recipients and may no 
longer be subject to the same protections the information is given by the BioPlus Pharmacies. 

I understand that I may revoke this authorization at any time by sending written notification to 
Privacy Office, Elevance Health, 220 Virginia Ave., Indianapolis, IN 46204, 
except to the extent that action has already been taken in reliance upon this authorization. 

I understand that I have the right to refuse to sign this authorization. I understand that BioPlus Pharmacies may not 
condition the provision of treatment or payment based on my refusal to sign this authorization. 

A copy of this form can be found at bioplusrx.com/patientforms and in your Patient Welcome Booklet. 
 

Patient Name (“Patient”):    
Patient Signature:   
Former/Alias/Maiden Name (If applicable):     
Date of Birth:   
Date:      
 
Name of Personal Representative (If applicable):    
Signature of Personal Representative (If applicable):    
Description of Personal Representative’s Authority:     
Attach the appropriate documents granting legal authority to act on behalf of the patient. 

 

BioPlus Specialty Pharmacy (FL) (HQ) 376 Northlake Blvd., Altamonte Springs, FL 32701  
BioPlus Specialty Pharmacy (NC) 100 Southcenter Ct. Suite 100, Morrisville, NC 27560  
BioPlus Specialty Pharmacy (CA) 13925 Yale Ave. Suite 145, Irvine, CA 92620 
BioPlus PE Center 4751 Hamilton Wolf Road, San Antonio, TX 78229  
MedScripts Medical Pharmacy 1325 Miller Rd. Suite K, Greenville, SC 29607  
River Medical Pharmacy 4752 Research Drive, San Antonio, TX 78240 Route 300 
Pharmacy 1208 Route 300 Suite 103, Newburgh, NY 12550 
Santa Barbara Specialty Pharmacy 4690 Caprinteria Ave. Suite B, Carpinteria, CA 93013 
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