Visconti & Associates  LLC




Phone: 201-659-8852

P.O. Box 6158






Hoboken, NJ 07030



insure.visconti@gmail.com

Individual & Family Open Enrollment Data & HIPAA Authorization
To Whom It May Concern:

This letter shall serve as legal notice and authorization under HIPPA regulations for you to release any and all information regarding my account(s) with your company to Gregory M. Visconti CFP and/or; Visconti & Associates of P.O. Box 6158 Hoboken NJ 07030.  I hereby also grant authority for him to complete, forward or request information, documentation and/or any forms necessary for him to procure coverage, file or appeal a claim or conduct any inquiry regarding my insurance on my behalf. This authorization shall remain in effect until or unless otherwise stated in writing. All information will be kept confidential and used only by Visconti & Associates.
Insured Signature: _____________________________   Spouse Signature: __________________________ Date: _____________

2020 Adjusted Gross Income: $_______________               2021 Adjusted Gross Income  Estimate:_______________________________   
Home Address: __________________________________________________________________________________________________  
Phone: (______)  __________-____________                          Email: _____________________@ _______________________________
	Last, First Name, M.I.
	Sex
	Birth Date
	Social SS #
	Annual Utilization
	Primary Care Physician
	Specialist   Physician

	*If waiving coverage, indicate below
	 
	 
	 
	Review
	
	

	Employee:
	 
	 
	 
	# of Dr Visits: 
	Name:
	Name:
	 

	 
	
	     /    /  
	       -     -   
	# of Rx :  
	City:
	City:
	 

	 
	 
	 
	 
	
	Phone:
	Phone:
	 

	Spouse:
	
	 
	 
	# of Dr Visits: 
	Name:
	Name:
	 

	 
	
	     /    /
	       -     -   
	# of Rx :  
	City:
	City:
	 

	 
	
	 
	 
	
	Phone:
	Phone:
	 

	Child:
	 
	 
	 
	# of Dr Visits: 
	Name:
	Name:
	 

	 
	 
	     /    /
	       -     -   
	# of Rx :  
	City:
	City:
	 

	 
	 
	 
	 
	
	Phone:
	Phone:
	 

	Child:
	 
	 
	 
	# of Dr Visits: 
	Name:
	Name:
	 

	 
	 
	     /    /
	       -     -   
	# of Rx :  
	City:
	City:
	 

	 
	 
	 
	 
	
	Phone:
	Phone:
	 

	Child:
	 
	 
	 
	# of Dr Visits: 
	Name:
	Name:
	 

	 
	 
	     /    /
	       -     -   
	# of Rx :  
	City:
	City:
	 

	 
	 
	 
	 
	
	Phone:
	Phone:
	 


· PLEASE COMPLETE THIS FORM AND RETURN VIA EMAIL TO: insure@gvisconti.com. 
· Open enrollment begins on November 1st for January 1st effective dates
