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Consent to Disclose 
Personal/Medical Information 

Instructions for Completing the Consent to Disclose
Personal/Medical Information Form

•	In order to publicize any specific information regarding an individual’s personal or medical information, this form must be completed 
by the benefit recipient or his/her legal guardian or power of attorney. 

•	Section 1 should be completed by the BetterLife contact. Sections 2 and 3 must ONLY be completed by the benefit recipient (or the 
signer in legal guardian or power of attorney situations).

•	If the signer is not the benefit recipient, or the recipient’s parent if the recipient is under 18 years of age, appropriate documentation 
for legal guardianship/power of attorney must be provided.

•	Any information that is not explicitly stated on this form will not be included on promotional materials.	   
For example: checking the “Medical Condition” box will only allow us to state that the individual has a medical condition. However, 
if the blank next to medical condition or the blanks below are filled out with a specific condition or specific information about 
treatments, we could then include that information as well. 

•	If there is more than one benefit recipient, each recipient may complete his/her own consent form individually.

•	This form must be completed as indicated above and submitted to the Home Office in order to receive promotional materials for 
the fundraising event.



This form must be completed, signed by the recipient (or his/her legal guardian or power of attorney), and submitted to the Home 
Office in order to publicize any individual’s personal or medical information.

SECTION 1: EVENT & BETTERLIFE CONTACT INFORMATION (completed by BetterLife contact)

Name of Fundraiser/Event 			     Event Date 		
Address 	   City 	   State 	   Zip 	
Branch/Lodge Number 	   Contact 			 

Email 	   Phone 			 

SECTION 2: RELEASE OF PERSONAL INFORMATION (must be completed by benefit recipient)
I give BetterLife permission to use the information contained below about my personal, financial, and/or medical situation. I understand 
and agree that this information may be used for the purposes of planning, conducting, advertising, and communicating the results of 
the event held on my behalf. This information may be publicly disclosed and published in any medium including the organization’s 
website or social media site.

❑ Name of Recipient(s) 										       
❑ Personal/Financial Situation 									        	
❑ Medical Condition 										       
❑ Photograph(s)
❑ Other 										       

Do you have health/homeowners insurance that covers 100% of medical expenses or damage incurred from this adversity?
❑ Yes   ❑ No

Please describe the information that you consent to be used publicly. For example, you may summarize your current situation explaining 
your medical condition, treatment, monetary hardship, or any other pertinent information you feel is appropriate. (Attach and sign an 
additional page if necessary.)
										       
										       
										       
										       

SECTION 3: AUTHORIZATION (entire section must be completed by benefit recipient)

Printed Name of Benefit Recipient 									      

Name of Signer 				      Phone Number 						   

Address 	   City 	   State 	   Zip 	

Your Relationship to Recipient (if signer is not the recipient) 				                           

					     	 				   	
Signature of Recipient (or Legal Guardian/Power of Attorney for Recipient)*		  Date

*If the signer is someone other than the recipient (or the recipient’s parent if under 18 years of age) appropriate documentation for legal 
guardianship/power of attorney may be provided.

Home Office: P.O. Box 1527, Madison, WI 53701‒1527 • (608) 833‒1936 or (800) 779‒1936 • Fax (608) 833‒8718 • memberengagement@betterlifeins.com • www.betterlifeins.com
Form 0814  Rev. 01-21

Consent to Disclose 
Personal/Medical Information 


