Authorization for Disclosure of Health Information [Please Print]

This form is used to release your protected health information as required by federal and state privacy laws. Your authorization allows the
Health Plan (your health insurance carrier or HMO) to release your protected health information to a person or organization that you choose.
You can revoke this authorization at any time by submitting a request in writing to the Health Plan (contact Member Services for further
instructions). Revoking this authorization will not affect any action taken prior to receipt of your written request.

Section A. Member Information: (individual whose information will be released)

Name: (First, Middle, Last, Title) Member ID Number: Date of Birth: (Month/Day/Year)

Address: (including zip code) Telephone Number: (including area code)

Section B. Health Plan: (organization that will release your information)

| authorize to release my protected health information as described below.
(Health Plan name on your ID card)

Section C. Recipient: (person or organization that will receive your information)

Person’s Name or Organization: Telephone Number: (including area code)

Address: (including zip code) Fax Number: (if available)

Section D. Description of the Information to be Released: (what type of information will be released)

Check ONLY ONE box:

1 Psychotherapy notes — Federal law requires a separate authorization to use or release psychotherapy notes.
If you check this box, you may not check another box below.

(] All information related to the provision of and payment for my health care benefits or services.*

1 Specific information as described on the line below:*

Examples: The claim related to my service on (date); Appeal information related to my claim on (date)

*NOTE: State law requires that you give specific permission to release the information below even if you checked a box above.
Indicate your permission for the Health Plan to release any of the following information by initialing all that apply.

Genetic Information (Initials) ~ HIV/AIDS (Initials)
Substance/Alcohol Abuse (Initials)  Mental/Behavioral Health (Initials)

Purpose of Release:

Examples: At my request; To resolve my appeal; To assist with my health insurance services

Section E. Expiration: (when this authorization will end)**

This authorization will expire (Check ONLY ONE box):

] When | revoke this authorization*
O Upon the following date, event or condition*:

* The party identified in Section B must be notified in writing of the event/condition to cancel or revoke this authorization.

Section F. Approval: (You OR your Personal Representative must sign and date this form in order for it to be complete.)

| understand that this authorization to release information is voluntary and is not a condition of enroliment in this Health Plan, eligibility for
benefits, or payment of claims. | also understand that if the person or organization | authorize to receive the information described above is
not subject to federal health information privacy laws, they may further release the protected health information and it may no longer be
protected by federal privacy laws.

Member Signature: By signing below, | | Personal Representative Information: A Personal Representative is a person who
authorize the release of my protected health has the legal authority to act on behalf of an individual. A copy of a Power of Attorney or
information as described above. other legal document must be on file at the Health Plan or submitted with this form.
(Print Name) (Printed Name of Personal Representative) (Description of Representative’s Authority)
(Signature of Member) ( )
(Date) (Signature of Personal Representative) (Telephone Number)
(Date)
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Instructions - Authorization for Disclosure of Health Information

This form is used for you or your Personal Representative to authorize the Health Plan to release your protected health
information to another person or organization at your request.

“Protected health information,” means individually identifiable health information. It is information about you, including your name,
address and medical information and may relate to your past, present or future physical or mental health or condition. The
Health Plan maintains information that may include eligibility, benefits, claims or payment information.

Section A. Member Information: (individual whose information will be released)

Print your complete name, member ID number, address, date-of-birth and telephone number.

Important: Provide the Member ID Number located on the front of your Health Plan identification card. Be sure to include
any letters in front of the identification number.

Section B. Health Plan: (organization that will release your information)

The Health Plan is your insurance carrier or HMO that maintains information about you. Print the name of your Health Plan on the
line provided.

Section C. Recipient: (person or organization that will receive your information)

The recipient is a person or organization that you choose to receive your protected health information from the Health Plan. You
must provide all of the contact information in order for the information to be released.

e |dentify the person, family member or organization to receive your information.
¢ Provide the contact information about the person, family member or organization to receive your information.

Section D. Description of the Information to be Released: (what type of information will be released)

You must indicate or describe the information to be released. Check ONLY ONE box that best describes your request.
There are three choices. The first choice is Psychotherapy Notes. The second choice is All Information. The third choice is
Specific Information that you must describe on the line provided. CHECK ONLY ONE BOX.

If this authorization is to release psychotherapy notes, the Health Plan cannot release any other information unless
you complete another Authorization to Release Information form.

o Psychotherapy Notes are notes recorded by a mental health professional documenting or analyzing the contents of a
conversation during a private counseling session or a group, joint, or family counseling session. These notes are
separated from the rest of the individual’s medical record. Psychotherapy notes cannot be combined with an
authorization to release any other type of information.

o All Information. If you check this box, the Health Plan may release all information related to the provision of a payment
for your health care benefits or services. If someone is directly involved in coordinating your health care or benefits, you
may want them to have access to all of your information.

o Specific Information. By checking this box, you indicate that you want only specific information to be released. Describe
the specific information on the line provided.

Purpose of Release. Provide a brief description of the reason you want this information released. The statement, “At my
request” is sufficient.

IMPORTANT: State law requires that you give specific permission to release certain health information. Your initials are
required on each line in order for the Health Plan to release information for HIV/AIDS, Substance/Alcohol Abuse, Genetic
information or Mental/Behavioral Health information.

Section E. Expiration: (when this authorization will end)

Print either an expiration date OR event, but not both. If an expiration event is used, the event must relate to the purpose of the
release of information being authorized.

Section F. Approval: (You OR your Personal Representative must sign and date this form in order for it to be complete.)

Member Signature. Personal Representative Information. If you are the Personal Representative, the
If you are the individual whose member’s signature is not required. However, you must provide the requested information,
information will be released, you must | signature and date. A copy of the legal authority, such as a Power of Attorney or other legal
sign and date in this section. document, must be on file at the Health Plan or be submitted with this form.
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Authorization for Disclosure of Health Information

The enclosed Authorization form is required in order to allow your Health Plan to release protected health information to another
person or organization. Please review and complete the form. A number of important points are highlighted here. For more
detailed instructions please refer to the instructions on the back of the Authorization Form. If you have any questions, please
contact the Member Services department at the number listed on the back of your member identification card.

Each section of the form must be completed; missing information will result in delays in processing the authorization.

Q
Q

D N N N

Include your Member Identification Number.

List in the “Recipient” section the name of the person or organization to whom you are authorizing your Health
Plan to release information. Be sure to include the recipient’s contact information such as telephone number,
fax number or address.

Review the “Description of the Information to be Released” section before completing.

You should only check one of the three boxes listed.

If you select the “Psychotherapy Notes” box, you cannot check any other box.

If someone routinely assists you with your health care, for example, husband, wife, son or daughter, you may
want to give that person access to all your information. To do this check the second box in this section and initial
any/all applicable areas in the “Notes” section.

Check the “Specific Information” box if an individual is assisting you in resolving a particular issue such as an
appeal, list the specific information on the line below the box and initial any/all applicable areas in the “Notes”
section.

A “Purpose of Release” should also be noted.

An “Expiration” must be listed. You can allow the authorization to remain in effect until you revoke it in writing.
You may also indicate that the authorization will expire on a specific date or at the conclusion of an event, such
as an appeal.

You or your Personal Representative must sign the authorization. Only one signature is required. If a Personal
Representative signs the authorization, a copy of the legal documents showing they have authority to act on the
member’s behalf must be on file at the Health Plan or submitted with the authorization.

Return the completed authorization form to the following address:

Member Correspondence
P O Box 41890
Philadelphia, PA 19101-1890
Fax Number: 215-241-2042 or 1-888-457-3013 (Toll Free)
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Language Assistance Services

Spanish: ATENCION: Si habla espafiol, cuenta con
servicios de asistencia en idiomas disponibles

de forma gratuita para usted. Llame al
1-800-275-2583 (TTY: 711).

Chinese: ¥ &: WMRE#HA L, BALBR LHIIES
AR S . s 1-800-275-2583.

Korean: CHLHALE: St HE AIE0IAIl= &2, HN
XN& AMHIAE REEZ 0|80 Cl
1-800-275-2583 HO Z HM3IGHA Al 2.

Portuguese: ATENQAO: se vocé fala portugués,
encontram-se disponiveis servigos gratuitos de
assisténcia ao idioma. Ligue para 1-800-275-2583.

Gujarati: YUoll: %l dl Ix2Acl slledcl &, A [.9es
QUM USLA Al ML HIZ Gudoed B,
1-800-275-2583 S\CL 3.

Vietnamese: LUU Y: Néu ban n6i tiéng Viét, ching toi
sé& cung cap dich vu hd tro ngén ngt¥ mién phi cho
ban. Hay goi 1-800-275-2583.

Russian: BHUMAHWE: Ecnn Bbl roBopuTe NO-pyCcCKM,
TO MoXeTe 6ecnnaTHO BOCMONb30BaTbCA YCIyramm
nepesoja. Ten.: 1-800-275-2583.

Polish UWAGA: Jezeli méwisz po polsku, mozesz
skorzysta¢ z bezptatnej pomocy jezykowej. Zadzwon
pod numer 1-800-275-2583.

Italian: ATTENZIONE: Se lei parla italiano, sono
disponibili servizi di assistenza linguistica gratuiti.
Chiamare il numero 1-800-275-2583.

Arabic:

4 galll 3o Luddl ilaad (18 cdy yalf Aadl Goaat S Y (4ls gale
.1-800-275-2583 ad y Jualh  laally ll dalia

French Creole: ATANSYON: Si w pale Kreyol

Ayisyen, gen sévis &d pou lang ki disponib gratis pou
ou. Rele 1-800-275-2583.
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Tagalog: PAUNAWA: Kung nagsasalita ka ng
Tagalog, magagamit mo ang mga serbisyo na tulong
sa wika nang walang bayad. Tumawag sa
1-800-275-2583.

French: ATTENTION: Sivous parlez francais, des
services d'aide linguistique-vous sont proposés
gratuitement. Appelez le 1-800-275-2583.

Pennsylvania Dutch: BASS UFF: Wann du
Pennsylvania Deitsch schwetzscht, kannscht du Hilf
griege in dei eegni Schprooch unni as es dich ennich
eppes koschte zellt. Ruf die Nummer 1-800-275-2583.

Hindi: eare7 & afg 3mg B e § ar smues e
HET H A9 FIAT WaTC 3Ucte | Fiol FY
1-800-275-2583 |

German: ACHTUNG: Wenn Sie Deutsch sprechen,
kénnen Sie kostenlos sprachliche Unterstitzung
anfordern. Wahlen Sie 1-800-275-2583.

Japanese: % : HREENSNBAREOFHIT, SET VA
Z oA —E R (EBH) 2 IZRBWEETET,
1-800-275-2583 ~BErh < 72 3V,

Persian (Farsi):
Sy 4 dan i ladd € o Comia 8 &Y aa g
1-800-275-2583 o jleds L 23l (1« atl 5 L (ol » RLEE
A8 gl

Navajo: Dii baa aké ninizin: Dii saad bee yanilti’go
Diné Bizaad, saad bee aka’anida’awo’d¢¢’, t’aa jiik’eh.
Hoédiilnih koji” 1-800-275-2583.

Urdu:

R L S ' BT TY g PO R JPC R B R L PPN
S IS s Slead O slae L3 e e

.1-800-275-2583

Mon-Khmer, Cambodian: iyt g mﬁmigﬂhﬁ
{waisifun Sunwmany8-igi ymanigi 1s:
Hgwigaman SunS g St AKALNWwHna
Ankya greunteitnue 1-800-275-258317
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Discrimination is Against the Law

This Plan complies with applicable Federal civil rights
laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex. This Plan
does not exclude people or treat them differently
because of race, color, national origin, age, disability,
or sex.

This Plan provides:

e Free aids and services to people with disabilities
to communicate effectively with us, such as:
qualified sign language interpreters, and written
information in other formats (large print, audio,
accessible electronic formats, other formats).

¢ Free language services to people whose
primary language is not English, such as:
qualified interpreters and information written in
other languages.
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If you need these services, contact our Civil Rights
Coordinator. If you believe that This Plan has failed
to provide these services or discriminated in another
way on the basis of race, color, national origin, age,
disability, or sex, you can file a grievance with our Civil
Rights Coordinator. You can file a grievance in the
following ways: In person or by mail: ATTN: Civil
Rights Coordinator, 1901 Market Street,
Philadelphia, PA 19103, By phone: 1-888-377-
3933 (TTY: 711) By fax: 215-761-0245, By email:
civilrightscoordinator@1901market.com. If you need
help filing a grievance, our Civil Rights Coordinator is
available to help you.

You can also file a civil rights complaint with the U.S.
Department of Health and Human Services, Office for
Civil Rights electronically through the Office for Civil
Rights Complaint Portal, available at

https://ocrportal hhs.gov/ocr/portal/iobby.isf or by mail
or phone at: U.S. Department of Health and Human
Services, 200 Independence Avenue SW., Room
509F, HHH Building, Washington, DC 20201, 1-800-
368-1019, 800-537-7697 (TDD). Complaint forms are
available at

http://www. hhs. gov/ocr/officeffile/index. htm.
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