Instructions for Completing the Authorization to Disclose Health Information Form

If you have any questions, please feel free to call us at the customer service number on your member identification card.

Please read the following for help completing page one of the form.

@ CHECK THIS BOX IF YOU ARE
APPEALING A DENIED CLAIM, A DENIED
PREAUTHORIZATION, OR YOUR COST SHARE. [ @

] Check this box if you are appealing a denied claim, a denied preauthorization, or your cost share.

PART A: Member Information

This form is used to release your protected health information as required by federal and state privacy laws. Your authorization allows the

[Please Print]

Th'S SeCtIOI’] app“eS tO the membel’ WhO |S aSk'ng fOI’ 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

release Of h|S or hel’ InfOI’matIOH tO another peI’SOH or instructions). Revoking this authorization will not affect any action taken prior to receipt of your written request.

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

Member First Name, Middle Initial and Last Name: Member Identification Number
G (see identification card) o

O Print your first name, middle initial and last name.

Member Street Address: o City State Zip Code
© Write your Identification number - You will find this S S ——
number on your member identification card. 0 e
o Write your full street address, city, state, and zip code. o
| authorize to release my protected health information as described below.

e Write your date of birth. (Health Plan Name)
Part C. Recipient: (person or organization that will receive your information)
o Write your daytlme phone number (|nC|ud|ng area Code) The following individual or company has the riaht to receive my information (they must be 18 years of age or older).
Last Name "

First Name p\

PART B: Health Plan that will release your Company N (36713t

information Address ( \'@rz& Number

© Frint the name of your Health Plan that provides your PR W PR
health insurance coverage.

Part D. Description of the Information to be Released:

I allow the following information to be used or released by my health plan on my behalf (CHECK ONLY ONE BOX):

PART c: Recipient = Person Or Organizatlon that 9 [ Psychotherapy Notes. Federal law requires a separate authorization to use or release psychotherapy notes.

will receive your information OR o _ - _
'@ [ All My Information. This can include health, diagnosis (name of illness or condition), claims, doctors and other health care providers and
. certain financial information (such as premium billing and payment). This does not include sensitive information (see below) unless it is

0 Wntq the fuII name, address, telephone number and o:vwoved below.

relatlonShlp to you Of the person or Company that you 'm [J Only Limited Information may be released (check all boxes below that apply to you).

want us to give your information to. Please don’t use a O Appeal information O Eligibilty and enrollment

. « » « » . . [J Benefits and coverage [ Pre-certification and pre-authorization
general term like “my daughter” or “my son” as it will ) Premium il (for treatment approvals)
o mium billing and payment [ Referral
not be accepted. You need to be specific. 1) Diagnosis (e ofiness or conditon) 0 Ot -~
and procedure (treatment)

The IndIVIdual that you des'Qnate to receive your | also approve the release of the following types of sensitive information (check all boxes that apply to you):

Informatlon mUSt be 1 8 years or Older lf the InleIdual S ﬁEﬁg;o(gexua\/physical/mental) S ﬁﬁzﬁliltgsstmg E’\gzzttjaall\get?gr}:smitted iliness D Reproductive Health Care

|S an emanclpated mlnor’ Iegal documentatlon Of [ Alcohol/substance use disorder* [ Maternity [ Other:

@ * | understand that my alcohol/substance use records are protected under Federal and State confidentiality laws and regulations and

) cannot be disclosed without my written consent unless otherwise provided for in the laws and regulations. | also understand that | may

C revoke (or cancel) this approval at any time by providing written notice to my health plan, or as described below in Part F. | understand that
I

C

D

D

emancipation must be provided to your Health Plan
before your information will be released to the minor.

| cannot cancel this approval when this form has already been used to disclose information.

PLEASE KEEP A COPY OF THIS FORM AND THE INSTRUCTIONS FOR YOUR RECORDS 08161 (5/22)

PART D: Description of the Information to be
Released - This section tells us what information
you would like us to release: all or just some.

0 For only “psychotherapy notes” check the first box.

@ For “all of your information” check the second box.

0 For “only limited information” check the box(es) that
apply to you.

NOTE: For the release of sensitive
information (e.g. HIV/AIDs, drug and
alcohol, mental health, genetic testing),
you must check the box(es) that apply
to you.



Instructions for Completing the Authorization to Disclose Health Information Form

If you have any questions, please feel free to call us at the customer service number on your member identification card.

Please read the following for help completing page two of the form.

PART E: Purpose of this approval -
This section tells us the reason you’ve asked for
the release of your information.

@ Check the first box to let us know to give out this
information as shown on this form.

@ Check the second box for a specific reason.
An example might be to resolve an appeal.

Part F. Expiration date of this approval —
This section tells us when you want this
authorization to expire.

@ Check the first box if you want the authorization to
expire when you specifically write to us and revoke it.

@ Check the second box if you want the authorization
to expire on a specific date or event/condition (for
example, when my appeal is resolved) and fill in the
date, event or condition.

Part G. Approval

@ Sign and print your name and put the date on
the form. Your name and signature must match the
information in Part A.

Q If you are signing this form on behalf of another
person, or if you have Power of Attorney for health
care, or are a legal guardian/conservator you must
do the following:

You must complete the Personal Representative
Information section.

You must also provide us with a copy of the legal
document showing that you are considered the personal
representative of the member and include the document
with this form.

Examples of legal documents:

Part E. Purpose of this Approval

[0 To release information as described on this form
OR
[ For the following reason:

Part F. Expiration Date of this Approval

This authorization will expire (Check ONLY ONE box):
[J When | revoke this authorization*
OR

[0 Upon the following date, event or condition*:

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

Part G. Approval: (You OR your Personal Representative must sign and date this form

in order for it to be complete.)

| understand that this authorization for disclosure of health 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, | authorize the release of my protected health information

as described above.

(Signature of Member) I

(Print Name) ‘ (Date)

Personal Representative Information: A Personal Representative is a person who has the legal

authority to act on behalf of an individual. A copy of a Power of Attorney or other legal document

must be on file at the Health Plan or submitted with this form.

(Printed Name of Personal Representative) (Description of Representative’s Authority)
@ j

(Date) (Signature of Personal Representative) (Telephone Number)

Return the Completed Form to:

Member Correspondence

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

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.

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).

FERE: WUREIRIC, T LRI G S BIE S MBI SS . £LHi1-800-275-2583.

e General or Durable Power of Attorney. This document gives someone the legal power to act on your behalf and make health care decisions for you.

¢ Legal Guardianship. This is when the court appoints someone to care for another person.

e Gonservatorship. This happens when a judge appoints a responsible person to make decisions for someone who can’t make responsible decisions for

him/herself.

e Executor of estate or death certificate. This type of document would be used when the person who is being represented has died.

©L_—~
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[Please Print]

[ 1 check this box if you are appealing a denied claim, a denied preauthorization, or your cost share.

Authorization for Disclosure of Health Information

I 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.

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

Member First Name, Middle Initial and Last Name: Member Identification Number
I (see identification card)
I Member Street Address: City State Zip Code
I Member Date of Birth: Daytime Telephone Number (with area code)

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

I | authorize to release my protected health information as described below.
(Health Plan Name)

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

| The following individual or company has the right to receive my information (they must be 18 years of age or older).

First Name Last Name

I Company Name (if applicable)

I Address Telephone Number

Relationship to Member in Part A

| Part D. Description of the Information to be Released:

| allow the following information to be used or released by my health plan on my behalf (CHECK ONLY ONE BOX):

I [ Psychotherapy Notes. Federal law requires a separate authorization to use or release psychotherapy notes.
I OR
] All My Information. This can include health, diagnosis (name of illness or condition), claims, doctors and other health care providers and
I certain financial information (such as premium billing and payment). This does not include sensitive information (see below) unless it is
approved below.
| OR
(] Only Limited Information may be released (check all boxes below that apply to you).
I 1 Appeal information [ Eligibility and enrollment
[] Benefits and coverage [ Pre-certification and pre-authorization
| (for treatment approvals)
[ Premium billing and payment ] Referral
| [0 Claims and payment ] Pharmacy
[ Diagnosis (name of illness or condition) ] Other:
I and procedure (treatment)
| | also approve the release of the following types of sensitive information (check all boxes that apply to you):
] Abortion ] Genetic testing 1 Mental health O Reproductive Health Care
[ Abuse (sexual/physical/mental) 1 HIV or AIDS [ Sexually transmitted iliness

[ Alcohol/substance use disorder* 0 Maternity [] Other:

* | understand that my alcohol/substance use records are protected under Federal and State confidentiality laws and regulations and
cannot be disclosed without my written consent unless otherwise provided for in the laws and regulations. | also understand that | may
revoke (or cancel) this approval at any time by providing written notice to my health plan, or as described below in Part F. | understand that
| cannot cancel this approval when this form has already been used to disclose information.

VU NEeEnNne g
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Part E. Purpose of this Approval

[] To release information as described on this form
OR

[J For the following reason:

Part F. Expiration Date of this Approval

This authorization will expire (Check ONLY ONE box):
] When | revoke this authorization*
OR

[J Upon the following date, event or condition*:

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

Part G. Approval: (You OR your Personal Representative must sign and date this form

in order for it to be complete.)

| understand that this authorization for disclosure of health information is voluntary and is not a condition of enrollment 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, | authorize the release of my protected health information
as described above.

(Signature of Member)

(Print Name) (Date)

Personal Representative Information: A Personal Representative is a person who has the legal
authority to act on behalf of an individual. A copy of a Power of Attorney or other legal document
must be on file at the Health Plan or submitted with this form.

(Printed Name of Personal Representative) (Description of Representative’s Authority)

(Signature of Personal Representative) (Telephone Number)

Return the Completed Form to:

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

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.

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).

R AP, AT LSR5 2k iR S B SS . B 1-800-275-2583.



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: /£ &: nREY L, B AR RHENIES
WrBIAR %S . H 1-800-275-2583.

Korean: CHLIAIEL: S22 AIE6IAlE 22, A0
A& NMHIAE 222 0 Q)
1-800-275-2583 2 Z M3IotAAIL.

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

Gujarati: YUsil: % dR YAl detdl &, A [A:ges
UMl sl Al dHIRL HI2 Guded B,
1-800-275-2583 Sl $3.

Vietnamese: LUU Y: Néu ban n6i tiéng Viét, ching toi
sé cung cap dich vu ho trg ngdn nglr mién phi cho
ban. Hay goi 1-800-275-2583.

Russian: BHIMAHWE: Ecnu Bbl roBOpUTE NO-PYCCKY,
TO MoXeTe GecnnaTtHO BOCNONb30BaTbCA yCnyramu
nepesoga. 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:

A salll aclisel) hladd (48 (A yall A2l Chaatii ¢S 1)) 1dh eala
.1-800-275-2583 ad 1 Jucail | Jlaally &l 4l

French Creole: ATANSYON: Si w pale Kreyodl

Ayisyen, gen sévis &d pou lang ki disponib gratis pou
ou. Rele 1-800-275-2583.

Telugu: g deyg G asdY b Beord a3

2008, Q) FELH BeD PRI 290 EDSTLDIS
ow. 1-800-275-2583 (TTY: 711) s BSabod.

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: Si vous parlez frangais, 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: &a1e7 & If¢ 39 f@dr aterd g ar 3maes fav
HE H ST FETIT JaTU 3Tl g1 Pl
1-800-275-2583 |

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

Japanese: fii#% : REHEGENS HAGEDO HIL, ST VA
S A=A (R & ZFRIHWIZIZT £,
1-800-275-2583~FBEahH < 72 &\,
Persian (Farsi):
oo 4g den i ladd (€ o Cimaa a8 R taa g
1-800-275-2583 o e b 2l (e aa) i e (sl OISG1
28 il

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

Urdu:
S S s ean e g b G BN S0 A
S JS L0 Al Alaad (lae () e i
1-800-275-2583

Mon-Khmer, Cambodian: ﬁ;&i[ﬁgﬂmiimigﬂiﬂ%
wrsiigasunwmeanys-igi ymanigi 1n:
SSWIAM AN SNSE S I IANAHATNWHE
AniGT gieugIFnie 1-800-275-25837

Taglines as of 12/31/2022



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).

e Free language services to people whose
primary language is not English, such as:
qualified interpreters and information written in
other languages.

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.qov/ocr/portal/lobby.jsf 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.qov/ocr/office/file/index.html.

Taglines as of 12/31/2022
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