S Authorization for
AmeriHealth Caritas Sharing Health Information

Ohio Please print clearly in blue or black ink.

This form is used to share your protected health information (“PHI”) where your authorization is required by federal
and state privacy laws. Your authorization allows AmeriHealth Caritas Ohio to share your PHI with the person(s) or
organization(s) that you choose. You can also choose to allow the person(s) or organization(s) to share your PHI
with AmeriHealth Caritas Ohio. You can cancel this authorization at any time by contacting AmeriHealth Caritas
Ohio. Call Member Services at 1-833-764-7700 (TTY 1-833-889-6446) for more information.

Part A. Member information (person whose PHI will be shared)

Member first name: Middle initial:
Last name: ‘ Member ID (see ID card):

Member street address:

City: ‘ State: ‘ ZIP code:
Member date of birth: Daytime phone number (with area code):

Member email address :

Part B. Recipient (person or organization that will receive your PHI)

The following person or organization has the right to receive my PHI:

Do you want the following person or organization to also share your PHI with us? [0 Yes [ No

First name: Last name:

Organization name (if applicable):

Address:

City: State: ZIP code:
Phone number (with area code):

Relationship to member in Part A:

Recipient email address:

Part C. Description of the PHI to be shared

Tell us what types of PHI can be shared. You can check as many boxes as you want. At least one box must be
checked. Note: Some sharing of PHI without your authorization is permitted by state and federal law.

[0 Non-sensitive condition records. All PHI related to my health and the provision of and payment for my
health care benefits and services, except for sensitive conditions as set forth below.
Note: Federal law requires a separate authorization to share psychotherapy notes.

O Sensitive condition records. Some laws allow you to give specific permission to share sensitive PHI.
Please check the boxes below for sensitive PHI that is OK to share. By checking these boxes, you give
permission for all your records containing that type of PHI to be shared. If you only want to authorize
sharing of a subset of records, such as records about only one diagnosis, fill out the “Only limited
information” section on Page 2.

O Genetic information 0 Sexually transmitted disease
O HIV/AIDS 0 Abortion and family planning
O Substance or alcohol use 0 Communicable diseases

O Mental/behavioral health
(including inpatient treatment)
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Authorization for Sharing Health Information .%

Part C. Description of the PHI to be shared (continued)

O Only limited information. In the box below, describe the PHI you want shared. Examples:
» The claim related to my service on [date]
 Appeal information related to my claim on [date]

Please describe the information you want shared:

Part D. Purpose of this authorization

This authorization is valid for sharing of PHI for the following purposes. (Please check one or both boxes.)
O To help diagnose, treat, manage, and/or pay for my health needs

OR

0 For the following reason:

This authorization shall be invalid if used for any purpose other than the purpose(s) stated above.

Part E. Expiration date of this authorization
This authorization will expire: Please check only one box.

O I want the authorization to expire one (1) year after my coverage with AmeriHealth Caritas Ohio ends.
(See information below.)*

OR
O Upon the following date, event, or condition:*

* AmeriHealth Caritas Ohio must be notified of the event/condition to cancel this authorization. In North
Carolina and New Jersey, this authorization automatically expires one year after the date it was signed, unless
you choose an earlier date. In New Hampshire, the authorization automatically expires two years after the
date it was signed, unless you choose an earlier date. In Louisiana, if you are requesting the sharing of genetic
information, the authorization expires 60 days after the date it was signed, unless you choose an earlier date.
In the District of Columbia, if you are requesting the sharing of mental health information, the authorization
automatically expires one year after the date it was signed, unless you choose an earlier date.

Part F. Approval: You OR your personal representative must sign and date this form

in order for it to be processed.

| understand that this authorization for sharing my PHI is voluntary and is not a condition of enrollment

in AmeriHealth Caritas Ohio, eligibility for benefits, or payment of claims. | understand that | may cancel

this authorization at any time by submitting a request to AmeriHealth Caritas Ohio, and that canceling this
authorization will not affect any action taken pursuant to the authorization prior to my request to cancel. | also
understand that if | cancel this authorization, | should separately notify the individual(s) or organization(s) listed
in Part B if | wish for those individual(s) or organization(s) to no longer share my PHI. | also understand that

if the person or organization | authorize to receive my PHI described above is not subject to federal or state
health information privacy laws, they may further share my PHI and it may no longer be protected by federal or
state privacy laws. | also understand that | or my personal representative have a right to receive a copy of this
form and to review my PHI that may be shared because of this authorization.
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Member signature: By signing below, | authorize the sharing of my PHI as described above.
Signature of member: Date:

Personal representative information: By signing below, | authorize the sharing of PHI about the
member listed above. (A personal representative is a person who has the legal authority to make
health care decisions on the member’s behalf. A copy of a power of attorney or other legal health
care documents must be on file at AmeriHealth Caritas Ohio or submitted with this form.)

Printed name of personal representative:

Address of representative:

Description of personal representative’s authority:

Signature of personal representative:

Date: ‘ Phone number:

Return the completed form to: Consent Processing Center, P.O. Box 7092, London, KY 40742-7092
Fax number: 1-833-214-2242 (toll-free)

Addendum to Authorization for Sharing Health Information

Verbal consent

We, the undersigned, attest that the member listed in Part A above is physically unable to sign this
authorization. Verbal consent does not replace the need for documentation showing that another person
is the member’s personal representative, and cannot replace this documentation simply because it is
inconvenient for the member to sign.

Reason the member is unable to sign:

The signatures below indicate:
» The information on this form was communicated to the member.
» The member indicated their understanding of the information in this authorization.
« The member freely gave their consent.

Method of communication to member:
O Phone

1 In person
0 Other (explain):

Witness printed name: Witness printed name:
Witness signature: Witness signature:
Date: Date:

ACOH_243416959-1
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AmeriHealth Caritas
Ohio

Notice of Non-Discrimination

AmeriHealth Caritas Ohio complies with applicable federal civil rights laws and does not discriminate based on race, color,
religion, gender, gender identity, sexual orientation, age, disability, national origin, military status, veteran status, ancestry,
genetic information, health status, or need for health services in the receipt of health services. AmeriHealth Caritas Ohio does not
exclude people or treat them differently because of race, color, religion, gender, gender identity, sexual orientation, age, disability,
national origin, military status, veteran status, ancestry, genetic information, health status, or need for health services in the
receipt of health services.

AmeriHealth Caritas Ohio provides free aids and services to people with disabilities to communicate effectively with us, such as:

* Qualified sign language interpreters
* Written information in other formats (large print, audio, accessible electronic formats, other formats)

AmeriHealth Caritas Ohio provides free language services to people whose primary language is not English, such as:

* Qualified interpreters
* Information written in other languages
If you need these services, contact Member Services at 1-833-764-7700 (TTY 1-833-889-6446).
If you believe that AmeriHealth Caritas Ohio has failed to provide these services or discriminated in another way based on race,

color, religion, gender, gender identity, sexual orientation, age, disability, national origin, military status, veteran status, ancestry,
genetic information, health status, or need for health services in the receipt of health services, you can file a grievance with:

e AmeriHealth Caritas Ohio Grievances
PO.Box7133
London, KY 40742

* You can also file a grievance by phone at 1-833-764-7700 (TTY 1-833-889-6446).

If you need help filing a grievance, AmeriHealth Caritas Ohio Member Services is available to help you. You can contact
Member Services 24 hours a day, seven days a week, at 1-833-764-7700 (TTY 1-833-889-6446).

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/lobby.jsf

* Bymail at:
U.S. Department of Health and Human Services
200 Independence Avenue SW, Room 509F, HHH Building of the personal information of ts plan

Washington, DC 20201 .
members. Read more on our privacy
* By phone at 1-800-368-1019 (TDD: 1-800-537-7697) practices at www.amerihealthcaritasoh.

Complaint forms are available at www.hhs.gov/ocr/office/file/index.html. com/privacy-notice.aspx

AmeriHealth Caritas Ohio is committed
to maintaining the privacy and security
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Multi-language interpreter services

English:

ATTENTION: If you do not speak English, language
assistance services, free of charge, are available
to you. Call 1-833-764-7700 (TTY 1-833-889-6446).

If you have any problem reading or understanding
this or any other AmeriHealth Caritas Ohio
information, please contact Member Services at
1-833-764-7700 (TTY 1-833-889-6446) for help at no
cost to you. We can explain this information in
English orin your primary language. The information
in other languages is at no cost to you. You can also
get this information for free in other formats, such
as large print, braille, or audio.

Spanish:

ATENCION: Si habla espafiol, tiene a su disposicién
servicios de asistencia lingiiistica sin cargo. Llame
al 1-833-764-7700 (TTY 1-833-889-6446).

Si tiene algln problema para leer o comprender
esta o cualquier otra informacion de AmeriHealth
Caritas Ohio, comuniquese con Servicios al Miembro
al 1-833-764-7700 (TTY 1-833-889-6446) para recibir
ayuda sin costo alguno para usted. Podemos
explicarle esta informacién en inglés o en su

idioma principal. La informacidn en otros idiomas
no tiene costo para usted. Ademas, puede obtener
esta informacion sin cargo en otros formatos,

como impresion en letra grande, braille o audio.

Ukrainian:

YBATA: AKWWo0 BM roBOpUTE YKPATHCHKO MOBOIO,
BM Ma€ETe NpaBo Ha 6e3KOLWTOBHI MOBHI nocnyru.
TenedoHywTe 3a Homepom 1-833-764-7700

(TTY 1-833-889-6446).

AKW0 BaM BaXKo npoynTati abo 3po3ymitu Lo abo
iHWy iHdopMmauito, HagaHy AmeriHealth Caritas Ohio,
OyAb nacka 3B’AXiTbCA 3i cnyx60t0 NiATPUMKM Ta
06cnyroByBaHHA KNieHTIB 32 HOMepom 1-833-764-7700
(TTY 1-833-889-6446), 1106 OTpMMaTH GE3KOLITOBHY
aonomory. Mu moxemo NoACHUTK Lo iHdhopmauito
aHrincbKo abo Ballo pigHo MoBoto. IHhopmalis
iHWKXMM MOBaMM HalaETbCA BaM 6€3KOWTOBHO. Bu
TAKOX MOETe OTpUMaTK Lo iHopmaito 6e3KOLTOBHO
B iHWKX popmartax, Hanpuknag, BeJUKUm WpudTom,
wpudTtom bpainsa, abo y Burnagi ayaio.
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Haitian French Creole:

ATANSYON: Si w pale kreyol ayisyen, genyen sévis
pou ede w nan lang pa w ki disponib gratis pou ou.
Rele nan 1-833-764-7700 (TTY 1-833-889-6446).

Siw gen |ot difikilte pou li oswa pou konprann
enfomasyon sa yo oswa nenpot lot enfomasyon ki soti
nan AmeriHealth Caritas Ohio, tanpri rele ekip sévis
pou manm yo nan 1-833-764-7700 (TTY 1-833-889-6446)
pou jwenn éd san sa pa koute w anyen. Nou ka
esplike enfomasyon sa yo ann anglé oswa nan lang
manman w. Ou ka jwenn enfomasyon sa yo nan ot
lang san sa pa koute w anyen. Epitou, ou ka jwenn
enfomasyon sa yo gratis nan |6t foma, tankou gwo
karakte, karakté bray oswa foma odyo.

Nepali/Nepalese (Nepal):
HITET FedNT HaTgE (+:X[eh AT U 7o |
1-833-764-7700 (TTY 1-833-889-6446) W1 %1 Terd |

gfe quigens it ar AmeriHealth Caritas Ohio @t 31 3+ ufd
S U a1 T ot U THE g7 9 U JUTEATS et
9 Y[eeh e T Heden AT Tgeg arens 1-833-764-7700
(TTY 1-833-889-6446) T §¥id TeIg | gHIel IH SRS
3TSH a1 qUTEeR! FTIfHes I quid T §aST | SR
HITEEHT [:Y[eeh ST §© | ARl IT SR 3T TEUGEHT
fA:31e v T T, S o g o, 3 ar st |

Arabic:
Ulae @l 4 salll sae sl iladd 8 55 ey jall Canati Cui€ 1) wd g
(TTY 1-833-889-6446) 1-833-764-7700 »i ) Juail
Claslaa g1 5l Cila slaall 038 agd 5l 3e) 3 8 Al (5l el S 1))
@lesss Juai¥) o 8 AmeriHealth Caritas Ohio oe Al
(TTY 1-833-889-6446) 1-833-764-7700 a3 ) o slacy)
il slaall 238~ il LSy ehile 4813 (6 () g Baclusal) e J guaall
1 Oy s AY) Al e sheall dp )l lialy ol 4y jalasy) Aallly
AT ay Ulae cila sladdl o3 e J peand) eliSay LS elile 43K5
A g Aremy o ol 48y 5kay i 6 S de pilae Jia
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Multi-language interpreter services

Russian:

BHUMAHWE: ecnn Bbl roBOpUTE NO-PYCCKU, B Ballem
pacnopseHun becnnaTHble yCayru nepeBoadnKa.
NMo3BoHuTe no Tes. 1-833-764-7700 (TTY 1-833-889-6446).

Ecnuny Bac BO3HMKAM Npo6iembl C YTEHUEM WAV
NOHMMaHWEM 3TOM UK N60oN MHON MHOoPMaL KK
06 AmeriHealth Caritas Ohio, Bbl moxeTe 6ecniaTHo
06paTUTbCA 3a MOMOLLbIO B OTAEN 0O6CNYKMBAHUA
Y4aCTHMKOB No Ten. 1-833-764-7700 (TTY 1-833-889-6446).
Mbl 06BSICHUM BaM 3Ty nHGopmauuto nMbo no-
aHTMUNCKN, NM6O Ha BalleM POAHOM A3bIKe.
NHdbopmauma Ha apyrux a3blkax NpeaocTaBNAeTCs
Bam 6ecnnaTHo. Takke faHHy MHhOPMALMI0 MOXKHO
6ecnnaTHO NONYYmnTh B APYrnX popmarax, Hanpumep,
KpYynHbIM WpudTOM, WpudTom bpannsa nnm B
ayanodopmare.

Somali:

FIIRO GAAR AH: Haddii aad ku hadasho af-Soomaali,
adeegyada caawimaada lugadda oo bilaash ah, ayaa
diyaar kuu ah. Wac 1-833-764-7700 (TTY 1-833-889-6446).

Haddii aad wax dhibaato ah ku gabto akhrinta

ama fahmitaanka tan ama macluumaadka kale ee
AmeriHealth Caritas Ohio, fadlan kala xiriir Adeegyada
Xubinta 1-833-764-7700 (TTY 1-833-889-6446) si aad u
hesho caawimaad aan wax kharash ah kugu fadhiyin.
Waxaan ku sharxi karnaa macluumaadkan Af-Ingiriis
ama afkaaga hooyo. Macluumaadka lugadaha

kale ku goran wax kharash ah kuguma fadhiyaan.
Waxad sidoo kale macluumaadkan ku heli kartaa
gaabab kale oo bilaash ah, sida far waaweyn, farta
indhoolaha, ama magal.

French:

ATTENTION : Si vous parlez francais, des services
d’aide linguistique sont mis a votre disposition
gratuitement. Appelez-nous au 1-833-764-7700
(TTY 1-833-889-6446).

Sivous avez du mal a lire ou que vous ne
compreniez pas ce message ou d’autres
informations fournies par AmeriHealth Caritas Ohio,
veuillez contacter ’équipe de service aux adhérents
au 1-833-764-7700 (TTY 1-833-889-6446) pour recevoir
une aide gratuitement. Nous vous expliquerons

ces informations en anglais ou dans votre langue
maternelle. Vous pouvez recevoir ces informations
gratuitement dans d’autres langues. Vous pouvez
également obtenir ces informations gratuitement
dans d’autres formats, notamment en gros
caractéres, en braille ou sur format audio.

www.amerihealthcaritasoh.com
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Kinyarwanda (Burundi):

MENYA NEZA: Nimba uvuga lkirundi (Burundi), ama
seruvise afasha mu vy’indimi, atangwa ku buntu,
arahari ku bwanyu. Hamagara kuri 1-833-764-7700
(TTY 1-833-889-6446).

Nimba hariho ingorane iyo ariyo yose ituma
utoroherwa gusoma canke gutahura ibi canke
amakuru ayo ariyo yose ya AmeriHealth Caritas Ohio,
usabwe kwitura Member Services (Igisata Citaho
Abanywanyi) uciye kuri nomero 1-833-764-7700

(TTY 1-833-889-6446) kugira uronke ubufasha ku buntu.
Turashobora kugusigurira aya makuru mu Congereza
canke mu rurimi rwawe kavukire. Ayo makuru atanzwe
mu zindi ndimi nta mahera uyatangira. Urashobora
kandi kuronka aya makuru ku buntu mu bundi buryo,
nko mu nyandiko nini, mu nyandiko zikoreshwa
n’impumyi, canke mu buryo bw’amajwi.

Swahili:

TAHADHARI: Ikiwa unazungumza Kiswabhili, utapokea
huduma za usaidizi wa lugha, bila malipo. Piga simu
kupitia 1-833-764-7700 (TTY 1-833-889-6446).

Ikiwa una tatizo lolote la kusoma au kuelewa taarifa
hii au nyingine yoyote ya AmeriHealth Caritas Ohio,
tafadhali wasiliana na Huduma za Wanachama
kupitia 1-833-764-7700 (TTY 1-833-889-6446) ili upate
msaada bila gharama yoyote. Tunaweza kukueleza
habari hii kwa Kiingereza au katika lugha yako

ya msingi. Taarifa katika lugha zingine haitakuwa
na gharama kwako. Pia unaweza kupata taarifa

hii bila malipo katika miundo mingine kama vile,
maandishi makubwa, breli, au sauti.

Uzbek (Uzbekistan):

DIQQAT: Agar siz o‘zbek tilini bilsangiz, til bo‘yicha
yordam xizmati siz uchun bepul. 1-833-764-7700
(TTY 1-833-889-6446) ragamiga qo‘ng’iroq giling.

Agar sizda ushbu ma’lumotni yoki boshqga
AmeriHealth Caritas Ohio ma’lumotlarini o‘qgish yoki
tushunishda muammo bo‘lsa, iltimos, bepul yordam
olish uchun 1-833-764-7700 (TTY 1-833-889-6446)
ragami orgali Xizmat ko‘rsatish bo‘limi bilan
bog‘laning. Biz bu ma’lumotni ingliz tilida yoki

ona tilingizda tushuntirishimiz mumkin. Mazkur
ma‘lumotlar boshqa tillarda ham siz uchun bepul
taqdim etiladi. Shuningdek, siz ushbu ma’lumotni
katta hajmda, brayl alifbosida yoki audio kabi
boshga formatlarda bepul olishingiz mumkin.
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Pashtu (Afghanistan):

ol gladd by g e j0 3 (253 Qo 4] siinag liaS A g
(TTY 1-833-889-6446) 1-833-764-7700 52 .52 25> 30 5 4
L2 S ) AT (5 el

> AmeriHealth Caritas Ohio 2 a8 b sileslaa g3 3 ulias
4 5 S5 Slee (s A IS (S sl g b sl gl gllaslaa 5568
1-833-764-7700 430y 5 5iadx 5 )& 3ol A e 35l
4 93 (S st aS ) o yed (TTY 1-833-889-6446)
@)ﬁﬁaw\jaujlu \aé@j@fgwm@éqj‘f&\
JsSon i Gl 5 S 0 a8 ol Slaslan (S 00§ g 584y 5 S

0 5054y Claglea 1o Jso L ys 4y (ol (S ol a3 laes (558
D b edi il e 4T (s S ALY S e (S sigie 8

Turkish:

DIKKAT: Tiirkce konusuyorsaniz, sizin icin iicretsiz
dil yardim hizmetleri mevcuttur. 1-833-764-7700
(TTY 1-833-889-6446) numarali telefonu arayin.

Bu notu veya baska herhangi bir AmeriHealth
Caritas Ohio bilgi notunu okumada veya anlamada
sorun yasarsaniz lutfen licretsiz yardim igin
1-833-764-7700 (TTY 1-833-889-6446) no lu
telefondan Uyelik Hizmetleri ile iletisime gecin.

Bu bilgileri size ingilizce veya ana dilinizde
aciklayabiliriz. Diger dillerde size verilecek bilgiler
icin licret talep edilmez. Bu bilgileri, bilyiik baski,
Braille alfabesi veya audio gibi diger formatlarda
da licretsiz olarak alabilirsiniz.

Dari (Afghanistan):
4 Pl e lie cilend i je K a1 Gl 4y Q) aa
1-833-764-7700 Jai b .2 sde 4l ) L 4y J8G1 ) &y gomn
2 ed et 40 (TTY 1-833-889-6446)
) il e sban S 1 allas Gl S 2 L il A 2 R
ably )3 (sl Lkl ey s Ui AmeriHealth Caritas Ohio
1-833-764-7700 e 4 Liac) cilaaa Ly G841 5 S8
| ilasbae ol i) sine La 2 98 (s 43 (TTY 1-833-889-6446)
Ohad 43 il slaa asa praa i Lad el glad 43 by (a1 ol 4y
il e (lined 3 e gl ) Lad g 8G1) &y gem 4o ilas sl
Gl aiile ila sla e i 8L G gea 4n ) e lae
A€ il 50 (Fgea by e a8
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Vietnamese:

CHU Y: Néu quy vi néi Tiéng Viét, chiing t6i ¢6 san dich
vu ho trg ngon ngtr mién phi danh cho quy vi. Hay goi
1-833-764-7700 (TTY 1-833-889-6446).

Néu quy vi gap kho khan trong qua trinh doc hoac
hi€u théng tin nay hoac bat ky thong tin nao khac cda
AmeriHealth Caritas Ohio, vui long lién hé Ban Dich Vu
Khach Hang theo s6 1-833-764-7700 (TTY 1-833-889-6446)
dé dugc hé trg mién phi. Ching t6i c6 thé giai thich
thong tin nay bang Tiéng Anh hoac bang ngén ngr
me dé clia quy vi. Thong tin & ngdn ng(t khac duagc
cung cap mién phi cho quy vi. Quy vi cling c6 thé nhan
théng tin nay mién phi & cac dinh dang khac, chang han
nhu dinh dang chit in khé 16n, chit néi hodc am thanh.
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