Authorization for Sharing L
Health Information AmeriHealth Caritas

[Please print] Florida

This form is used to share your protected health information (PHI) where required by federal and state privacy
laws. Your authorization allows AmeriHealth Caritas Florida 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 Florida. You can cancel this authorization at any time by submitting a request to AmeriHealth Caritas
Florida. Contact Member Services at 1-855-355-9800 (TTY 1-855-358-5856) for further instructions.

Part A. Member Information: (individual whose PHI will be shared)

Member First Name: Middle Initial:
Last Name: Member D (see ID card):

Member Street Address:

City: State: ZIP code:

Member Date of Birth: Daytime Telephone Number (with area code):

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

The following individual or organization has the right to receive my PHI:
Do you want the following individual or organization to also share your PHI with us? OYes D No

First Name: Last Name:

Organization Name (if applicable):

Address:

City: State: ZIP code:

Telephone Number (with area code):

Relationship to Member in Part A:

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 selected.

Entire record. All PHI related to the provision of and payment for my health care benefits and services.
Federal law requires a separate authorization to share psychotherapy notes.

O Special records. Some laws require you to give specific permission to share certain PHI. Please check the
boxes below for 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 below.

Genetic information 0O Sexually transmitted disease
HIV/AIDS O Abortion and family planning
Substance or alcohol use 0 Communicable diseases
O Mental/behavioral health O Information you have asked
(including inpatient treatment) us to treat confidentially
O Only limited information. In the box below, describe the PHI you want shared. Examples:
e The claim related to my service on [date]. e Appeal information related to my claim on [date].

Please describe the information you want shared:
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Authorization for Sharing Health Information

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

O Forthe 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 one box).

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

O Upon the following date, event or condition*:

* AmeriHealth Caritas Florida 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 sixty days after the date it was signed, unless you choose an earlier
date. Inthe 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 complete.)

| understand that this authorization for sharing my PHI is voluntary and is not a condition of enrollment in
AmeriHealth Caritas Florida, eligibility for benefits, or payment of claims. | understand that | may cancel this
authorization at any time by submitting a request to AmeriHealth Caritas Florida, and that cancelling 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 above 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.

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 of the member as
described above. (A Personal Representative is a person who has the legal authority to act on behalf of an
individual, such as a parent of a minor. A copy of a Power of Attorney or other legal document must be on file
at AmeriHealth Caritas Florida or submitted with this form.)

Printed Name of Personal Representative:

Address of Representative:

Description of Personal Representative’s Authority:

Signature of Personal Representative)

Date: Telephone Number:

Return the Completed Form to: Consent Processing Center, P.0. Box 7092, London, KY 40742-7092

Fax Number: 1-833-214-2242 (Toll Free) 20of3



Authorization for Sharing Health Information

Addendum to Authorization for Disclosure of Health Information
Verbal consent

We, the undersigned, attest that the member identified in Section 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 signatures below indicate:

¢ The information on this form was communicated to the member.

e The member indicated their understanding of the information in this authorization.
® The member freely gave their consent.

Method of communication to member:
O Phone

O In person

O Other (specify):

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

This information is available for free in other languages. Please contact our customer service
number at 1-855-355-9800 or TTY 1-855-358-5856, 24 hours a day, 7 days a week.

Esta informacién esta disponible en otros idiomas de forma gratuita. Comuniquese con nuestro
numero de servicio al cliente al 1-855-355-9800 o TTY 1-855-358-5856, las 24 horas
del dia, los 7 dias de la semana.

Enfomasyon sa a disponib gratis nan 16t lang. Tanpri rele sévis kliyan nou an nan nimewo
1-855-355-9800 oswa TTY 1-855-358-5856, 24 sou 24, 7 sou 7.

ACFL_211141094-7
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AmeriHealth Caritas
Florida

Discrimination is against the law

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

AmeriHealth Caritas Florida:

» 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).

» 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 AmeriHealth Caritas Florida at 1-855-355-9800
(TTY 1-855-358-5856). We are available 24 hours a day, seven days a week.

If you believe that AmeriHealth Caritas Florida 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:

+ Grievance and Appeals, P.O. Box 7368, London, KY 40742. 1-855-371-8078 (TTY 1-855-371-8079),
Fax: 1-855-358-5847.

* You can file a grievance by mail, fax, or phone. If you need help filing a grievance, AmeriHealth
Caritas Florida Member Services 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/llobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019 (TTY 1-800-537-7697)

Complaint forms are available at:
http://www.hhs.gov/ocr/office/file/index.html.



Multilanguage interpreter services

English: This information is
available for free in other
languages. Please contact our
customer service number at
1-855-355-9800 (TTY
1-855-358-5856), 24 hours a
day, seven days a week. If your
primary language is not English,
or to request auxiliary aids,
assistance services are available
to you, free of charge.

Spanish: Esta informacion esta
disponible en otros idiomas

de forma gratuita. Péngase en
contacto con nuestro numero de
servicios al cliente al
1-855-355-9800 (TTY
1-855-358-5856), las 24 horas
del dia, los siete dias de la
semana. Si su idioma principal no
es el inglés, o necesita solicitar
ayudas auxiliares, hay servicios
de asistencia a su disposicion de
forma gratuita.

www.amerihealthcaritasfl.com

Haitian Creole: Enfobmasyon sa
yo disponib gratis nan ot lang.
Tanpri kontakte ekip sevis kliyan
nou an nan 1-855-355-9800
(TTY 1-855-358-5856), 24

e sou 24, sét jou sou sét. Si
angle pa lang manman w oswa
si w ta renmen mande yon ed
konplemante, ou ka resevwa
sevis ki gratis pou ede w.

French: Ces informations sont
disponibles gratuitement dans
d’autres langues. Veuillez
contacter notre équipe service
clientéle au 1-855-355-9800
(TTY 1-855-358-5856), 24 heures
sur 24, sept jours sur sept. Si
I'anglais n’est pas votre langue
maternelle ou si vous souhaitez
demander une aide auxiliaire, des
services d’aide sont gratuitement
mis a votre disposition.

L =
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Multilanguage interpreter services

Russian: 9Ta nHgopmauus
OOCTynHa becnnaTHo Ha apyrnx
A3blkax U B gpyrmx popmarax.
3BoHUTe B OTOen obcnyXuBaHus
knneHTtos no Ten. 1-855-355-9800
(TTY 1-855-358-5856) —
KPYrnoCYyTOYHO N Oe3 BbIXOAHbIX.
Ecnun Baw pogHoWM A3biK He
aHTMUNUCKUA UNN Bbl XOTENN Obl
3anpocuUTb JOMNOSTHUTENBHYIO
NOMOLLIb, Bbl MOXETE
BOCMNONb30BaTbCsA OecnnaTtHbIMuU
ycnyramu nepesoja.

ltalian: Queste informazioni sono
disponibili gratuitamente in altre
lingue. Chiamate il nostro sevizio
clienti al numero 1-855-355-9800
(TTY 1-855-358-5856)

24 ore al giorno, sette giorni

su sette. Se la vostra prima
lingua non é l'inglese, o per
richiedere attrezzature di
supporto sensoriale, sono
disponibili servizi d’'assistenza,
gratuitamente.

Vietnamese: Théng tin nay c6 san mién phi & cac
ngdn nglr khac. Vui Iong lién lac bé phan dich vu

khach hang cla chung t6i theo sb 1-855-355-9800
(TTY 1-855-358-5856), 24 gio' mot ngay, bay ngay

trong tuan. Néu ngén ngir chinh clia quy vi khéng
phai Ia tiéng Anh, hodc dé yéu cau cac thiét bi tro
gitp bd sung, thi quy vi cd thé s& dung mién phi
cac dich vu hd tro.

www.amerihealthcaritasfl.com

Portuguese: Estas informacgdes estdo disponiveis
gratuitamente em outros idiomas. Por favor, entre
em contato com o nosso servico de atendimento
ao cliente pelo numero 1-855-355-9800 (TTY
1-855-358-5856), 24 horas por dia, sete dias

por semana. Se o seu idioma principal nao for

0 inglés, ou se vocé precisar solicitar recursos
auxiliares para deficientes, os servigos de
assisténcia estdo disponiveis gratuitamente

para voce.

Chinese Mandarin: X135 BiX G 2R DL E thiE
SR, BERBERRINE PIREHEIE
1-855-355-9800 (TTY 1-855-358-5856),
ZHIESAET7 K. 8K 24 /NN 2R ERHRS.
MREHEEARERIE, XEBZISKEENRE,
B B BB EIEBIRS -

Chinese Cantonese: 5 &:MiE R B HME
SR - FBRERBERMNE FREEE
1-855-355-9800 (TTY 1-855-358-5856) -
ZEFEAT K~ §K 24 /D2 RFRHRHE -
MREBRERNZIRE » B FE A KB -
& L R BB IE BIER T o

Tagalog: Makukuha nang libre ang impormasyong
ito sa mga iba pang wika. Mangyaring
makipag-ugnay sa numero ng customer service
sa 1-855-355-9800 (TTY 1-855-358-5856), 24 na
oras sa isang araw, pitong araw sa isang linggo.
Kung hindi Ingles ang inyong pangunahing wika,
o upang humiling ng mga kagamitang pantulong,
may matatanggap kayong libreng serbisyo sa
pagsasalin sa wika.

Arabic:
Glll Blae g al cilaly il glaall 038 e J goaal) oli€ay
Al e o Dlead) daaty Juai¥) o ) ddlia) Clead 5 Clae s
«(TTY 1-855-358-5856) 1-855-355-9800
clad &l 355 & sl Aol drss gl 330l 24 Hae e
e 13) 2 Sulai) anad Fpul ) iR € 1Y) Ailaa 1y 1)
Ails) Glaclise
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Multilanguage interpreter services

German: Diese Information wird kostenlos in
anderen Sprachen angeboten. Bitte setzen Sie
sich unter der Rufnummer 1-855-355-9800 (TTY
1-855-358-56856) mit unserem Kundendienst

in Verbindung, der Ihnen an sieben Tagen der
Woche 24 Stunden lang zur Verfigung steht. Falls
Englisch nicht Ihre Muttersprache ist, kénnen Sie
eine kostenlose Sprachhilfe nutzen.

Korean: 2 HE=CIE A2 FEZ
MEEUCH 72 51F 24A172F Y=
124 MH|A 1-855-355-9800 (TTY
1-855-358-5856):1 2 = C12}5|A|7| HEEL|C},
A7} 2=0{7} ofL| 7Lt Fofol H== &K
U MH|AZ} ZRSIA B, FE2R X
MU| AT} HZE L

Polish: Ponizsza informacja jest dostepna
bezptatnie w innych jezykach i formatach.
Prosimy o kontakt z Dziatem obstugi klienta
pod numerem telefonu 1-855-355-9800 (TTY
1-855-358-5856), 24 godziny na dobe, siedem
dni w tygodniu. Jesli angielski nie jest Twoim
pierwszym jezykiem lub w celu uzyskania
dodatkowej pomocy, mozesz korzystac z
bezptatnej obstugi w tym zakresie.

www.amerihealthcaritasfl.com

Gujarati: Ul HUE Al HsAHL Wl AMBAHL
Budod 8. sUl s3lal AU ALes Acllell ololR
1-855-355-9800 (TTY 1-855-358-5856),

[ auul 24 scls, vscllSalloll Uld B oM o dus
5L %L M3l Ula®s el 2% tell, Al
Guallo(latttollell (Qoicll s2al M2, dAHIRL {2
UslaUs AclA (A:yes Buaou B.

Thai: foyatiaunsald 13 lunedy 4 Tsaaadennuay
u?migﬂﬁ’wmmﬁwmmam 1-855-355-9800 (TTY
1-855-358-5856) lanana 24 $1Tuanntu dilaniad 7 fu
winmemanvesau lilsmudinguriedesmsaansveiy
Uimsmatuanansatsuanuoniae 1a laeliiden 14991e
Japanese: ZDIFRIFMDEZBTCHERTTH AN
eI &I AR THILL CHBYET DT,
BHAREI—Y—EXDT) =2V
1-855-355-9800 (TTY 1-855-358-5856) = C
BEVWEDLELLL TV BEEDGRECEVEE
ISR DO —ERETHIAWEITET,
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