Member Authorization @ Harvard Pilgrim

Health Care
TO RELEASE/DISCLOSE PROTECTED HEALTH INFORMATION

Note: Incomplete forms cannot be processed and may be returned to you for completion.
Please call (888) 609-0692 or TTY# 711 if you need assistance or have questions.

The following elements are required in order for Harvard Pilgrim to process your request.

Member Information

Member Name

Member HP ID # (not required
for new enrollees without ID#)

Date of Birth Phone #

Home Address

Information Authorized to be Released/Disclosed: | hereby authorize Harvard Pilgrim to release/disclose the health

information described below to the “Recipient” identified below for the specified purpose.
Health information to release/disclose (be
specific, including types of information and dates)
Name of Recipient (person or entity authorized to
request and receive health information)

Role of Recipient

Address of Recipient

Purpose (provide a specific purpose)

Protected Categories: If your information includes any of the following types of protected categories, Harvard Pilgrim

will NOT disclose such information UNLESS you specifically authorize us to release/disclose the information to Recipient
by providing your initials next to the protected category.

Abortion Behavioral Health HIV

AIDS/ARC Genetic Testing Physical Abuse
Alcohol & Substance Abuse Domestic Violence Reproductive Health
Sexually Transmitted Infection

TERMS OF THIS AUTHORIZATION

1. 1 understand that Harvard Pilgrim will not condition my treatment, enroliment, or eligibility for health insurance benefits on

my signing of this Authorization.

2. lunderstand that Harvard Pilgrim will release my health information as directed by the terms and conditions of this
Authorization. I understand that information once released according to this Authorization is out of Harvard Pilgrim’s control
and Harvard Pilgrim becomes unable to further safeguard such information or prevent redisclosure by the Recipient.

I understand that | have a right to receive a copy of this Authorization.

I understand that | may revoke this Authorization in writing at any time.

I desire this Authorization to remain in effect until (please specify a date). | understand that if | do not
specify a date, this Authorization will remain in effect for two (2) years from the date of signature on this form. (For a minor,
this Authorization will expire in two (2) years or the day before the minor’s 18™ birthday, whichever is earlier.)

I have read and understand the terms of this Authorization and | hereby authorize the release/disclosure of my health
information in the manner described above.

ok~ w

Signature* (required) Date (required) Printed Name* (required)

*This Authorization will only be valid if it is signed by the member or other person with legal authority for the member. If you
are not the member, please indicate your relationship to the member below.

[ Legally authorized representative (e.g., power of attorney)

Form of legal authorization**:
**You must submit a copy of the legal authorization if not already provided.

SEND COMPLETED Harvard Pilgrim Health Care

PO Box 690545, Quincy, MA 02269

FORM TO: Fax: (617) 509-4222




This Member Authorization form is used for a member to authorize Harvard Pilgrim to disclose information to an
individual or entity.

Note: The Member Authorization form is not necessary for parents of minor children currently enrolled on the
same policy to receive information about the minor, unless the information is related to a protected category (see
additional restrictions below).

Please read the following instructions prior to completing this form.

Information Authorized to be Released/Disclosed: Please complete this section to identify the information that
should be disclosed and the recipient authorized to receive it.

Health information to release/disclose: You may limit the information by type (for example, demographic
information or claims information) or by a certain time period.

Name of Recipient: You may authorize either an individual or entity/company to receive your information.
The individual/entity must be specifically named.

Role of Recipient: For example, parent/guardian, broker, consultant.
Address of Recipient: Address of the individual/entity authorized to receive your information.

Purpose: The authorization for release of information must be related to a specific issue or event (for
example, to solve a claim or benefit issue).

Protected Categories: For individuals age 12 and older, information related to the protected categories will not be
disclosed unless specifically authorized by the member. The member may choose to authorize the disclosure of
information in none, some, or all of the listed categories.

Who should sign the form?

This form must be signed by the member or a person with legal authority for the member (for example, power of
attorney or health care proxy). If signed by someone other than the member, a copy of the legal authorization must
also be submitted if not already on file.



Language Assistance Services

Espafiol (Spanish) ATENCION: Si usted habla espafiol, servicios de asistencia lingiiistica, de forma gratuita,
estdn a su disposicién. Llame al 1-888-609-0692 (TTY: 711).

Portugués (Portuguese) ATENCAO: Se vocé fala portugués, encontram-se disponiveis servicos linguisticos
gratuitos. Ligue para 1-888-609-0692 (TTY: 711).

Kreyol Ayisyen (French Creole) ATANSYON: Si nou palé Kreyol Ayisyen, gen asistans pou sevis ki disponib nan
lang nou pou gratis. Rele 1-888-609-0692 (TTY: 711).

SR8 H X (Traditional Chinese) 1% | MREMHAKIEIX , GAURKESHES EMRE. FHET 1-
888-609-0692 ( TTY : 711) ,

Tiéng Viét (Vietnamese) CHU Y: N&u qui vi néi Tiéng Viét, dich vu thong dich ctia ching t6i sdn sang phuc vu
qui vi mién phi. Goi s& 1-888-609-0692 (TTY: 711).

Pycckuii (Russian) BHUMAHWE: Ecau Bbl roBOpUTE Ha PYCCKOM A3bIKe, TO BaM A0CTYMHbI 6ecnnaTHble yCayru
nepesoaa. 3BoHuTe 1-888-609-0692 (Tenetain: 711).

4y all (Arabic)
1 -888-609-0692 s Juai " Llaa ll s 5 gia &y il 502 Luall iladd ¢ Ay ol 46 s ol 13) 2ol
(TTY: 711)
124 (Cambodian) [0URSE0H: 1GHASUNWMaNTS], IDRENSIUNAYURTU SS1NAEsIEtw
SeAeig GI §itdL) 1-888-609-0692 (TTY: 711)9
Frangais (French) ATTENTION: Si vous parlez francais, des services d'aide linguistique vous sont proposés
gratuitement. Appelez le 1-888-609-0692 (ATS: 711).

Italiano (Italian) ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza
linguistica gratuiti. Chiamare il numero 1-888-609-0692 (TTY: 711).

8130 (Korean) ' 2 312 0|2 ALRSIAI= A, 010 XY MH[AZ 222 02344 & QL|Ch 1-

888-609-0692 (TTY: 711) HO 2 M3}l TAIA| 2.

EAAnvika (Greek) MPOXOXH: Av pihdte eAANVIKQ, UTtApYouV oth SLdBeor) oag Swpedv UNNPESLEC YAWOGOLKAG
uTooTAPLENC. Kahéote 1-888-609-0692 (TTY: 711).

Polski (Polish) UWAGA: Jezeli méwisz po polsku, mozesz skorzystaé z bezptatnej pomocy jezykowej. Zadzwon
pod numer 1-888-609-0692 (TTY: 711).

& (Hindi) &1 ATT: 3R 3T FEr derd § ar 3ok T ST FETIdT HFd H 3T .
SATPRT & fold Wi FY. 1-888-609-0692 (TTY: 711)

a2l (Gujarati) 2llet AW : % A %Al cleAdl &l Al WUl HZ el Sl2A UsLA Aol HUScl
Guaod 8. [QAY 1l 12 5ot 5. 1-888-609-0692 (TTY: 711)

WIF9290 (Lao) LUOFIV: T)209 VIVCDIWIFI 299, NIVOINIVFOBCTHDAIVWIZI, L0eVCT a9,
ccinBwonlvivov. s 1-888-609-0692 (TTY: 711).

ATTENTION: If you speak a language other than English, language assistance services, free of charge, are
available to you. Call 1-888-609-0692 (TTY: 711).

@ Harvard Pilgrim Health Care includes Harvard Pilgrim Health Care, Harvard Pilgrim Health Care of New England
and HPHC Insurance Company.
(Continued)



General Notice About Nondiscrimination and Accessibility Requirements

Harvard Pilgrim Health Care and its affiliates as noted below (“‘HPHC”) comply with applicable federal civil rights laws and
does not discriminate on the basis of race, color, national origin, age, disability, or sex. HPHC does not exclude people or
treat them differently because of race, color, national origin, age, disability or sex.

HPHC:
* Provides 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, other formats)
* Provides free language services to people whose primary language is not English, such as qualified interpreters.

If you need these services, contact our Civil Rights Compliance Officer.

If you believe that HPHC 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: Civil Rights Compliance Officer, 93 Worcester St,
Wellesley, MA 02481, (866) 750-2074, TTY service: 711, Fax: (617) 509-3085, Email: civil_rights@harvardpilgrim.org. You
can file a grievance in person or by mail, fax or email. If you need help filing a grievance, the Civil Rights Compliance Officer
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/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, D.C. 20201
(800) 368-1019, (800) 537-7697 (TTY)
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

@ Harvard Pilgrim Health Care includes Harvard Pilgrim Health Care, Harvard Pilgrim Health Care of New England
and HPHC Insurance Company.
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