I BlueCross BlueShield
N of Texas

Dear Member:

We need your approval before we can give out your records to others.
Just fill out and sign this form.

We’ve been asked to release your records to a person or company. Before we can do this, we need you
to fill out the form that is with this letter and send it back to the address on the form. This form will tell
us who can receive your records.

The form will be good for one year from the date you sign it unless you ask for it to end sooner.

Please be sure to fill out the whole form. Keep a copy for your records. Please don’t change the form or
leave things out. If there are problems, or if we have questions, we’ll send you a letter or call you.

Once we get your signed form, we will process it quickly. If you have any questions, please call the
Customer Service number on the back of your member ID card.

Sincerely,

Blue Cross and Blue Shield of Texas

Enclosure: Blue Cross and Blue Shield of Texas Member Authorization Form

Blue Cross and Blue Shield of Texas, a Division of Health Care Service Corporation, a Mutual Legal Reserve
Company, an Independent Licensee of the Blue Cross and Blue Shield Association
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Blue Cross and Blue Shield of Texas Member Authorization Form Instructions
Please read the following for help completing page one of the form.

PART A: Member
This farm must be filled out by 2 parti

e Print your last name, first name, and the . roused e, s el
first letter of your middle name.
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company who can see your records.
Also, tell us the full name of the person or company to give your records to. Please do not use a general
term like “my daughter” or “my son.” You need to be very clear.

e If you check “Other,” please give:

o The first and last name (if you have it).
o The company name (if this applies to you). And what they have to do with you.

PART C: My records
e Tell us what records you will let us give out: all or just some.
e To give out all of your records, check the first box.
e To give out only some records, check the second box.

e There is also a section about things that you think are very personal or very private to you. If you agree
that we can give out these types of records, check the boxes that apply to you.



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

PART D: Why you want your records

shared

e The first box tells us to give out your
records as shown on this form.

e The second box tells us a special reason. Ous 512 = i e, oot
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Serazntan, PA 18505

e You may be signing this form for
someone else. If you have forms that
say you have Power of Attorney for

Far intermzl use onky:

NQuIry tradiang numoer

health care, or are a legal guardian or
conservator, you must do this:

o Fill in Named Legal Person or Guardian.
o Give us a copy of the legal form that shows you have Power of Attorney. Put it in with this form.

Here are samples of legal forms. These are used when a person needs someone else to make choices for them.

e Health Care, General, or Durable Power of Attorney. This form gives someone the legal power to
act for you. This person can make health care choices for you. It might say this on the form: “to take
charge of my person in the case of sickness of any kind.” It may also say this “and in general to do and
act for me and in my name all that I might do if [ am not there.”

e Legal Guardianship. This is when the court names someone to care for a person.

e Conservatorship. This happens when a judge names a person to be in charge. This would be when a
person can’t make choices for him or herself.

e Executor of estate. This type of form would be used when the person who is being spoken for has
died.



Blue Cross and Blue Shield of Texas Member Authorization Form

(This form must be filled out by a member. It allows a person or company to see the member’s records. Please write in as much about yourself as you can. If )
you need help, see the letter that's with this form. It will show you how to fill out each part. Also, you can call the number on your Member ID card.

PART A: Member

Member’s last name Member's first name Middle initial Member's date of birth
Member‘sstreet address City State ZIP code
Daytime phone number (with area code) Member ID number (see Member ID card) Group number (see Member ID card)

PART B: PEOPLE OR COMPANIES WHO WILL GET MY RECORDS

The people or companies listed and checked below have the right to see my records. (They must be 18 or older). Please check each
box that applies. Write in first and last names.

0 My spouse (firstand last name) 0 My parents (If you are over 18, write infirstand last names)

CMy adult children (firstand last names) "I Other (Firstand last nameifyou haveit. This could be a person or the name of
company.Also write what this person or company has to do with you.)

PART C: MY RECORDS

[ will let XXXXXX XXXX Program, administered by Blue Cross and Blue Shield of Texas (BCBSTX), share the records below (check only one box):

0 Allmyhealthrecords. Allmy healthrecords. This can be records about your health, a diagnosis (name of iliness or health problem), claims,
names of doctors and other health care providers. Records also can be about money (like billing and banking). Checking this box won't let others
see sensitive (very personal) records unless | agreetoit below. OR

_] Only some records (check all that apply to you)

) Appeal [ Pre-certification and pre-authorization (for treatment approvals).

This is when we give you an OK for a treatment.

[ Benefitsand coverage [T Referral(whenyourmaindoctorsaysit'sOK toseeaspecial doctorfor

[ Bills certain treatment)
[ Claims and payment [] Treatment

[I Diagnosis (name of illness or health problem) [ Dental

"I Eligibility [ Vision

[J Doctorand hospital [J Pharmacy

(1 Doctor’srecords [Other:

[l Money areas

| also will et BCBSXX share this type of sensitive (very personal) records below. Check all boxes that apply to you.
" Allsensitiverecordsbelow

OR [J Being pregnant

"I Just some records about topics checked below: 7 Mental health

"I Abortion "I Sexual diseases passed ontoothers
" Abuse (sexual/physical/mental) "Other:

[l Alcohol and drug abuse*

OTestingofgenes

[JHIVorAIDS

* know that my alcohol and drug abuse records are protected under federal and state laws and rules. This form will keep these records private. No records can
be given out without my saying soinwriting. Thisis unlessit says soin the lawsand rules. | also know that | may take back the fact that | agreed to thisatany
time, or as stated below in Part E. | know that | cannot cancel this signed form after we have given out your health records.



|

PART D: WHY YOU WANT YOUR RECORDS SHARED

[] Forthereasons shown on thisform
OR

[J Special reason(s):

PART E: REVIEW AND SIGN

Oncelsignandsendinthe form, it will be good for:

[ Oneyearfromthe daysigned the form

OR

[J Before oneyearandonthe date, event or reason shown

Ihave read each part of thisform. I know, agree, and will let the HELP Plan, administered by BCBSXX, use and give out myrecordsas| have
statedabove. lalso know that|signed this form of my own free will. [know thatI don’t need tosign this formtoget treatment or payment,
orforsigningupfororgetting benefits.

Ihave the right totake back what| agreed toin thisformatanytime. | will tell the xxxxxx Program, in writing that 'm doing so.

Iknow thattaking this back will not change anyaction taken beforel doso. lalso know thatanyrecords thata person or group gets (that
I've agreed to) may be given out. If this happens, the records may no longer be protected under the HIPAA Privacy Rule.

Member signature (If member is a minor, parent’s signature) Date
X

You have the right tokeep a copy of this form afteryoufill it out. Please make a copy for your records. Return this completed formin
theenvelope wesentyouwiththisform.

NAMED LEGAL PERSON OR GUARDIAN

Ifthereisapersonwhoissigning forthe member, (someone whotakes care of the member), we needthese formsfilled out: Acopyofa
health care, general or Durable Power of Attorney.

OR

Provide a court order or other proof that shows that someone else has the legal right to care for a person. Other proof can be
legal forms that show someone can by law act for the member. Complete the boxes below:

Legal representative for member (print full name) Legal representative’s relationship to
member

Legal representative’s street address City State ZIP code

Signature Date

X

\_




Pleasereturnthe completed formto:
Blue Cross and Blue Shield of Texas
P.0. Box 805106

Chicago, IL 60680-4112

For internal use only:

Inquiry tracking number




To get auxiliary aids and services, or to get written or oral interpretation
to understand the information given to you, including materials in
alternative formats such as large print, braille or other languages, please
call BCBSTX Customer Service on the back of your Member ID card.

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

Blue Cross and Blue Shield of Texas:

e Provides free aids and services to people with disabilities to communicate effectively with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other
formats)
e Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact Civil Rights Coordinator.

If you believe that Blue Cross and Blue Shield of Texas 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 Coordinator, Office of Civil Rights Coordinator, 300 E. Randolph St., 35" floor, Chicago,
Ilinois 60601, 1-855-664-7270, TTY/TDD: 1-855-661-6965, Fax: 1-855-661-6960,
Civilrightscoordinator@hcsc.net. You can file a grievance in person or by mail, fax, or email. If you need
help filing a grievance, 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/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

1-800-368-1019, 800-537-7697 (TDD)

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



ATTENTION: If you speak English, language assistance services, free of charge, are available to you.
Call 1-855-710-6984 (TTY: 711).

ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiistica.
Llame al 1-855-710-6984 (TTY: 711).

CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu hd trg ngon ngit mién phi danh cho ban.
Goi $6 1-855-710-6984 (TTY: 711).

AR WREEHER TS B REEGESRR - 5558 1-855-710-6984
(TTY: 711) -
F9O|: et=20UHE AIE0tAlE B2, 80 XI& AHIAE f22 01E0ta = JUSLICH
1-855-710-6984 (TTY: 711) 1O 2 HM3toH =AIAIQ.
1-855-710-6084 +3 » dosl vl el il 55y sl ac Lonall and (il S oo i€ 13 s pale
(7171 2S5 aall il 8 )
S S G i (e e cledd (S a3 (S g Sl siem S sl Gl 81l s
1-855-710-6984 (TTY: 711).

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika
nang walang bayad. Tumawag sa 1-855-710-6984 (TTY: 711).

ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement.
Appelez le 1-855-710-6984 (ATS: 711).

ST & AT 3T [EaT T 8 ql 39k (o1 qFq H ATIT F13dT Haru 39 2|
1-855-710-6984 (TTY: 711) 9T it F1|

Gl e g lee il ol 2 b Sligas) S H b e 3 waa &S SyGm o) dial S
Ay pade (TTY: 711) 1-855-710-6984

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur
Verflgung. Rufnummer: 1-855-710-6984 (TTY: 711).

=~ ~ =~ ~ ~ ~ ~

YUl orl dH oordl olladl sl dl o Algas MMl Hel AU dHIRL W2 BUEsd 9. sld s
1-855-710-6984 (TTY: 711).

BHUMAHME: Ecnu BbI TOBOPUTE Ha PYCCKOM $SI3BIKE, TO BaM JOCTYITHBI O€CIUIaTHBIE YCIYTH MEPEBO/IA.
3Bonute 1-855-710-6984 (teneraiim: 711).

EEEH  HARE Eﬁéﬂé e~ RO TR E CHIHG 20T £ - 1-855-710-6984 (TTY:
711) ¥ T~ BESEIC T ZHEE< Iiébio

TU0QIL: 57 WIVCBIWITI 290, NIWOIMVFoBcTHBGIVWIF, LostcF e, ccinSweuliimw. dns 1-855-710-6984

(TTY: 711).



