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Authorization for Sharing Health Information AmeriHealth Caritas
[Please print] Next
This form is used to share your protected health information (PHI) where required by A productof Ameriiesth Cartas Flordain.

federal and state privacy laws. Your authorization allows AmeriHealth Caritas Next 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 Next. You can cancel this authorization at any time by submitting a request to
AmeriHealth Caritas Next. Contact Member Services at 1-833-999-3567 (TTY 711) for further instructions.

We are available 8 a.m. — 8 p.m., Monday through Friday.

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 phone 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 ENo

First name: Last name:

Organization name (if applicable):

Address:

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

Relationship to memberin 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.

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.

O Genetic information O Sexually transmitted disease
O HIV/AIDS O Abortion and family planning
O Substance or alcohol use O Communicable diseases
Mental/behavioral health O Information you have asked
(including inpatient treatment) us to treat confidentially

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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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 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 one box.)

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

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

* AmeriHealth Caritas Next 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 complete.)

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

¢ The memberindicated their understanding of the information in this authorization.
e 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: / /

B

AmeriHealth Caritas
Next

A product of AmeriHealth Caritas Florida, Inc.
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AmeriHealth Caritas
Next

A product of AmeriHealth Caritas Florida, Inc.

Notice of Nondiscrimination

AmeriHealth Caritas Next complies with applicable federal civil rights laws and does not discriminate based on race, color,
national origin, age, disability, creed, religious affiliation, ancestry, sex, gender identity or expression, or sexual orientation.
AmeriHealth Caritas Next does not exclude people or treat them differently because of race, color, national origin, age,
disability, creed, religious affiliation, ancestry, sex, gender, gender identity or expression, or sexual orientation.

AmeriHealth Caritas Next 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 Next 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 1-833-999-3567 (TTY 711).

Ifyou believe that AmeriHealth Caritas Next has failed to provide these services or discriminated in another way based on
race, color, national origin, age, disability, sex, gender, gender identity or expression, you can file a grievance with:

AmeriHealth Caritas Next
Attention: Appeals and Grievances
P.0.Box 7379

London, KY 40742

Fax: 1-833-329-3567
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

* By mail at:
U.S. Department of Health and Human Services
200 Independence Avenue SW, Room 509F, HHH Building
Washington, DC 20201

* By phone at 1-800-368-1019 (TTY 1-800-537-7697)

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



Multilanguage interpreter services

English: You can get this material and
other plan information in large print for
free. To get materials in large print, call
Member Services at 1-833-999-3567
(TTY 712).

If English is not your first language,

we can help. Call 1-833-999-3567
(TTY 711). You can ask us for the
information in this material in your
language. We have access to interpreter
services and can help answer your
questions in your language.

Spanish: Puede obtener esta publicacion
y otra informacion del plan en letra
grande de forma gratuita. Para recibir
informacion en letra grande, llame a
Servicios al Miembro al 1-833-999-3567
(TTY 711).

Si elinglés no es su lengua materna,
podemos ayudar. Llame al
1-833-999-3567 (TTY 711).

Puede solicitarnos la informacion que
se encuentra en esta publicacion en su
idioma. Tenemos acceso a los servicios
de interpretacion y podemos ayudarlo a
responder sus preguntas en su idioma.

Simplified Chinese: #& R] L 5228 3K HY
ARBNEEEMITREXEEN
KESFMHM . NFERBAKSFIR
ENRIEI AR, BB EE RARSHED
1-833-999-3567 (TTY 711).
NMRFNENZBHE—IES,
AT AR LA B 1B R
1-833-999-3567 (TTY 711).

AT PAE A HNE S | A REA
BRABHIER. FA1AT U4
13FARSS, RILABHIESMEE
F4 B o

Vietnamese: Quy vi c6 thé nhan duoc tai
liéu nay va cac thong tin khac vé chuong
trinh & dang ban in chit16n mién phi. Dé
nhan dugc tai liéu 6 dang ban in ch{l6n,
vui long goi téi Dich Vu Hoi Vién theo s6
1-833-999-3567 (TTY 711).

Néu tiéng Anh khéng phai la tiéng me
dé ctia quy vi, chiing t6i c6 thé hé trg,
Vuilong goi 1-833-999-3567 (TTY 711).
Quy vi c6 thé yéu cau chung téi cung
cap thong tin trong tai liéu nay bang
ngdn ng{f cta quy vi. Chung t6i c6
quyén tiép can cac dich vu théng dich va
c6 thé gilp giai dap thac méac bang ngon
ng{ clia quy Vvi.



Multilanguage interpreter services

Korean: 2 X}= 4! 7|E} =2H
HEE 2 XN zE BE2E

Mss = AL 2

LA S AtES NS H
1-833-999-3567 (TTY 711)

O Z 3|& MH|AO| EoISHMA| L.

0|7} 2=0{7} Ol Z2,
ANs|7t E2tER = /G
1-833-999-3567 (TTY 711)

OS2 FOIStHA|L. Fo}9

HS
ASL|Ch 59

Fo
0zt
Ot

z

French: Vous pouvez obtenir gratuitement
ce document et d’autres informations sur
le plan en gros caractéres. Pour ce faire,
appelez ’équipe service aux membres au
1-833-999-3567 (TTY 711).

Si 'anglais n’est pas votre langue
maternelle, nous pouvons vous aider.
Appelez au 1-833-999-3567 (TTY
711). Vous pouvez nous demander les
informations figurant dans ce document
dans votre propre langue. Nous avons
acces a des services d’interprétation et
nous pouvons répondre a vos questions
dans votre propre langue.

Arabic:

Cila slaa s 5alall 38 e saall Slia,
Ulae 508 de e A dhadll ge (g A
daail 38 Ao salas 3l 5a o J saall
1-833-999-3567 o slac ) cilard,
(TTY 711)

LiSaid ¢ 5V eliad 4, dasy) Aalll (S5 a0 13)
1-833-999-3567 &8, Juail line L
e sbaal) L s off ey (TTY 711)
izl 3alal) s2a < BJJ;}AM

O e Ciladd ) J g ) Al L)
il (e LY A sae L) WiSays G 58

Hmong: Koj muaj peev xwm tau txais
cov ntaub ntawv no thiab lwm cov lus
ghia txog pawg kho mob sau ua ntawv
luam loj pub dawb. Yog koj xav tau cov
ntaub ntawv sau ua ntawv luam loj, hu
rau Lub Thawj Fab Saib Xyuas Hauj Lwm
Kev Pab Cuam Rau Tswv Cuab ntawm
1-833-999-3567 (TTY 711).

Yog tias lus As Kiv tsis yog koj thawj hom
lus, peb muaj peev xwm pab tau. Hu rau
1-833-999-3567 (TTY 711). Koj mua;
peev xwm nug peb tau txog rau cov lus
ghia nyob rau hauv cov ntaub ntawv no
hais ua koj hom lus. Peb muaj kev txuas
cuag tau rau cov kev pab cuam fab kev
txhais lus thiab muaj peevxwm pab teb
tau koj cov lus nug hais ua koj hom lus.
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Russian: KpynHowwpudTosble U3gaHus
KaK JaHHOT0 NeYaTHOro MaTepuana, Tak
W Apyroi MHOPMaLMK 0 CTPAXxoBOM
NnaHe Bbl MOXETE NOMYy4YnTb becnnaTHo.
YT0ObI NONYYUTH MATEPUANDI,
HaneyaTaHHble KPYMHbIM WPUhTOM,
06paTUTECh B 0TAEN 0OCNYKUBAHUSA
YJIEHOB NaHa no TenedoHy
1-833-999-3567 (TTY 711).

Ecnu Baw pogHOM A3bIK He aHMMUNCKUA,
Mbl MOXXEM MOMOYb. [103BOHUTE N0
TenedoHy 1-833-999-3567

(TTY 711). Bbl moXeTe nonpocuThb
NpefoCTaBMTb BaM MH(OpMaLuio,
U3N0XEHHYI0 B JAHHOM NeyaTHOM
martepuane, Ha Ballem fA3blKe. Mol
MMeeM A0CTYN K ycyram nepeBojymKoB
M MOXeM OTBETUTb Ha BalLiM BOMPOCHI Ha

Ballem pOAHOM A3bIKE.

Tagalog: Maaari mong makuha

ang babasahing na ito at iba pang
impormasyon sa plano sa malaking print
nang libre. Upang makakuha ng mga
babasahin sa malaking print, tumawag sa
Member Services (Mga Serbisyo para sa
Miyembro) sa 1-833-999-3567

(TTY 711).

Kung hindi mo unang wika ang Ingles,
maaari kaming makatulong. Tumawag sa
1-833-999-3567 (TTY 711). Maaari kang
humingi ng impormasyon sa amin sa
babasahing ito sa iyong wika.

Mayroon kaming access sa mga serbisyo
ng tagapagsalin at maaaring tumulong

sa pagsagot sa iyong mga katanungan

sa iyong wika.

Gujarati: AL A AUdA AA
Al%golloll Aol HUsl ([Aatl )ileu
HEl ol Andl asl 8l Al
QoeHl Ad Anaal H2,
N101R AL A 1-833-999-3567
(TTY 711) UR sl s3.

8l Socflal AHLZl YU eun

ol SlaA, ll WA HEE §3 AslA
91, 1-833-999-3567 (TTY 711) U
Slct 52 Rl Wdte(l Hdl
AHZL eHl Anaal AUHa Yl
a5l 9l AUHLZL WA gauul
Al GUAGY B ol dHIL
CUMIHL ML Ysllell scllol

WUCUHL HA Hee s3] aslA
1A,

Mon:Khmer: HRENG S § LU 111 a0
18 SRNRMSHI{NNIRIN T 1G],
MHEAJINYHTN WY SHEIG T 10Y]
GG UMSNAANINHANINYE  _

i [gUIUTIIgIM SNy rumnn
MU U8 1-833-999-3567
(TTY7112|"J |

[Iag S1oManHNIFUB SIS HM
(N SYWIUAIHN IR GG
M8 IUTIGitdiglifue
1-833-999-3567 (TTY 711)1 Hfi
MBI A NG SINtM S18Ing
AR ANITS 0N MANTUEIHR <L 101
WS GG U {UINURIY SHING
i WHNS W ANIUHER M an
TU R ]
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German: Dieses Material und andere
Plan-Informationen sind kostenlos
erhaltlich. Um Materialien in grofien
Buchstaben zu bestellen, wenden
Sie sich bitte unter 1-833-999-3567
(TTY 711) an den MitgliederService.

Falls Englisch nicht Ihre Muttersprache
ist, helfen wir lhnen gerne. Rufen Sie an:
1-833-999-3567 (TTY 711).

Sie konnen die Informationen in diesem

Material bei uns in lhrer Sprache erhalten.

Wir haben Zugang zu Dolmetscher-
Diensten und konnen lhre Fragen in
lhrer Sprache beantworten.

Hindi: $ITT T T8 HTEA ST 37T
_ZP:\TI"II wllgcmu%é;ﬁzfrgq‘crw
TRl 81 T2 g qIeA
ITH 3 % forg, 1-833-999-3567
(TTY 711)1 9% TS HAT3AT I HieA
FE| AT STUST STTHT FTGATIT T
g, BH ATTehT FT=adT ¥ Tad gl

1- 833 999-3567 (TTY 711)!
T el | 3T FAAT ATHT H =

vr%—zra?raﬂzﬁr&wm%
gﬁwgw@m U ¢
SJTQ‘oﬁ%Tr&Tfrsuqoh Hcllc'il Ed

AT & H Fg2FAT i 9hd 8l

Laotiap: mmmmosucanumm)
CCAT2HDECEVNIVEVY MLV
RLIMSLOG. CDOALSVCONTTMN)
luzzomalng, nzaualnmgy
O3NIWFLLIINY 1-833-999-3567
(TTY713)

mw‘;magnouccuvw‘)mmao
2991190, WONCSIFIV1090000.
1" 1-833-999-3567 (TTY 711).
mmmmoe 2).)1) DC@D’)vﬁ‘)D
D@?ﬂMOﬂCS??D w‘m‘)ee‘)mw
ZO wo:ncsv:mmo 2?0‘)).)093’)")1)
DIDWITICCIATITVII0) QOG)C’)@U@‘)
T]?JJ?@‘)U)?D?D lsﬂf)‘).?@f)m‘)‘l)

Japanese: Z DEEF & Z DD T
T NEHRITE KRR TN T2
B L F 9, IERRERERT D
Wi, A N—P—E X
1-833-999-3567 (TTY711) £ CTEE
P TES Y, mEENREEE T
W i 47LTO FELET, Z
”6% FEETF XU, 1-833-999-
3567 (TTY711)) ERHZBET A 15
EZHODOEFETHRTHZ &N
TEET, £, HRP—Ev X
B RSS2 AIRE T,
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