Blue Cross Authorization for
complete Sharing Health Information

of Michigan 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 Blue Cross Complete 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 Blue Cross Complete. You can cancel this authorization at any time by contacting Blue
Cross Complete. Call Member Services at 1-888-228-8554 (TTY: 1-888-987-5832) 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)

Blue Cross Complete of Michigan LLC is an independent licensee of the Blue Cross and Blue Shield Association.
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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 Blue Cross Complete ends.
(See information below.)*

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

* Blue Cross Complete 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

Blue Cross Complete, eligibility for benefits, or payment of claims. | understand that | may cancel this
authorization at any time by submitting a request to Blue Cross Complete, 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.

mibluecrosscomplete.com 20f3



Authorization for Sharing Health Information

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 Blue Cross Complete 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

[l In person
0 Other (explain):

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

BCC_233232856-1
ME-098Rev112823
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Blue Cross
complete

of Michigan

Discrimination is against the law

Blue Cross Complete of Michigan 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 Complete of Michigan does not exclude
people or treat them differently because of
race, color, national origin, age, disability or
sex.

Blue Cross Complete of Michigan:

» Provides free (no cost) aids and services to
people with disabilities to communicate
effectively with us, such as:

- Qualified sign language interpreters
- Information in other formats (large
print, audio, accessible electronic

formats)

« Provides free (no cost) 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 Blue Cross
Complete of Michigan Customer Service, 24
hours a day, 7 days a week at 1-800-228-8554
(TDD/TTY: 1-888-987-5832).

Nondiscrimination Notice
and Language Services

If you believe that Blue Cross Complete of
Michigan 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:

 Blue Cross Complete of Michigan
Member Grievances
P.O.Box 41789
North Charleston, SC 29423
1-800-228-8554
(TDD/TTY: 1-888-987-5832)

« Ifyou need help filing a grievance,
Blue Cross Complete of Michigan
Customer Service 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, through

the Office for Civil Rights Complaint Portal
available at
ocrportal.hhs.gov/ocr/portal/lobby.jsf,

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

(TDD/TTY: 1-800-537-7697)

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

(Continued on back)
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Multi-language interpreter services

English: ATTENTION: If
you speak English, language
assistance services, at no cost,
are available to you.

Call 1-800-228-8554

(TTY: 1-888-987-5832).

Spanish: ATENCION: si habla espafiol,
tiene a su disposicion servicios gratuitos
de asistencia lingtifstica. Llame al
1-800-228-8554 (TTY: 1-888-987-5832).

Arabic:

acluall chlead ()l Ay jal) ARl Ehaati i€ 1Y) 2k eala

1-800-228-8554 &8 » Joail  laall cll il 653 4, sall)
(TTY: 1-888-987-5832)

Chinese Mandarin: J3: & : 15 & b
HTE/EE, RATCAE IR s S R
fR%5. 1EEH: 1-800-228-8554

(TTY: 1-888-987-5832),

Chinese Cantonese: ;¥ & : ﬁﬂﬁwﬁﬁﬁﬁﬂ%% ’

A LR ISR S TR BIAR TS - sREE
1-800-228-8554 (TTY: 1-888-987-5832) -

Syriac:
IR AE\ (Mg W (Al L i idon
~g s R K&\:z\Ln éml:u:n \oén.._s.:z\
1-800-228-8554 mi_\ R PRIV ANE
(TTY: 1-888-987-5832)

Vietnamese: CHU Y: Néu ban noi Tiéng Viét,
c6 cac dich vu hd tro ngoén ngit mién phi danh
cho ban. Goi s6 1-800-228-8554

(TTY: 1-888-987-5832).

Albanian: VINI RE: Nése flisni shqip, pér
ju ka né dispozicion shérbime té asistencés
gjuhésore, pa pagesé. Telefononi né
1-800-228-8554 (TTY: 1-888-987-5832).

BCC.DISC002.20171127
COM-11REV101116

Korean: &=2|: et 0{E AIE0tAl=
42, 80 XN& MBlAE B2
OlEota = AsLICH 1-800-228-8554
(TTY: 1-888-987-5832) 12 = & 3}l
F=HAL.

Bengali: =% Fg&: 3% artfa anam s 0@, ReT
fors 2w oA sEmer ¢e Ew 1-800-228-8554
(TTY: 1-888-987-5832) a5 @& 1

Polish: UWAGA: Jezeli mdéwisz po polsku,
mozesz skorzystac z bezptatnej pomocy
jezykowej. Zadzwon pod numer
1-800-228-8554 (TTY: 1-888-987-5832).

German: ACHTUNG: Wenn Sie Deutsch
sprechen, stehen lhnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfiigung.
Rufnummer: 1-800-228-8554

(TTY: 1-888-987-5832).

Italian: ATTENZIONE: In caso la lingua
parlata sia l'italiano, sono disponibili servizi
di assistenza linguistica gratuiti. Chiamare
il numero 1-800-228-8554

(TTY: 1-888-987-5832).

Japanese: ;X EFEIE : AAREZFE SN DIHE.
BHOBRY—EXZ TRIRAWVETEY,
1-800-228-8554 (TTY: 1-888-987-5832)
FT. BBEICTITERCEZEL,

Russian: BHUMAHMUE: Ecnu Bbl roBOpuTe Ha
PYCCKOM SI3BIKE, TO BaM JIOCTYITHBI O€CIUIaTHBIE
ycayru nepeBoja. 3sonute 1-800-228-8554
(TTY: 1-888-987-5832).

Serbo-Croatian: PAZNJA: Ako govorite
srpsko-hrvatski, usluge jezicke pomo¢i
dostupne su vam besplatno. Nazovite
1-800-228-8554 (TTY: 1-888-987-5832).

Tagalog: PAUNAWA: Kung nagsasalita ka

ng Tagalog, maaari kang gumamit ng mga
serbisyo ng tulong sa wika nang walang bayad.
Tumawag sa 1-800-228-8554

(TTY: 1-888-987-5832).
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