BiueCross

Instructions for completing the Member Authorization Form Emplre

An Anthem Company

If you have any questions, please feel free to call us at the customer service number on your member identification card.
Please read the following for help completing page one of the form.

Part A: Member information

. . , . . Membier Authorization Form E] 1 lpH‘ c @
This section applies to the membzer who is asking for ‘ Bk
the release of his or het information to another person fia Antliem Comfeny
or company. $i necesita ayuda en esJ:aﬁoI ara entende este documenta, puede soficitarta st sasto adicienal, Ramando al nfimero da serviclo at

i . . o clignte qua sparece al dorso e su tarjeta de identificaclén o en el folleto de inseripchiin.
@ Print your last name, first name, and middle initial. . Thisformisla haﬁﬂadaulbyememherlfmerelsarequesuorareasethemembersheawu1nfumaﬁnntnammgrpusnnorcampany
Pleasainclude as muehlnfonnaﬁon agyou can,
@ Write your date of birth in this format: mm/ddfyyyy. | e e M,,m,,,m,m,, .
{If you were born on October 5, 1960, you would - (1) mts |
-y ! ¥ Hember street adire city R e

write 10/05/1960.) , (3

° W rite YGI.I r f U" St rep t a d dr ps S, City, St at g, an d Z!P co El B Daytime telephone nugger {with area coded £ idenlification numheg {set identifivation card) |Group numbsr fses igenlifiation card)
. . . . Part B; Parson or company whowill receive this informatien ) L
Q@ Write your daytlme ph[me numhber {]l}C!Udmg area code.) The following pacple or companies hava the right o receive my Informalion. (They must bs 10 yearsofagear oléer), laaso chack
. 2ach box that applies and enter firstand las€ name.
o ldentiﬁcatiun numher DMys_pousa(entei&and Jast narie} DMyparems(lfyuuarswarla-ealnrﬂmtanﬂlastname{si)
ILDE] ;:N';!l de this gumber on your member DMy domesgearin r(enlerfwsland—iﬁﬁiamu}——h\___\‘Wﬁﬁ%&rg&aﬁﬁ;ﬂ&:m:aarm of the company
entitigation cara.
o b T3y agult chifdren (gnler first anc last namelsi} DQAL‘?,%&.?‘,’E»?,E Iréi‘%eadn{iulg‘sjg?ame Ut you heve 1), name of company,

GI’UUP numaer v

PaHG Tnformation that can be released PERERT
1 allow the followlng information t be used or released by Empire BlusGross (Empisad nn my bohalf h:heck nn&y w2 hox)
DA my ixformation. Thiscan inciuda health, a diagnosts fnama of iliness or condition), claims, doctors and sther health care

You will find this number on your member identification
card. If your identification card does not have a group

. roviders and financial information dlike btling and banking). This doasn't eigda sensitive Information {see below) unless
number leave this blank, Hiegtaon,
@Er £10nly limited information may be released (check oll boxes belaw that epply ta you),
OAppeal Dingeter and hospital {IReferral
. i i s,
Prts: Porso o company who il rceie gl -l
this information DE}%‘}‘};‘.".JS?;“HEE %Ln; s a 5’;‘1?{2&”‘2},‘?2 fpnrdn H@&Lﬁnunzntmn Dshlgg;nauy
) . . (ieeatment}
° ChBCK the bUX that a pP"eS tﬂ YUU- Wr |te the fl.]" name ' lalsa app:we}hs release of the following Zypes of sensitive informatian by Empire {check all boxes that agaly to youl:
of the person or company that you want us to give your @ o e nemation
. ' ' FJIusl mformatim ahout topics checked below
information to. Please don't use a general term like Oigencils testing Pt beall
N ] i 1 2 - D.l.bllseisaxua!lphys&ca!fmemaﬂ O3V or AIDS O Sexually transmeitted liness
my daughter” or “my son” as it will not be accepted. E cchueubsiziea suse” Dittateaily Qoter______
You need to be specific. e R o oy
{orcancel) this sporoval at any Ums, of s descrbed in Fart £, | epderstand 15at | canaot cancel this approval whan this form has ekeaﬁyheen
@ If you check “Other,” give the first and last name st T,
(if available), the name of the company {if applicable), o = g

and how they relate to you.

Part G: Information that can be released

This section tells us what information you would like us
to release: all or just some.

© For “all of your Information,” check the first box.

@ For “limited information,” check the second box
and the hoxes that apply to you,

@ Some topics may be very personal or sensitive to you.
If you wish to apprave the release of this type of
information, check the hox{es) that apply to you.
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Please read the following for help completing page two of the form.

Part D: Purpose of this approval

This section tells us the reason you've asked for the
release of your information,

@ Check the first box to let us know to give out this
infarmaticn as shown on this form,

@ Check the second box for a specific reason,
An example might be to settle a life insurance claim.

Part E: Date your approval expires

You have two choices of when yuu would like this
e Approval to-end.- e R

@ Check the first box for the standard one year
that it will end.

@ Check the second box for an earlier date (other than
one year), and give the date you wish this approval
1o end,

Your authorization/approval can't be granted for more
than one year. '

Part F: Review and approval

© Sign your name and put the date on the form.
Your name and signature must match the
information in Parf A,

@ If you are signing this form on behalf of another
person, or if you have Power of Attorney for
heaith care, or are a legal guardian/conservator
you must do the following:

o You must complete the Designated Legal
Representative/Guardian section.

o You must alse provide us with a copy of the legal
document showing that you are approved and
include it with this form.

Examples of legal documents:

PartD: Purjioseof this approval
DITo give out the information &5 shown on this farm,

OFor this reasenlshk

Part E; Hate your approval explres

If this document was nat already withdrawn, this approval will end o tha earlizst of the fnﬂowing daies
3 0ne year from $he signaters date in PartF.

R
I Eattigr thon onn year and upan the dale, event or condition described below:

PartF: Reviewrand approval |

I hava fead the contents of this form. 1 understand, sgree, and aflow Emplre to Lhe use and release nfmy information as i fma stetms
ahave. Falso understand that signtng this fermls of my ven free will. [ wederstand that Anthem does not require 1hat | sign this form
inorder for me to recelva treatment or payment, or for enrcliment ar heing eligibl fr benefits,

T have the right towithdraw this appmvaI gt any time iy giving written notice of my wilhdrawal ta Emplee. f understand that my
withdrawing $his approval will not affect any aclian taken befors [ do so. | also undersiznd hat information that's released may be
giverout by the person or group wha recelves it. If €hls happens, it may o Jonger be protected uader the HIPAA Frivacy Rule. |am
enitfed to a copy of this form,

If this form Is slgned by sumlone olherthan tha meml:er o parent, suchas a persunal repmsnntahva.legal regrmniama or
guardian on behaif of the member, please submit the following:
o Acopy ofa health care, generat or burcble Power of Attomey.

R

o fcourt order or other documentation that shows custedy or other legal docunientation shewlng the authority of the legat
representative to act on the membiers behalf,

Please complete the follawing:

Legal represantative {piTnt full name)

tegal refationship to member

Legel represantative street atess City I $iate} 21P vods
Signatue Date
X
Ploase rotum the completed form 1o:
Emyire BiveCross

.0. Box 1407 Charch Street Stalion
Hew Yorl, RY 10008-1467

Besure tokeapa copy of this fz flrrqfar your recotds,

Forrecipient af substance abuse information

This infurmation has been disclosed to yau from records proteeted by Federal Copfidentlality of Alsohol or Dragﬁhuse Patisnt
Recordlg rulas (42 GFP part 23, The Fedesal les prohinit you from making any further disclosere of this ieformiation unless further
disclosurs Is expuessly permlited by the written consent of tha parsen to whom It pertalns or as otherwise permiiled by 42 CFR
part A genérél authorization &or the refease of medical or other information Is KO3 sufficlent for this purpose. The Federal rulss

any akcohol o drug abuse patlent.

reslrlatany us of the f ton o ly tigate orp

il trackl b
Farlnlzmalusanfﬂy ey lecking rumber

... | Member sigasture or Daslgnalagiiesst Representative/Guartian sgnature ___[natg .
X i i
Besignated Igafheprdsentative/Guardion. ::i /o1« :ﬂ

o Health Care, General or Durahle Power of Attorney. This document gives someone you trust the legal power to act on your

behaif and make health care decisions for you.

o Legal Guardianship. This is when the court appoints someone to care for another person.
o Conservatorship. This happens when a judge appomts a responsible persan to make decisions for somecne wha can't make

responsible decisions for him/herseff,

o Fxecutor of estate. This type of document would he used when the person who is being represented has died.




Member Authorization Form | Emplre

BLUECROSS

An Anthem Company

Si necesita ayuda en espafiol para entender este decumento, puede solicitarla sin costo adicional, llamando al nimero de servicio al
cliente que aparece al darso de su tarjeta de identificacicn o en el folleto de Inscripcion.

This form is to be filled out by a member if there is a request to reiease, the member’s heatth informatian to another person or company.
Please include as much information as you can.

Part A; Member information

Member date of hirth

Member last name Member first name Middle
initial i f | | L
Member street address : N City State | ZIPcode

| Daytime telephone number (with area code} ~ | identification number (see identification card) | Group number (Se¢ identification card)

Part B: Person or company who will receive this information L e R et
The following people or companies have the right to receive my information. (They must be 18 years of age or older), Please check
each box that applies and enter first and last name.

CIMy spouse (enter first and last name) 1My parents {if you are over 18 —enter first and last namels])

1My domestic partner (enter first and last name) [IMy Insurance braker or agent {enter the name of the company
and first and last name, if you have it)

CIMy adult children (enter first and last name(s]} 3 6ther (enter first and last name [if you have it], name of company,
and how it's reated to you)

Part C: Information that can be released : 2

I allow the following information to be used or released by Empire BlueCross (Empire) on my behalf (check only one box):

[1All my information. This can include health, a diagnosis {(name of illness or condition), claims, doctors and other health care
providers and financial information (like billing and banking). This doesn't Include sensitive information {see below) unless
it is approved below.

[ 0nly limited information may be released (check all boxes below that apply to you).

C] Appeal [ Doctor and hospital ClReferral
["1Benefits and coverage C1Eligibility and enroliment [1Treatment
O Billing [JFinanclai C]Dental
[ Claims and payment [ Medical records (1 Vision
[1Diagnosis (name of iliness {1Pre-certification and pre-authorization ~ ClPharmacy
?tr CO{idIﬁC%:r)l) and procedure {for treatment approvals) CJother:
reatmen

| also approve the release of the following types of sensitive information by Empire (check all boxes that apply to you:
(1Al sensitive information

OR

[1Just information ahout topics checked below
{1 Abortion [1Genetic testing [CIMental heaith
O Abuse (sexual/physical/mental) CIHIV or AIDS [(1Sexually transmitted iliness
O Alcohoi/substance abuse™ [C1Maternity ' 3 0ther.

*| understand that my alcoholfsubstance abuse records are protected under Federal and State confidentiality laws and regulations and cannat
be disclosed without my written consent unless otherwise provided for in the laws and regulations. | also understand that | may revoke
(or cancel) this approval at any time, or as described in Part E. | understand that | cannot cancel this approval when this form has already been
used to disclose information,

Servines pravided by Emplre Healthhalee HMO, Tne. andfor Emple HoallhChaise Assurance, Ine., f f the B d Blre Shighd iati fation af indep Blua $ross and Blve Shizid plans,
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_PartD: Purpose of this approval . -

%IRTu give out the information as shown an this form,
[1For this reason{sh:

Part E: - Date your approval explres - : Lo
If this document was not already wﬂhdrawn, this approval will end on the earllest of the fol[owmg dates
IgIROne year from the signature date in Part F.

[FEarlier than one year and upon the date, event or condition described below:

Part F: Review and approval SRR
I have read the contents of this form. | understand, agree, and allow Empire to the use and release of my mformation as E have stated
ahove, [ alse understand that signing this form is of my own free will. | understand that Empire does not require that | sign this form
in order for me to receive treatment or payment, or for enrallment or being eligible for benefits.

I have the right to withdraw this approval at any time by giving written notice of my withdrawal to Empire. | understand that my

given out by the person ar group who receives it, If this happens, it may no longer be protected under the HIPAA Privacy Rule. | am
entitled o a copy of this farm. .

Member signature or Designated Legal Representative/Guardian signature Date
X HEEE

Dessgnated Legal Representatwel&uardl

If this form is signed by someone other than the member or parent, such as a personal representative, Iegalr representatwe or
guardian on behalf ef the member, please submit the following:
o Acopy of a health care, general or Durable iner of Atforney.
OR
o A courf order or other documentation that shows custody or other legal documentation showing the authority of the legal
representative to act on the member's behalf,

Please complete the following:

Legal representative (print full name} Legal relationship to member
Legal represeniative street address City State|ZIP cade
A [
Signature Date
X N | !

Please return the completed form to:
Empire BlueCross
P.0. Box 1407 Church Street Station
New York, NY 10008-1407

Be sure to keep a copy of this form for your records.

For recipient of substance ahuse information

This information has been disclosed to you from records pretected by Fedsral Confidentiality of Alcohol or Drug Abuse Patrent
Records rules (42 CFP part 2). The Federal rules prohibit you from making any further disciosure of this information uniess further
disclosure is expressly permitted by the written consent of the persen to whom it pertains or as otherwise permitted by 42 CFR

| part 2. A general authorization for the release of medieal or other information is NOT sufficient for this purpose. The Federal rules
restrict any use of the information to criminally investigate or prosecute any alcehol or drug abuse patient.

o e e naniry tracking number
Forintemaluseonly: |0

2of2

‘withdrawing this approval will not affect a any “action taken before | do S6. Talso understand that information that's reieased may be ™ |




