'JJ United
Healthcare
Authorization for Release of Health Information

Member’s full name

Member’s street address

City State Zip code

Member or Subscriber ID number

Date of birth

I understand and agree that:

e This authorization is voluntary.

e My health information may contain information created by other persons or entities,
including health care providers, and may contain medical, pharmacy, dental, vision,
mental health, substance abuse, HIV/AIDS, psychotherapy, reproductive,
communicable disease and health care program information.

e | may not be denied treatment, payment for health care services, or enroliment or
eligibility for health care benefits if | do not sign this form.

e My health information may be subject to re-disclosure by the recipient, and if the
recipient is not a health plan or health care provider, the information may no longer
be protected by the federal privacy regulations.

e This authorization will expire one year from the date | sign the authorization. | may
revoke this authorization at any time by notifying UnitedHealthcare in writing.
However, the revocation will not have an effect on any actions taken prior to the date
my revocation is received and processed.

Who may receive and disclose my information
| authorize UnitedHealthcare and its affiliates to receive from or disclose my individually
identifiable health information to the following person(s) or organization(s):

Full name of person(s) or organization(s)

Full address and/or phone number of person(s) or organization(s)

Type of information to be disclosed
0 lauthorize disclosure of all my health information, including information relating to
claims, medical, pharmacy, dental, vision, mental health, substance abuse,
HIV/AIDS, psychotherapy, reproductive, communicable disease and health care
program information
0 lauthorize only the disclosure of the following information:

Type of information
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Purpose of disclosure
0 My health information is being disclosed at my request or at the request of my
personal representative
[0 My health information is being disclosed for the following purpose:

Explain purpose

Signature of member Date

Witness signature (For lllinois residents only) Date

Please note: If you are a guardian or court appointed representative, you must attach a
copy of your legal authorization to represent the member.

Signature of member’s representative Date

Personal representative’s:

Name

Street address

City State Zip code

Phone number

For California and Georgia residents only: | understand that | may see and copy the
information described on this form if | ask for it, and that | may receive a copy of this form
after | sign it.

Please maintain a copy of this form for your records and return it:
e By mail to:
UnitedHealthcare
P.O. Box 30753
Salt Lake City, UT 84130
e By fax at 1-844-386-9286

Medical plan coverage offered by UnitedHealthcare of Arizona, Inc. in Arizona, Optimum
Choice, Inc. in Virginia and Maryland, UnitedHealthcare of Wisconsin, Inc. in North Carolina
and Oklahoma, UnitedHealthcare of Oregon, Inc. in Washington and UnitedHealthcare
Insurance Co. in Tennessee. Administrative Services provided by United HealthCare
Services, Inc. or their affiliates.
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Language Assistance Services

We' provide free language services to help communicate with us. We offer interpreters,
letters in other languages, and letters in other formats like large print. To get help, please
call toll-free 1-877-482-9045 or the toll-free number on your health plan ID card (TTY/RTT
711). We are available Monday through Friday, 8 a.m. to 6 p.m. PT.

English

If you need help in another language or you need another format, like large print, please call
1-877-482-9045 or the member number on your health plan ID card, TTY /RTT 711.
Translation services and interpreters are available at no cost to you.

Espafiol

Si necesita ayuda en otro idioma o en otro formato, como letra grande, llame al
1-877-482-9045 o al numero para miembros en su tarjeta de ID del plan de salud,
TTY/RTT 711. Los servicios de traduccion y de interpretacion estan disponibles sin costo
para usted.
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Tieng Viét

Néu quy vi can tro giup bang ngén ngir khac hodc quy vi can dinh dang khac, nhw ban
in c& I&n, vui ldng goi dén s6 1-877-482-9045 hoac s6 dién thoai danh cho hoi vién trén
thé ID chwong trinh hiém y té ctia quy vi, TTY/RTT 711. C6 sn céac dich vu dich thuat
va théng dich vién mién phi cho quy vi.
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Tagalog

Kung kailangan ninyo ng tulong sa ibang wika o kailangan ninyo ng ibang format, tulad ng
malalaking titik, pakitawagan ang 1-877-482-9045 o ang numero para sa miyembro na
makikita sa inyong ID card sa planong pangkalusugan, para sa gumagamitng TTY / RTT,
tumawag sa 711. Available para sa inyo ang mga serbisyo sa pagsasalin at interpreter

nang wala kayong babayaran.

Pycckuin

Ecnn Bam HyxkHa nomoLLb Ha ApyroM sidblke unm Bel xoTenu 6bl Nony4mTb 3TOT JOKYMEHT B
apyrom gopmaTte (Hanpumep, KpynHbIM LWPpUATOM), NO3BOHUTE MO TenedoHy 1-877-482-9045
Unv no TenedoHy, ykazaHHOMY Ha Baluen ngeHTngukaLmMoHHON KapTe yYacTHMKa niaHa
MeAMULMHCKOro ctpaxoBaHus, nuHua TTY/RTT: 711. Ycnyrn yCTHOro U MMCbMEHHOro
nepesoda NpefoCcTaBnsanTCca 6GecnnaTtHo.
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Francais

Si vous avez besoin d’aide dans une autre langue ou souhaitez un autre format, par exemple
en gros caracteres, veuillez appeler le 1-877-482-9045 ou le numéro d’assuré figurant sur
votre carte d’assurance, ATS / RTT (texte en temps réel) 711. Des services de traduction et
des interprétes sont disponibles gratuitement.
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ta’ ndana saad bee shika’a’doowot ninizingo doodago t'aa tahgo at’éego
analyaago, nitsaago bee bik’e’ashchijigo da, t'aa shoodi kohjg’ 1-877-482-9045
hod7ilnih doodago nits’iis nanel’ijh naaltsoos bee ha'dit’éhigii bit ninaaltsoos nitt’izi

bee nééhizinigii béésh bee hane’i bik&’igii bee hodiilnih, TTY / RTT 711. T'4a ni
nizaad bee ha’'dilyaago d66 atah hane’igii t'4a jiik’eh bee nd’agot'i.
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Deutsch

Wenn Sie Hilfe in einer anderen Sprache oder ein anderes Format bendtigen, z. B. Groflddruck,
rufen Sie bitte 1-877-482-9045 oder die Telefonnummer flr Mitglieder an, die auf lhrer
Versicherungskarte angegeben ist, TTY / RTT 711. Ubersetzer- und Dolmetscherdienste
stehen Ihnen kostenlos zur Verfugung.
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Notice of non-discrimination

We' do not treat members differently because of sex, age, race, color, disability or national origin.

If you think you were treated unfairly because of your sex, age, race, color, disability or national origin,
you can send a complaint to:

Civil Rights Coordinator
UnitedHealthcare Civil Rights Grievance
P.O. Box 30608

Salt Lake City, UTAH 84130

Email: UHC_Civil_Rights@uhc.com

You must send the complaint within 60 days of the incident. We will send you a decision within 30 days.
If you disagree with the decision, you have 15 days to appeal.

If you need help with your complaint, please call toll-free 1-877-482-9045 or the toll-free number on your
health plan ID card (TTY/RTT 711). We are available Monday through Friday, 8 a.m. to 6 p.m., PT.

You can also file a complaint with the U.S. Dept. of Health and Human services.

Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Phone: Toll-free 1-800-368-1019, 1-800-537-7697 (TDD)

Mail:  U.S. Dept. of Health and Human Services
200 Independence Avenue, SW Room 509F
HHH Building
Washington, D.C. 20201

°
"For purposes of the Language Assistance Services and this Non-Discrimination Notice (“Notice”), Unlted
“we” refers to the entities listed in Footnote 2 of the Notice of Privacy Practices and Footnote 3 of the I I lth
Financial Information Privacy Notice. Please note that not all entities listed are covered by this Notice. ea Care
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