PacificSource Community Health Plans
2965 NE Conners Avenue, Bend OR 97701

PacificSource 5413855315  899.863.3637

Medicare Medicare. PacificSource.com

Authorization to Use and Disclose Protected Health Information

I hereby authorize PacificSource Medicare, its agents, affiliates, or subsidiaries, to disclose the personal health
information indicated below to the persons or entities specified on this form.

All sections must be complete for this authorization to be valid.
Please print your responses on this form.

Member Information to be Disclosed

Member Name:

Member Address:

City: State: Zip:
Phone:
Member ID Number: Date of Birth:

Who is Authorized to Receive the Personal Health Information

Name of People/Entities:

Address:

Phone: Fax:

Are the authorized people/entities allowed to change the member’s Primary Care

Physician? O Yes O No
Are the authorized people/entities allowed to change the member’s address? O Yes O No

Type of Information to be Released and How it Will be Used

| permit PacificSource Medicare to release the following personal health information listed below to the
person / entities listed above:

e Medical

Records e Physical Therapy Records e Pathology Reports e Explanation of Benefits
e Health Records e Claims Payment e Urgent Care Records e Billing Statements
e Dental Records e Emergency Care Records e Laboratory Reports ¢ Diagnostic Imaging Reports
¢ Chart Notes ¢ Hospital Records (including nursing records and progress reports)

¢ Any other personal or medical information related to the purpose of this authorization.

I understand if the information disclosed contains any of the types of records or information listed below,
additional laws relating to the use and disclosure of the information may apply. | understand and agree that
the following information will be disclosed only if | place my initials in the applicable space next to the type of
information:

HIV/AIDS Information Mental Health Information
(Initials) (Initials)

Genetic Testing Information Drug/Alcohol Diagnosis, Treatment, and
(Initials) (Initials) Referral
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Type of Information to be Released and How it Will be Used (continued)

I understand that the information used or disclosed pursuant to this authorization may be subject to
redisclosure and may no longer be protected under federal law. However, | also understand that federal or
state law may restrict redisclosure of HIV/AIDS information, mental health information, genetic testing
information and drug/alcohol diagnosis, treatment or referral information.

Information obtained with this authorization will be used for the purpose defined above and will be limited to
the minimum necessary information to achieve that purpose.

Please list any limitations you would like to place on the use of this information:

Right to Revoke Authorization

I understand | have the right to revoke this authorization in writing at any time. If | revoke this authorization,
the information described above will no longer be used or disclosed for the reasons covered by this written
authorization. Any uses or disclosures already made with my permission cannot be taken back.

To revoke this authorization, | must send a written and signed statement stating that | would like to revoke
this authorization. Send it to PacificSource Medicare, P.O. Box 7469, Bend, OR, 97708.

Unless | revoke this authorization, it will remain valid for twenty-four (24) months from the date of my
signature below, or earlier if requested.

Acknowledgment and Signature of Member

By signing this form, | authorize the use and disclosure of the personal health information listed above. |
understand | have the right not to sign this authorization. Refusal to sign this authorization will not affect my
enrollment in a health plan or eligibility for health benefits. | acknowledge that | have read this authorization
and understand it.

Signature: Date:

Signature of Authorized Representative

Relationship to the Member:

Signature: Date:

Please provide all legal documentation proving your relationship to the member (Upon request only)

By using this document, you agree to the following conditions: This document is provided as reference material
only. You may not alter or modify this document in any manner. The most recent version of this document
supersedes all prior versions.

Please keep a copy of this authorization for your records.



Discrimination is Against the Law

PacificSource Community Health Plans complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex. PacificSource Community Health
Plans does not exclude people or treat them differently because of race, color, national origin, age, disability,
or sex.

PacificSource Community Health Plans:

e Provides free aids and services to people with disabilities to communicate effectively with us, such as:
0 Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other
formats)
¢ Provides free language services to people whose primary language is not English, such as:
0 Qualified interpreters
o0 Information written in other languages

If you need services, contact Customer Service at (888) 863-3637 or, for TTY users, (800) 735-2900.

e October 1 —March 31: 8:00 a.m. to 8:00 p.m. local time zone,
seven days a week
e April 1 — September 30: 8:00 a.m. to 8:00 p.m. local time zone, Monday — Friday

If you believe that PacificSource Community Health Plans 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, PO Box 7068, Springfield, OR 97475-0068, (888) 977-9299, TTY 711, fax (541) 684-
5264, or email crc@pacificsource.com. Please indicate you wish to file a civil rights grievance. You can file a
grievance in person or by mail, fax, or email. If you need help filing a grievance, our Customer Service
Department 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
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

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

Complaint forms are available at HHS.qgov/ocr/office/file/index.html



https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html
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Khmer | Smowomsanuuiiamd o1 giadn (888) 863-3637,
TTY: (800) 735-29004
Chinese  IE : MREERAKRDIX, GALUREEGHESENRSE. FHE

Cushite-Oromo

(888) 863-3637, TTY: (800) 735-2900,

XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii,
kanfaltiidhaan ala, ni argama. Bilbilaa (888) 863-3637, TTY: (800) 735-2900.

French ATTENTION: Si vous parlez francais, des services d'aide linguistique vous sont

proposés gratuitement. Appelez le (888) 863-3637, ATS: (800) 735-2900.
German ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfigung. Rufnummer: (888) 863-3637,
TTY: (800) 735-2900.
Japanese TIEFE: BAFZE SN EE. BHOSEXEZSAAVELETEY,

(888) 863-3637, TTY: (800) 735-2900) F T. HBEIFEICTITEMKC =LY,

Korean
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Persian-Farsi
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3637, TTY: (800) 735-2900 L. 2L«

Romanian ATENTIE: Daca vorbiti limba roméana, va stau la dispozitie servicii de asistenta
lingvistica, gratuit. Sunati la (888) 863-3637, TTY: (800) 735-2900.
Russian BHUMAHWE: Ecnu Bbl roBOpUTE Ha PyCCKOM S3blke, TO BaM AOCTYMHbI
GecnnaTHble ycnyru nepesoga. 3soHuTte (888) 863-3637,
Tenetann: (800) 735-2900.
Spanish ATENCION: si habla espariol, tiene a su disposicidn servicios gratuitos de
asistencia lingtistica. Llame al (888) 863-3637, TTY: (800) 735-2900.
Thai Bou: fhanemu lnsaaianinsalgusmssumdonnamun ldns Tus (888) 863-3637,
TTY: (800) 735-2900.
Ukrainian = YBATA! Akwo B1 po3mMoBRdeTe YKPaiHCLKOK MOBOI, BU MOXETE 3BEPHYTUCA 0
©e3KoLWTOBHOI CNYyX6n MOBHOI NigTpMMKK. TenedoHynTe 3a HOMEPOM
(888) 863-3637, Tenetann: (800) 735-2900. _ _
Vietnamese CHU Y: Néu ban ndi Tieng Viét, cé cac dich vu ho trg ngébn nglr mién phi danh cho

ban. Goi sé (888) 863-3637, TTY: (800) 735-2900.
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