Authorization for the Use or -= westernhealth
Disclosure of Health Information EmE ADVANTAGE

This form allows Western Health Advantage (“WHA”) to use or disclose a member’s protected health
information (PHI) to another person or organization. WHA must obtain written authorization for any use or
disclosure of a member’s PHI that is not already permitted or required by law.

To prevent delay in processing the request, it is crucial that this form is filled out in its entirety.

Return Completed Form Using One of the Following Methods

Mail To Western Health Advantage Mail Service
Attn: Membership Accounting

P.O. Box 14952

Salem, OR 97309

Fax To 916.678.5440

Deliver To Western Health Advantage
2349 Gateway Oaks Drive, Suite 100
Sacramento, CA 95833

Questions 916.563.2250 | 888.942.4777 Toll-free | 711 TTY
o Customer Service is available to answer questions 8AM to 8PM
—  October — March: Seven (7) days a week
—  April — September: Monday through Friday
o For Your Information: Emails can be intercepted during transmission
allowing the message and attachments to be accessed, potentially
compromising the information that is sent.

Member Information

Member Name (First & Last)

WHA ID#

Date of Birth

Address

Phone Number

Email

Person (the Recipient) Authorized to Receive the Member’s Information

Name (First & Last)

Relationship to Member

Address

Phone Number

Information to be Disclosed to the Recipient

Check only one of the two options.

O All information that WHA maintains, excluding sensitive information unless specifically authorized
below.

OR [ Only the following information, or types of information: (check all that apply)
1 Medical Information (diagnosis, treatment, medication, including authorizations and referral status)
(J Health Plan Coverage and Eligibility
U Financial/Billing Information, excluding claims information

1 Claims Status/Payment Information
U Other
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Is the Recipient also authorized to receive sensitive information as described below?
dNo [ Yes—IfYes, Iauthorize WHA to release:

(1 All sensitive information
OR U Only the following information: (check all that apply)
U Alcohol/substance abuse 1 Mental health 1 Genetic information
(1 Sexually transmitted illness (including HIV/AIDS)
(1 Sexual, physical, or mental abuse
1 Abortion/reproductive health (including pregnancy, contraception)

_ Disclose the above information for the dates of service from to
1 For the above information, ALL dates of service

Reason for this authorization

Check only one

U Personal Use U Legal
U Other (please specify):

Authorization to Act on Member’s Behalf
Member authorizes the Recipient to perform the following:

U Enroll me/disenroll in/from Plan U Choose/change my PCP U Request new ID Card
1 Update demographic information 1 All of the above
OR U Not applicable

Expiration

This authorization will remain in effect:
U for one (1) year from the date of your signature below

OR [ until (cannot be longer than three (3) years from the signature date)
(date)
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Authorization for the Use or
Disclosure of Health Information

Signatures

I understand and agree to the following:

e The member may revoke this authorization at any time by notifying WHA in writing. Revoking this
authorization will not affect information WHA used or disclosed before receipt of the revocation
request.

e  WHA will not condition treatment, payment, enrollment in a health plan, or eligibility for benefits on
whether you or your representative sign this authorization.

e [f this authorization is on behalf of a minor, federal and state laws may prohibit WHA from acting on
the request about sensitive information without written authorization from the minor (12 years of age
or older);

e This will expire when the minor turns 18 or is legally emancipated, or may be revoked by the legally
capacitated minor.

e If WHA discloses substance abuse information to another Covered Entity or Business Associate,
federal law prohibits the re-disclosure the information without the members authorization.

Member

Name (Print)

Signature Date

Personal Representative

Name (Print)

Signature Date

Please check the box that describes your relationship to the member:
1 Parent of Minor [ Legal guardian [ Power of Attorney [ Executor [ Other

Documentary proof (including but not limited to: court documents, birth certificate, etc.) of your
relationship/authorization must be attached to this request. If you are requesting access to a minor’s (12
years of age or older) records, federal and state laws may prohibit WHA from acting on your request if the
information is related to sensitive services without written authorization from the minor.
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Notice of Language Assistance smfl AbDvANTAGE

We have free interpreter services to answer any questions you may have about our health or drug plan. To
get an interpreter, just call us at 1.888.563.2250 (TTY 711). Someone who speaks English/Language can
help you. This is a free service.

Spanish

Tenemos servicios de intérprete sin costo alguno para responder cualquier pregunta que pueda tener
sobre nuestro plan de salud o medicamentos. Para hablar con un intérprete, por favor llame al
1.888.563.2250 (TTY 711). Alguien que hable espanol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin
BB A EZNINIERS, BHEHREXTRESAOYRMMEMMEE O, mEEFZHIFERS, 5
BER 1.888.563.2250 (TTY 711), ENMHWPXITHEARBREEREYE, XE—IRERS.

Chinese Cantonese
EHEMYEEREYRISTEEFE RN, SUEMRERENTIE IRFE. NENERTE,
1.888.563.2250 (TTY 711), EMEPIXMAEKRELEATIREEY, E 2—EBRERE.

Tagalog

Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot ang anumang mga katanungan
ninyo hinggil sa aming planong pangkalusugan o panggamot. Upang makakuha ng tagasaling-wika,
tawagan lamang kami sa 1.888.563.2250 (TTY 711). Maaari kayong tulungan ng isang nakakapagsalita
ng Tagalog. Ito ay libreng serbisyo.

s
]
#

French

Nous proposons des services gratuits d'interprétation pour répondre a toutes vos questions relatives a
notre régime de santé ou d'assurance-médicaments. Pour accéder au service d'interprétation, il vous
suffit de nous appeler au 1.888.563.2250 (TTY 711). Un interlocuteur parlant Francais pourra vous aider.
Ce service est gratuit.

Viethamese

Chung toi c6 dich vu thong dich mién phi dé tra I&i cac cau hoi vé chwong sitc khde va chuong trinh thudc
men. Néu qui vi can théng dich vién xin goi 1.888.563.2250 (TTY 711) sé c6 nhan vién ndi tiéng Viét giup
dé qui vi. Day 1a dich vu mién phi .

German

Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu unserem Gesundheits- und
Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1.888.563.2250 (TTY 711). Man wird Ihnen
dort auf Deutsch weiterhelfen. Dieser Service ist kostenlos.

Western Health Advantage is an HMO plan with a Medicare contract. Enrollment in the health plan depends
on contract renewal.
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Korean

A= 0|8 BY Ee ofF 290 et HE0| ol E2| 1A B8 SR MH[AS XSSt
USLILH Y9 MH|AE 0] 8512{ T T2t 1.888.563.2250 (TTY 711)H2 2 223 FHA|L.
St=0|E ote TEAZL 2o E& AYLCH O] MH[AE REE 2FELC

Russian

Ecav y Bac BO3BHUKHYT BOIIPOCHI OTHOCHUTEJIbHO CTPAaX0BOT'0 MW MeJUKaMeHTHOTO I1JIaHa, Bbl MOXKeTe
BOCII0J1b30BaTbCAl HALIMMU OeCI/IaTHbIMU YCJIyraMy nepeBogYMKOB. YTOObI BOCIIO/1b30BAThCA
yCayramMu nepeBoJYMKa, I03BOHUTe HaM 1o TesnedoHy 1.888.563.2250 (TTY 711). Bam okaxeT
IOMOIb COTPYAHUK, KOTOPbIK TOBOPUT MO-PYCCKU. JlaHHad yciyra 6ecnaTHasd.

Arabic
o e Gl (558 aa e o Jpanll a2 50Y) Jgan ) Aaally 3l Al (51 e Dladl Aglaall (58 an jiall ciladd o L)
Al Gaaty le paddasian (TTY 711) 1.888.563.2250 e L JlaiV) dpilas dead oda cline Luay,

Hindi
TR AT 1 &d1 & Ao & 9% | 37 bt Hf Uy & Sard ¢ & e gAR U god {1 Jard Juds &,
TS GUITAT U F5R & foIg, 999 B 1.888.563.2250 (TTY 711) TR B Y. His G off (gl Sl g e
e IR Yl 6. I8 Uh JUd 9dT 6.

Italian

E disponibile un servizio di interpretariato gratuito per rispondere a eventuali domande sul nostro piano
sanitario e farmaceutico. Per un interprete, contattare il numero 1.888.563.2250 (TTY 711). Un nostro
incaricato che parla Italianovi fornira I'assistenza necessaria. E un servizio gratuito.

Portugués

Dispomos de servicos de interpretacao gratuitos para responder a qualquer questao que tenha acerca do
nosso plano de salude ou de medicacao. Para obter um intérprete, contacte-nos através do nidmero
1.888.563.2250 (TTY 711). Ira encontrar alguém que fale o idioma Portugués para o ajudar. Este servico
é gratuito.

French Creole

Nou genyen sévis entépréet gratis pou reponn tout kesyon ou ta genyen konsénan plan medikal oswa
dwog nou an. Pou jwenn yon entéprét, jis rele nou nan 1.888.563.2250 (TTY 711). Yon moun ki pale
Kreyol kapab ede w. Sa a se yon sévis ki gratis.

Polish

Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry pomoze w uzyskaniu odpowiedzi na
temat planu zdrowotnego lub dawkowania lekéw. Aby skorzysta¢ z pomocy ttumacza znajgcego jezyk
polski, nalezy zadzwoni¢ pod numer 1.888.563.2250 (TTY 711). Ta ustuga jest bezptatna.

Japanese

Lt DR RO R & AL AT T BT A ZHEEIICBEZ T A2 12, MBEOMRRT—EAH )
TIIEWET, HERE I A1iE. 1.888.563.2250 (TTY 711) I BHE& 23 v, HAEZGET A
ErYBEWELET, 2RO — X T,



. C e . ] 1 westernhealth
Notice of Non-Discrimination mmfl ADVANTAGE

Western Health Advantage complies with applicable Federal and California civil rights laws and does not
discriminate on the basis of race, color, national origin, ancestry, religion, sex, marital status, gender,
gender identity, sexual orientation, age, or disability, as applicable. Western Health Advantage does not
exclude people or treat them differently because of race, color, national origin, ancestry, religion, sex,
marital status, gender, gender identity, sexual orientation, age, or disability.

Western Health Advantage:

Provides free aids and services to people with disabilities to communicate effectively with us, such as:
e Qualified sign language interpreters
e 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:
e Qualified interpreters
e Information written in other languages

If you need these services, contact the Member Services Manager at 888.563.2250, TTY 711.

If you believe that Western Health Advantage has failed to provide these services or discriminated in
another way on the basis of race, color, national origin, ancestry, religion, sex, marital status, gender,
gender identity, sexual orientation, age, or disability, you can file a grievance by mail, phone or email. If
you need help filing a grievance, the Member Services Manager is available to help you.

Mail: Western Health Advantage, Attn: Appeals and Grievances
2349 Gateway Oaks Drive, Suite 100, Sacramento, California 95833

Call: 888.563.2250, TTY 711
If there is a concern of discrimination based on race, color, national origin, age, disability, or sex, 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 or by phone.

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

Call: 800.368.1019, 800.537.7697 TDD

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

Western Health Advantage is an HMO plan with a Medicare contract. Enrollment in the health plan depends
on contract renewal.
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