Instructions for Completing Standard Authorization
Form to Release Protected Health Information (PHI)

To Complete Form go to Page 4

Use this form to authorize Blue Cross and Blue Shield of Illinois (BCBSIL) to disclose your protected health information
(PHI) to a specific person or entity. You may follow the instructions below or call the number listed on your Member ID
card if you need help completing the form. You must complete the entire form.,

Please note:
e One authorization form can be used for multiple services or providers or you can complete the form claim by
claim, procedure by procedure, or for services provided during certain time periods.
e The use of the authorization form is voluntary.

Section I. Name and information of person whose PHI is being disclosed

Jane Doe 05-10-1962
Name Date of Birth
123456 X0OP123456789 i - #H - #HH

Group Number Identification/Subscriber Number Social Security Number
123 Main Street Anytown

Address City

IL 12345 555-555-5555

State Zip Code Area Code & Phone Number

The information in Section | applies to the person whose PHI is being disclosed. The person could be the policy holder,
his or her spouse, a dependent or any other person covered under the policy or a person who has their own coverage.
In this example, Jane Doe is the person making the request.

Section Il. Authorization and Purpose

| authorize BCBSIL to release my PHI to the person or organization listed below. | understand if the person or organization
listed below is not a health plan or health care provider, the PHI may not be protected by federal privacy laws.

Suzy Smith Daughter
Persons/Organizations authorized to receive your information Relationship

Assisting in medical care

Purpose

123 Main Street Anytown IL 12345
Address City State Zip Code

The information in Section Il identifies the person or organization that will be receiving the PHI about the person named
in Section I. A person that needs access to the PHI could be a family member, a close friend, a broker, or an attorney.

If the person wants PHI to go to an organization, please include the area and/or job title of the person at the organization,
for example, Benefits Representatives, Human Resources Department, Associate XYZ Insurance Agency, etc. In this
example, Jane Doe is authorizing the release of PHI to her daughter Suzy Smith.
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Section IlI. Description of Sensitive Protected Health Information (SPHI) and PHI to be Released
Complete Parts A and B of this section

A. Release of SPHI that may be protected under State Law. If you check “yes,” you are authorizing BCBSIL to release
the SPHI listed below and if applicable to your data release request, it will be included in the information you select in
[11.B. If you check “no” or make no selection at all, SPHI will not be released. This authorization may not be used for the
release of Psychotherapy Notes.

e Human Immunodeficiency Virus (HIV) or HIV/Acquired Immune Deficiency Syndrome, ")
o Sexually transmitted or “communicable” diseases (includes hepatitis, as well as venereal
diseases), Yes | X
e Drug, alcohol or substance abuse, >
e Mental health or developmental disabilities (including mental retardation or similar disabilities, No
for example, those attributable to cerebral palsy, autism or neurological dysfunctions), and
e (Genetic testing. P

The information in Section Ill-A applies when a person wants specific SPHI as listed above to be released to their
authorized representative, the person must specifically authorize that release. In this example, Jane has agreed to
let her daughter Suzy Smith receive her SPHI.

B. Description of PHI to be released. You may select one or more Dates of Services
From: To:
Health Plan Includes information contained in your benefit
Benefit booklet (i.e., coPa yments, coinsurance, eligibility
Information: and other bene mformatlon

Includes information related to payment of your
claims for service you received, including pertinent

X ﬁ]l%p]n?ation' information located on a claim form (i.e., billed 06-12-15 04-30-18
' amount, general procedure descrlptlons claim
payment or denial reasons, etc.).
ggtrgrlrcneination Includes any information related to pre-service,
Information: concurrent and post-service decisions.
Premium Includes information related to hilling cycles, bank
Information: draft changes, etc.
Provider/Supplier Name:
fServices ’
rom Provider . . . _
or Supplier: Describe the exact information you want released:
Add other information that is not listed above.
Other:

Section llI-B is where the person specifies what PHI they are authorizing BCBSIL to release. In this example, Jane is
authorizing BCBSIL to release claims information from 6-12-15 to 4-30-18 to her daughter Suzy Smith.
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Section IV. Expiration & Right to Revoke or Terminate the Authorization

Expiration: Select a date/event when authorization will expire. The authorization cannot be processed if this is left blank.

X | One year from the date it is signed Other (insert date or event):

Right to Revoke/Terminate: You may end this authorization at any time b giving written notice to BCBSIL at the
address Ilséed below; however, BCBSIL is not responsible for the PHI released before the authorization was
terminated.

In Section 1V, the person must select a date when this authorization will end. All valid authorizations must contain a
specific expiration date or event; for example: ‘hospitalization end date”, “rehabilitation end date”, etc. In addition,
BCBSIL is providing information about the right to terminate an authorization at any time. In this example, the

authorization remains valid for one year from the date it was signed unless Jane revokes it.

Section V. Signature & Acceptance of Terms.

| understand that this authorization is voluntary and that the health plan cannot condition my eligibility for benefits,
treatment, enrollment or payment of claims on the signing of this authorization.

Jane Doe Self 4-30-18
Signature Relationship Date (MM-DD-YY)

Document must be signed by the person, the parent of a minor child or the person’s authorized representative. If you
are a parent signing on behalf of a minor child, please sign your name — not the child’s name. This authorization will
expire when the minor child turns 18 years of age, unless proof of legal guardianship is produced. If you are signing

Sas a Power of Attorney, Legal Guardian, Executor or Administrator complete the following and provide copies of the
appropriate Legal documents. If these documents are already on file with BCBSIL, you do not need to provide.

Authorized Representative’s Name Relationship to Person
Authorized Representative’s Address City
State Zip Code Authorized Representative’s Area Code & Phone Number

In Section V, the person identified in Section | signs the form unless the person identified in Section | is a minor
under the age of 18 — then the parent or guardian signs the form. In this example, Jane is signing on her own behalf.
However, if Jane was a minor, her parent or guardian would sign their name on the form.

Before sending this form, make a copy for your records:
¢ Photocopy this signed authorization, or

e Complete and sign the duplicate form you received
or printed

The rest of the form contains instructions for submitting the form to BCBSIL.
Please keep a signed copy for your records.
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Standard Authorization Form to Release
Protected Health Information (PHI)

Use this form to authorize Blue Cross and Blue Shield of Illinois (BCBSIL) to disclose your protected health information
(PHI) to a specific person or entity. You may follow the instructions below or call the number listed on your Member ID
card if you need help completing the form. You must complete the entire form.

Please note:
e One authorization form can be used for multiple services or providers or you can complete the form claim by
claim, procedure by procedure, or for services provided during certain time periods.
e The use of the authorization form is voluntary.

Section I. Name and information of person whose PHI is being disclosed

Name Date of Birth
Group Number Identification/Subscriber Number Social Security Number
Address City

State Zip Code Area Code & Phone Number

The information in Section | applies to the person whose PHI is being disclosed. The person could be the policy holder,
his or her spouse, a dependent or any other person covered under the policy or a person who has their own coverage.

Section Il. Authorization and Purpose

| authorize BCBSIL to release my PHI to the person or organization listed below. | understand if the person or organization
listed below is not a health plan or health care provider, the PHI may not be protected by federal privacy laws.

Persons/Organizations authorized to receive your information Relationship
Purpose
Address City State Zip Code

The information in Section Il identifies the person or organization that will be receiving the PHI about the person named
in Section I. A person that needs access to the PHI could be a family member, a close friend, a broker, or an attorney.

If the person wants PHI to go to an organization, please include the area and/or job title of the person at the organization,
for example, Benefits Representatives, Human Resources Department, Associate XYZ Insurance Agency, etc.
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Section IlI. Description of Sensitive Protected Health Information (SPHI) and PHI to be Released

Complete Parts A and B of this section

A. Release of SPHI that may be protected under State Law. If you check “yes,” you are authorizing BCBSIL to

release the SPHI listed below and if applicable to your data release request, it will be included in the information you
select in lIl.B. If you check “no” or make no selection at all, SPHI will not be released. This authorization may not be used
for the release of Psychotherapy Notes.

e Human Immunodeficiency Virus (HIV) or HIV/Acquired Immune Deficiency Syndrome, ")
o Sexually transmitted or “communicable” diseases (includes hepatitis, as well as venereal
diseases), Yes
e Drug, alcohol or substance abuse, >
e Mental health or developmental disabilities (including mental retardation or similar disabilities, No
for example, those attributable to cerebral palsy, autism or neurological dysfunctions), and
e (Genetic testing.

/

The information in Section Ill-A applies when a person wants specific SPHI as listed above to be released to their
authorized representative, the person must specifically authorize that release.

B. Description of PHI to be released. You may select one or more. Dates of Services
From: To:

Health Plan Includes information contained in your benefit
Benefit booklet (i.e., copayments, coinsurance, eligibility
Information: and other benefit information).

Includes information related to payment of your
Claims claims for service you received, including pertinent
Information: information located on a claim form (i.e., billed

' amount, general procedure descriptions claim

payment or denial reasons, etc.).
[S)gtr(\a/rlr%ei)nation Includes any information related to pre-service,
Information: concurrent and post-service decisions.
Premium Includes information related to billing cycles, bank
Information: draft changes, etc.

Provider/Supplier Name:
Services
g? g]uzg??/elger Describe the exact information you want released:

Add other information that is not listed above.

Other:

Section IlI-B is where the person specifies what PHI they are authorizing BCBSIL to release.
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Section IV. Expiration & Right to Revoke or Terminate the Authorization

Expiration: Select a date/event when authorization will expire. The authorization cannot be processed if this is left blank.

One year from the date it is signed Other (insert date or event):

Right to Revoke/Terminate: You may end this authorization at any time b¥ giving written notice to BCBSIL at the
address Ilséed below; however, BCBSIL is not responsible for the PHI released before the authorization was
terminated.

In Section IV, the person must select a date when this authorization will e“nd. All valid authorizations must contain a

specific expiration date or event; for example: *hospitalization end date”, “rehabilitation end date”, etc. In addition,
BCBSIL is providing information about the right to terminate an authorization at any time.

Section V. Signature & Acceptance of Terms.

| understand that this authorization is voluntary and that the health plan cannot condition my eligibility for benefits,
treatment, enrollment or payment of claims on the signing of this authorization.

Signature Relationship Date (MM-DD-YY)

Document must be signed by the person, the parent of a minor child or the person’s authorized representative. If you
are a parent signing on behalf of a minor child, please sign your name — not the child’s name. This authorization will
expire when the minor child turns 18 years of age, unless proof of legal guardianship is produced. If you are signing
as a Power of Attorney, Legal Guardian, Executor or Administrator complete the following and provide copies of the
appropriate Legal documents. If these documents are already on file with BCBSIL, you do not need to provide.

Authorized Representative’s Name Relationship to Person
Authorized Representative’s Address City
State Zip Code Authorized Representative’s Area Code & Phone Number

Before sending this form, make a copy for your records:
e Photocopy this signed authorization, or
e Complete and sign the duplicate authorization form

Mail the signed authorization to:

Blue Cross and Blue Shield of lllinois
PO Box 805107
Chicago, IL 60680-4112

If you need assistance completing the form, refer to the instructions above
or call the number listed on your Member ID Card.
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BlueCross BlueShield of Illinois

Health care coverage is important for everyone.

We provide free communication aids and services for anyone with a disability or who needs language
assistance. We do not discriminate on the basis of race, color, national origin, sex, gender identity, age,
sexual orientation, health status or disability.

To receive language or communication assistance free of charge, please call us at 855-710-6984.

If you believe we have failed to provide a service, or think we have discriminated in another way, contact us to file a grievance.

Office of Civil Rights Coordinator Phone: 855-664-7270 (voicemail)

300 E. Randolph St. TTY/TDD: 855-661-6965

35th Floor Fax: 855-661-6960

Chicago, lllinois 60601 Email: CivilRightsCoordinator@hcsc.net

You may file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, at:

U.S. Dept. of Health & Human Services Phone: 800-368-1019
200 Independence Avenue SW TTY/TDD: 800-537-7697
Room 509F, HHH Building 1019 Complaint Portal: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Washington, DC 20201 Complaint Forms: http://www.hhs.gov/ocr/office/file/index.html
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BlueCross BlueShield of Illinois

If you, or someone you are helping, have questions, you have the right to get help and information
in your language at no cost. To talk to an interpreter, call 855-710-6984.

Espariol Si usted o alguien a quien usted esta ayudando tiene preguntas, tiene derecho a obtener ayuda e
Spanish informacién en su idioma sin costo alguno. Para hablar con un intérprete, llame al 855-710-6984.

Tapl) | 038 e lialy Byl lashaall s Bacliaal) e Jpeanl) 3 Gall eloli dlind sacls Gadd sl f clal (IS ¢
Arabic .855-710-6984 ~3,0 e Jaail ¢(5 )58 an yia pa Saaill A3ISS 4y
ZREP | WRE, B IEARBAER, S GERE, BN EUEHNERESEMMNAE.
Chinese | iAFA—IENEES, 751 B4 SRS 855-710-6984.

Frangais Si vous, ou quelqu'un que vous étes en train d’aider, avez des questions, vous avez le droit d'obtenir de

French I'aide et I'information dans votre langue & aucun codt. Pour parler & un interpréte, appelez 855-710-6984.

Deutsch Falls Sie oder jemand, dem Sie helfen, Fragen haben, haben Sie das Recht, kostenlose Hilfe und

German Informationen in lhrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die
Nummer 855-710-6984 an.

a2l %l dAHol WYl H HEE $3L &L sl wldl sl ol clscol U oL AH. s12A5H

Glu'arati ollotd Yl 8l Al dHal (Qotl W, dAxi3] el Hee el Hledl Anacall &55 ®.

J geual eui clcl $cll M2 Wl ol 855-710-6984 UR Sl 8R.
: gic; 319eh, IT 319 TAHehI HEIRIAT S Lo & 3Th, I &, ol 3TYehl 9T HIT 7 To1:Ueeh

E—rﬂi HETIT 3R STTeTehRT Yol hiet ohT 37T & | el JieTaTeeh & STcl hiet oh feTT 855°710-6984
T I A |

Italiano Se tu 0 qualcuno che stai aiutando avete domande, hai il diritto di ottenere aiuto e informazioni nella tua

Italian lingua gratuitamente. Per parlare con un interprete, puoi chiamare il numero 855-710-6984.

st=20 Orer Aot L= Aol 5= MEO0| 220 JACUH AHote 222 et EsU EE2E

%r;an HOY HAAHZ &= = U= AHelJ USLICH SS AL 2 R0HAI S 855-710-6984 =2
Moot AL

Diné T’aa ni, éi doodago ta’da bika ananilwo’igii, na’iditkidgo, ts’ida bee na ahooti’1’ t’aa niik’e

Navaio nika a’doolwot do6 bina’iditkidigii bee nit h odoonih. Ata’dahalne’igii bich’{” hodiilnih kwe’¢

) 855-710-6984.

e | OB sk (4 aS a1 Col Ga el 43l (s (S (o0 S8 g4 LadiaS S L el R
Persian Apbed Juala (ulai 855-710-6984 o jlads Ly ¢ alid aa jie S L SIS Gy aplad il )y e Ml 5SS
Polski Jesli Ty lub osoba, ktorej pomagasz, macie jakiekolwiek pytania, macie prawo do uzyskania
Polish bezptatnej informacji i pomocy we wtasnym jezyku. Aby porozmawiac z ttumaczem, zadzwon pod

numer 855-710-6984.
PyCCKUi Ecnu y Bac unu yenoeka, KOTOPOMY Bbl MOMOraeTe, BO3HUKIN BOMPOCHI, Y BaC eCTb NPpaBo Ha becnnaTHyio
Rﬁssian MOMOLLb U MHGOPMALWIO, NPefOCTaBMEHHYI0 Ha BaLleM fi3blke. YTobbI CBA3ATLCS C NEPEBOAYNKOM,

no3BoHuTE No TenedoHy 855-710-6984.
Taqalo Kung ikaw, 0 ang isang taong iyong tinutulungan ay may mga tanong, may karapatan kang makakuha ng
Tag al Og tulong at impormasyon sa iyong wika nang walang bayad. Upang makipag-usap sa isang tagasalin-wika,

galog tumawag sa 855-710-6984.
S| e e gy G Sl o8 o G e SsS com ) S e @l (S S0l S LSl K

Urdu -0 S S 855-710-6984 « o S S Sl _waa i 2 3alS S diala Gilaglaa sl 2
Tiéng Viét | Néu quy vi, hodc ngwdi ma quy vi gitip d&, ¢ cau hdi, thi quy vi cd quyén dwoc gilip d& va nhan thong tin
Vietnamese | bang ngdn ngir clia minh mién phi. Dé ndi chuyén vai mét thong dich vién, goi 855-710-6984.
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