Member Authorization to Use or
UPMC HEALTH PLAN Disclose Protected Health Information

Instructions

Please complete this form to allow UPMC Health Plan to fulfill your request to use or disclose your protected
health information (PHI) that we have received, collected, or maintained in our files.

As a member of UPMC Health Plan, you have the right to authorize the use or disclosure of your PHI.
The federal Privacy Rule of the Health Insurance Portability and Accountability Act (HIPAA) requires that you
provide this authorization in writing.

Please be advised that UPMC Health Plan does not receive, collect, or maintain any medical records or
hospital charts. You must contact your physicians or hospital for authorizations for these types of records.

Your privacy and rights are important to us. To ensure that your records are properly protected, we need to
have written confirmation of the details of your authorization for use or disclosure of your PHI.

Once you return this completed, signed, and dated form to us, we can verify your information, prepare your
records accordingly, and use or disclose the PHI as detailed in this form.

Please read this form carefully and fill it out completely.

Please print or type in the requested information. If printing, please use a pen.

Member Name: Member ID Number:

Member Address: Date of Birth:

Phone Number:

|, the above-named member, authorize UPMC Health Plan to use or disclose my PHI as follows:
1. Required information

| am authorizing UPMC Health Plan to use or disclose this type and amount of information (check the
appropriate items and/or write in any other specific records, where indicated):

Medical claims

Pharmacy claims

Dental claims

Previously filed complaints and grievances

Other:

OO
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| am also authorizing the use or disclosure of the following records:
[ ] Behavioral health claims

[ ] Reproductive health claims

[ ] Chemical dependency claims

[ ] HIVclaims

Dates requested:

2. Person or organization to whom disclosure is to be made

| authorize use or disclosure of the above-indicated records to the following:

Name:

Company/Organization:

Address:

Telephone Number: Fax Number:

3. Expiration of authorization

The expiration date (or event) for the use or disclosure authorized in this form is
(If no expiration date is indicated, UPMC Health Plan will use the end of the current plan year for

your health benefits. If this use or disclosure is for research purposes, please write in “none” or “at end
of research.”)

4. Need to renew authorization

If | do not revoke this authorization, | understand that it will expire on the expiration date indicated above.
If | wish to extend the authorization disclosure period, | will complete and return a new form.

5. Right to revocation

| understand that | have the right to revoke this authorization at any time. | understand that in order to
revoke this authorization, | must do so in writing and submit my written revocation to the UPMC Health
Plan Member Services Department. | understand that this revocation will not apply to information that has
already been released pursuant to the instructions described in this form.

6. Lack of conditions

| understand that | do not need to sign this form to receive health care treatment or payment, enroll in my
health plan, or be eligible for health care benefits by UPMC Health Plan.
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7. Risk of disclosure to persons not covered under the HIPAA Privacy Rule

| understand that the HIPAA Privacy Rule is meant to ensure the privacy of my health information. | also
understand that once my PHI is disclosed according to my instructions on this form, the information may
be subject to redisclosure if it is provided to persons who are not subject to the HIPAA Privacy Rule. The
disclosed PHI may then no longer be protected by the Privacy Rule. | understand that this is particularly
important in the case of any disclosure of my PHI to my employer.

8. Right to retain a copy of the authorization
| understand that | have the right to retain or receive a copy of this form.

[ ] Please check here if you are not making a copy of this form for your own records and want to receive a
copy from UPMC Health Plan.

(Required) Member Signature: Date:

Please note

A. In the event that the member is a minor or otherwise legally incompetent, please provide the name,
address, and relationship to the member of the person who is signing this form.

Name: Relationship:

Address:

B. If this form is being submitted by the member's personal representative, please sign below.

Personal Representative Signature: Date:
Please return this completed form by mail to: Or by fax to:
UPMC Health Plan 412-454-7829
PO Box 2965

Pittsburgh, PA 15230-2965

If you have any questions about this form, please call the Member Services Department at the telephone
number on the back of your ID card.



Nondiscrimination Notice

UPMC Health Plan’ complies with applicable federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, sex, sexual orientation, gender identity, or gender
expression. UPMC Health Plan does not exclude people or treat them differently because of race,
color, national origin, age, disability, sex, sexual orientation, gender identity, or gender expression.

UPMC Health Plan:

* Provides free aids and services to people with disabilities so that they can communicate effectively with
us, such as:

o 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:

o Qualified interpreters.
° |nformation written in other languages.

If you need these services, contact the Member Services phone number listed on the back of your
member ID card.

If you believe that UPMC Health Plan has failed to provide these services or has discriminated in
another way on the basis of race, color, national origin, age, disability, sex, sexual orientation, gender
identity, or gender expression, you can file a complaint with:

Complaints and Grievances
PO Box 2939
Pittsburgh, PA 15230-2939

Phone: 1-888-876-2756 (TTY: 711)
Fax: 1-412-454-7920
Email: HealthPlanCompliance@upmc.edu

You can 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, or by mail or phone at U.S. Department of Health and
Human Services, 200 Independence Avenue SW., Room 509F, HHH Building, Washington, DC 20201,
1-800-368-1019. TTY/TDD users should call 1-800-537-7697.

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

'UPMC Health Plan is the marketing name used to refer to the following companies, which are
licensed to issue individual and group health insurance products or which provide third party
administration services for group health plans: UPMC Health Network Inc., UPMC Health Options Inc_,
UPMC Health Coverage Inc., UPMC Health Plan Inc., UPMC Health Benefits Inc., UPMC for You Inc.,
and/or UPMC Benefit Management Services Inc.



Translation Services

ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingtistica.
Llame al 1-855-489-3494 (TTY: 711).

AR MREEAEEFN - BRI LURBEESESEMR - 55E(E 1-855-480-3494
(TTY 1 711) -

CHU Y: Néu ban noéi Tiéng Viét, cé cac dich vu hd tro ngén ngit mién phi danh cho ban. Goi s
1-855-489-3494 (TTY: 711).

BHMMAHWE: Ecnn Bbl roBopuTE Ha pycCKOM A3blKe, TO BaM AOCTYNHbI becnnaTHble ycnyrn nepesoaa.
3BoHuTe 1-855-489-3494 (Tenetann: 711).

Wann du [Deitsch (Pennsylvania German / Dutch)] schwetzscht, kannscht du mitaus Koschte ebber
gricke, ass dihr helft mit die englisch Schprooch. Ruf selli Nummer uff: Call 1-855-489-3494
(TTY: 711).

T2 =0HE MEdtAI=E B2, 80 XI& MHIAS BE= 01802 = UASUICH.
1-855-489-3494 (TTY: 711) BIC 2 H3tall =&AL .

ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica
gratuiti. Chiamare il numero 1-855-489-3494 (TTY: 711).

1-855-489-3494 a3 5 Joail lall cll i) 4y salll sac Lol cilond ld (Aalll Q0 Cuaats ¢ 1) -als sale
(711 2805 sl aila a3 )
ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposés
gratuitement. Appelez le 1-855-489-3494 (ATS: 711).

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen
zur Verfugung. Rufnummer: 1-855-489-3494 (TTY: 711).

YAsil: L AR Al clledcll &l, ll [(A:ges el Aslal A AR MR Gucted B. gl 53
1-855-489-3494 (TTY: 711).

UWAGA: Jezeli mowisz po polsku, mozesz skorzystac z bezptatnej pomocy jezykowej. Zadzwon pod
numer 1-855-489-3494 (TTY: 711).

ATANSYON: Si w pale Kreyol Ayisyen, gen sévis ed pou lang ki disponib gratis pou ou. Rele
1-855-489-3494 (TTY: 711).

FUEINGS RS SIOHAS UNWwM anigr fnmsrununt gwigamanihwssialy
mﬁ@smmsmma 1-855-489-3494 (TTY: 711)71

ATENCAO: Se fala portugués, encontram-se disponiveis servicos linguisticos, gratis. Ligue para
1-855-489-3494 (TTY: 711).

UPMC HEAITH PLAN

U.S. Steel Tower, 600 Grant Street
Pittsburgh, PA 15219

www.upmchealthplan.com
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