DI D

MEMBER AUTHORIZATION RELEASE
PERSONAL HEALTH INFORMATION

Please complete all sections of this form.

Section A: General Information *required information
Last Name*:
First Name*: Middle Initial:
Last 4 of Social Security Number*: Birth Date (MM/DD/YY): / /
Group Health Plan ID Number*: Group Number*;

Section B: Specific Information Regarding This Authorization
| authorize the use and/or disclosure of my personal health information as described below:
1. My authorization applies to the information described below. Only this information may be used and/or disclosed
according to this authorization.

2. lauthorize the following person (or persons) to make the authorized use and/or disclosure of my personal health
information (name, title).

The above named person’s relationship to me is:
3. |l authorize the following person (or persons) to receive my personal health information (name, title, etc.).

4. My personal health information may be used and/or disclosed for the following purposes.

5. lunderstand that, if my personal health information is disclosed to someone who is not required to comply with the
federal privacy protection regulations, then such information may be re-disclosed and would no longer be protected.
6. | understand that | have a right to revoke this authorization at any time. My revocation must be in writing. | am
aware that my revocation is not effective to the extent that the persons | have authorized to use and/or disclose my
personal health information have acted in reliance upon this authorization.
7. | agree a photocopy or facsimile copy of this authorization shall be accepted with the same authority as the original.
8. lunderstand and acknowledge that this authorization extends to all medical records, including records which may
contain information regarding treatment for physical and mental iliness, alcohol/drug abuse and/or HIV — AIDS test
results or diagnosis. | expressly consent to the release of such information.
9. | understand that if I do not sign this authorization, my refusal to sign will not affect my abilities to obtain treatment
or payment under my policy terms, nor will it affect my enrollment or eligibility for benefits.
10. I understand that | have a right to inspect and copy my own personal health information to be used or disclosed in
accordance with the requirements of the federal privacy protection regulations found under 45 C.F.R.164.524.
11. | understand that authorization for Mutual Health Services to use/disclose my personal health information will not
result in direct or indirect compensation to Mutual Health Services, unless it is standard business practice.
12. This authorization expires 180 days from date of signature.

Your Signature* Today’s Date:*

If you are acting on behalf of the above named member as a legal representative, please provide the appropriate legal
documentation (example: Power of Attorney.)

Send completed and signed form to: Billing and Enroliment Department, P.O. Box 5700, Cleveland, OH 44101; or fax to
330-666-3836 or email MHSAdmin@mutualhealthservices.com.
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ATTENTION: If you speak one of the 15 languages listed below, language assistance services, free of charge, are

available to you. Call 1-800-367-3762

Spanish

ATENCION: si habla espafiol, tiene a su disposicidn
servicios gratuitos de asistencia lingtiistica. Llame al 1-
800-367-3762.

Chinese
FEE - anR Al R R S, LIS S SE S
EARES, F580E 1-800-367-3762,

German

ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen
kostenlos sprachliche Hilfsdienstleistungen zur
Verfiigung. Rufnummer: 1-800-367-3762.

Arabic
e lunadl Glods- O (dalll S| Gaumes ciS 3] 1dlbgle
©8)) xxx-xxX-XxxX-1 @333 JuaSl .Olmall el 18195 dogalll
(2673-763-008-1 1Sl ol Lisla

Pennsylvania Dutch

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 1-800-367-3762.

Russian

BHUMAHMWE: Ecnu Bbl roBOpUTE Ha PYCCKOM A3blKe, TO
BaM [0CTYNHbl 6ecnnaTHble YCayrn nepeoaa. 3BOHUTE
1-800-367-3762.

French

ATTENTION : Si vous parlez francais, des services d'aide
linguistique vous sont proposés gratuitement. Appelez
le 1-800-367-3762.

Viethamese

CHU Y: Né&u ban néi Tiéng Viét, cé cac dich vu ho trg
ngdn nglt mién phi danh cho ban. Goi s6 1-800-367-
3762.

Oromo

XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila
gargaarsa afaanii, kanfaltiidhaan ala, ni argama. Bilbilaa
1-800-367-3762.

Korean
Zol: 3OS ALBBHAIE F S, Q0| X &
MHIAEREEO '

| &35t
3762 HO 2 Mls FAA
Italian
ATTENZIONE: In caso la lingua parlata sia l'italiano,
sono disponibili servizi di assistenza linguistica gratuiti.
Chiamare il numero 1-800-367-3762.

Japanese

EEFHE: BAEZEINIGA. BEOSEE
BA2 ZRRAWEE T £4, 1-800-367-3762 £ T, B
EREIC T THEE &,

Dutch

AANDACHT: Als u nederlands spreekt, kunt u gratis
gebruikmaken van de taalkundige diensten. Bel 1-800-
367-3762.

Ukrainian

YBATA! AKLLO BU pO3MOBAAETE YKPATHCbKOIO MOBOIO, BU
MOXKeTe 3BepHYTUCA A0 6e3KOLTOBHOT CNyK6U MOBHOT
niaTpumrkn. TenedoHyiTe 3a Homepom 1-800-367-
3762.

Romanian

ATENTIE: Daca vorbiti limba romana, va stau la
dispozitie servicii de asistenta lingvistica, gratuit. Sunati
la 1-800-367-3762.
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Nondiscrimination Notice

Mutual Health Services complies with applicable federal civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex in its operation of health programs and activities. Mutual Health Services
does not exclude people or treat them differently because of race, color, national origin, age, disability, or sex in its
operation of health programs and activities.

e  Mutual Health Services provides free aids and services to people with disabilities to communicate effectively
with us, such as qualified sign language interpreters, and written information in other formats (large print,
audio, accessible electronic formats, etc.).

e Mutual Health Services provides free language services to people whose primary language is not English, such as
qualified interpreters and information written in other languages.

If you need these services or if you believe Mutual Health Services failed to provide these services or discriminated in
another way on the basis of race, color, national origin, age, disability, or sex, you can contact:
Paul Mancino, Vice President, Assistant General Counsel & Deputy Compliance Officer
Medical Mutual of Ohio
2060 East Ninth Street
Cleveland, OH 44115-1355
Phone: (216) 687-2675
Fax: (216) 687-2623

Email: Paul.Mancino@MedMutual.com

You can file a grievance in person or by mail, fax or email. You can also file a civil rights complaint with the U.S.
Department of Health and Human Services, Office for Civil Rights:
e Electronically through the Office for Civil Rights Complaint Portal, available at:
Ocrportal.hhs.gov/ocr/portal/lobby.jsf
e By mail at:
U.S. Department of Health and Human Services
200 Independence Avenue, SW Room 509F
HHH Building
Washington, D.C. 20201-0004
e By phoneat:
(800) 368-1019 (TDD: (800) 537-7697)
e Complaint forms are available at:

hhs.gov/ocr/office/file/index.html


http://www.hhs.gov/ocr/office/file/index.html
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