Authorization to Use and
Disclose Health Information

Notice to Member:

e Completing this form will allow Absolute Total Care (Medicare-Medicaid Plan) to (i) use your health
information for a particular purpose, and/or (ii) share your health information with the individual or
entity that you identify on this form.

e You do not have to sign this form or give permission to use or share your health information. Your services
and benefits with Absolute Total Care will not change if you do not sign this form.

¢ If you want to cancel this authorization form, send us a written request to Revoke it at the address on the
bottom of this page. A revocation form can be provided to you by calling member services.

¢ Absolute Total Care cannot promise that the person or group you allow us to share your health information
with will not share it with someone else.

o Keep a copy of all completed forms that you send to us. We can send you copies if you need them.
o Fill in all the information on this form. When finished, mail it to the address at the bottom of the first page.

MEMBER INFORMATION:
Member Name (print):
Member Date of Birth: Member ID Number:

| give Absolute Total Care permission to use my health information for the purpose identified or to share
my health information with the person or group named below. The purpose of the authorization is:

O to allow Absolute Total Care to help me with my benefits and services, or
O to permit Absolute Total Care to use or share my health information for
PERSON OR GROUP TO RECEIVE INFORMATION (add additional Persons or Groups on page 2):

Name (person or group):
Address:

City: State: Zip: Phone: ( ) -
| AUTHORIZE Absolute Total Care TO USE OR SHARE THE FOLLOWING HEALTH INFORMATION:

o All of my health information INCLUDING: genetic information, services or test results; HIV/AIDS data

and records; mental health data

and records (but not psychotherapy notes); prescription drug/medication data and records; and drug
and alcohol data and records

(please specify any substance use disorder information that may be disclosed: ); OR

0 All of my health information EXCEPT (check all boxes that apply):

o Genetic information, services or tests
O AIDS or HIV data and records
0 Drug and alcohol data and records
0 Mental health data and records (but not psychotherapy notes)
O Prescription drug/medication data and records
O Other:

Authorization End Date: /

(date the authorization ends unless cancelled)

ALL 18 7367FORM _ 06132018 Mail to: Absolute Total Care, 1441 Main St. Suite 900, Columbia SC, 29201
1-855-735-4398 (TTY: 711)



Member Signature: Date: / /
(Member or Legal Representative Sign Here)

Relationship to Member:

If you are the Member’s personal representative, please send us copies of those forms (such as power of attorney
or order of guardianship).

ADDITIONAL INDIVIDUAL PERSON(S) OR ENTITY(IES) TO RECEIVE INFORMATION

NOTE: If you are consenting to disclose any substance use disorder records to a recipient that is neither
a third party payor nor a health care provider, facility, or program where you receive services from a
treating provider, such as a health insurance exchange or a research institution (hereafter, “recipient
entity”), you must specify the name of an individual with whom or the entity at which you receive
services from a treating provider at that recipient entity, or simply state that your substance use
disorder records may be disclosed to your current and future treating providers at that recipient entity.

Name (individual or entity):

Address:

City: State: Zip: Phone: { ) -

Name (individual or entity):

Address:

City: State: Zip: Phone: { ) -

Name (individual or entity):

Address:

City: State: Zip: Phone: () -

Name (individual or entity):

Address:

City: State: Zip: Phone: () -

Name (individual or entity):

Address:

City: State: Zip: Phone: { ) -

Name (individual or entity):

Address:

City: State: Zip: Phone: { ) -

Name (individual or entity):

Address:

City: State: Zip: Phone: { ) -




Notice of Non-Discrimination. Absolute Total Care (Medicare-Medicaid Plan) complies with applicable
federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or
sex. Absolute Total Care does not exclude people or treat them differently because of race, color, national
origin, age, disability, or sex.

Absolute Total Care: — 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, accessible electronic formats, other formats).

— 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, contact Absolute Total Care's Member Services at 1-855-735-4398 (TTY: 711)
from 8 a.m. to 8 p.m., Monday through Friday. After hours, on weekends and on federal holidays, you may be
asked to leave a message. Your call will be returned within the next business day.

If you believe that Absolute Total Care 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 by calling the number
above and telling them you need help filing a grievance; Absolute Total Care's Member Services 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
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, (TDD: 1-800-537-7697).

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

ATTENTION: If you do not speak English, language assistance services are available to you, free of charge.
Call 1-855-735-4398 (TTY: 711).

ATENCION: si habla espariol, tiene a su disposicién servicios gratuitos de asistencia lingiistica. Llame al
1-855-735-4398 (TTY: 711).
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ATENCAO: Se fala portugués, encontram-se disponiveis servicos linguisticos, gratis. Ligue para
1-855-735-4398 (TTY: 711).

BHMMAHWE: Ecnu Bbl roBOpUTE Ha PYCCKOM £3bIKe, TO BaM 4OCTYMHbI 6ecnnaTHble ycnyru nepesoga.
3BoHuTe 1-855-735-4398 (TTY: 711).

CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu hé tro ngdn ngtr mién phi danh cho ban. Goi s
1-855-735-4398 (TTY: 711).

ATENCAO: Se vocé fala portugués do Brasil, 0s servicos de assisténcia em sua lingua est&o disponiveis
para vocé de forma gratuita. Chame 1-855-735-4398 (TTY: 711).
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RUAHSAKNAK: Mirang ttong hmang nan um silen, Mirang ttong thawn pehpar aw in a lak in bawm nak a um.
Himi ah in contact thei asi: 1-855-735-4398 (TTY: 711).
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THEIHTERNAK: Mirang holh a thiammi na si ahcun, holh lei kongkau bawmchanh khawhnak a lak in
nangmah caah a um. Hika hin au hna 1-855-735-4398 (TTY-711).

ATTENTION: Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement.
Appelez le 1-855-735-4398 (ATS : 711).
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