AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION

Full Name
Asuris ID# Date of Birth (mm/ddlyyyy)
Group Number

Email Address

By providing your email address, you authorize us to use the email you have provided to confirm that this Au-
thorization to Disclose Protected Health Information form has been implemented or to obtain any missing or
necessary additional information to implement it.

If you have more than one Asuris insurance policy, we will apply this authorization to all policies.
| authorize Asuris Northwest Health (Asuris) to disclose the following information:
[ Enroliment, eligibility, benefit information [ Claims, claim status, and claim history

[ Medical records and diagnosis ] Premium and billing information
[J Alcohol/substance abuse* [1Appeals
[ Pre-authorization [ Other

This information may contain sensitive data, including data related to treatment of sexually transmitted
diseases, HIV/AIDS, mental health, and reproduction or contraception (including prenatal care and abortion),
gender dysphoria, gender affirming care, and domestic violence.

| authorize Asuris to disclose the information identified above to the following person(s) or entity(ies):

First and Last Name First and Last Name
Relationship Relationship
Address Address

(XXX) XXX-XXXX (XXX) XXX-XXXX

Phone Phone

You must choose one:
The purpose of this disclosure is: [ to assist me with my health plan OR [ other

This authorization is valid for two years from the date of my signature. | may cancel this authorization at any
time by sending written notice to Asuris, PO Box 1827, MS: B32M, Medford, OR 97501. Cancellation of this
authorization will not affect any actions taken by Asuris before receiving my cancellation notice. | understand
completing this authorization is not a condition to receive treatment, payment, enroliment or eligibility. Asuris is
not responsible for any action taken by an authorized recipient of my protected health information. | am aware
that once Asuris discloses my information to an authorized recipient the privacy protections provided by law
may no longer apply.

(mm/dd/yyyy)
Signed Date (mm/dd/yyyy)

If you are signing this authorization on behalf of another individual, please complete the following and attach
documentation demonstrating your authority to act on behalf of the individual. (e.g., power of attorney,
conservatorship, etc.).

(XXX) XXX-XXXX

Name of Personal Representative (please print) Phone Relationship
} (mm/ddlyyyy)
Signature of Personal Representative Date (mm/dd/yyyy)

*Note: | understand that my substance abuse records are protected under Federal law (42 CFR Part 2)
and cannot be disclosed without my written consent unless otherwise provided for in 42 CFR Part 2. | also
understand that | may cancel this approval at any time, as described above.

Please Return completed form to Asuris: PO Box 1827, MS: B32M, Medford, OR 97501 or

email it to: Government_Programs_Membership_Accounting_Fax_Repository@asuris.com
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NONDISCRIMINATION NOTICE

Asuris complies with applicable Federal civil rights laws and does not discriminate on the basis of
race, color, national origin, age, disability, or sex. Asuris does not exclude people or treat them
differently because of race, color, national origin, age, disability, or sex.

Asuris:

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, and accessible electronic formats,

other formats)

Provides free language services to people whose primary language is not English, such as:

e Qualified interpreters
¢ Information written in other languages

If you need these services listed above, please
contact:

Medicare Customer Service
1-800-541-8981 (TTY: 711)

Customer Service for all other plans
1-888-232-8229 (TTY: 711)

If you believe that Asuris 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 with our
civil rights coordinator below:

Medicare Customer Service
Civil Rights Coordinator

MS: B32AG, PO Box 1827
Medford, OR 97501
1-866-749-0355, (TTY: 711)
Fax: 1-888-309-8784
medicareappeals@asuris.com

Customer Service for all other plans
Civil Rights Coordinator

MS CS B32B, P.O. Box 1271
Portland, OR 97207-1271
1-888-232-8229 (TTY: 711)
CS@Asuris.com
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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 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, 800-537-7697 (TDD).

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



Language assistance

ATENCION: si habla espaiiol, tiene a su disposicion
servicios gratuitos de asistencia lingiiistica. Llame al
1-888-232-8229 (TTY: 711).
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CHU Y: Néu ba~n no6i Tiéng Viét, co cac dich vu hd
trg ngdn nglr mién phi danh cho ban. Goi s6 1-888-
232-8229 (TTY: 711).
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PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari
kang gumamit ng mga serbisyo ng tulong sa wika nang
walang bayad. Tumawag sa 1-888-232-8229 (TTY:
711).

BHMUMAHMUE: Ecinu Bbl rOBOPUTE HAa PYCCKOM SI3BIKE,
TO BaM JIOCTYIIHBI O€CIIaTHBIE YCIYTU EPEBO/Ia.
3Bonute 1-888-232-8229 (teneraiim: 711).

ATTENTION : Si vous parlez frangais, des services
d'aide linguistique vous sont proposés gratuitement.
Appelez le 1-888-232-8229 (ATS : 711)

EEEIE HASE G I N 5856 ~ #HOS:EE
Ba CHRIHGZT 4 - 1-888-232-8229
(TTY:711) ¥ T~ BEHEICTIHEHLELS 20 o

Dii baa ako ninizin: Dii saad bee yanitti’go Diné
Bizaad, saad bee akd’anida’awo’déé¢’, t’aa jiik’eh, éi
na holo, koji’ hodiilnih 1-888-232-8229 (TTY: 711.)

FAKATOKANGA’IL: Kapau ‘oku ke Lea-

Fakatonga, ko e kau tokoni fakatonu lea ‘oku nau fai
atu ha tokoni ta’etotongi, pea te ke lava ‘o ma’u ia.
ha’o telefonimai mai ki he fika 1-888-232-8229 (TTY:
711)

OBAVIJESTENIJE: Ako govorite srpsko-hrvatski,
usluge jezicke pomo¢i dostupne su vam besplatno.
Nazovite 1-888-232-8229 (TTY- Telefon za osobe sa
ostecenim govorom ili sluhom: 711)

Us: 1I0aSMEsSunNW Mmanisl,

NN SWIRAMAN INWBSSs U
AHGENSNUUTTHSY G SI805) 1-888-232-
8229 (TTY: 711)
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ACHTUNG: Wenn Sie Deutsch sprechen, stehen
Ihnen kostenlose Sprachdienstleistungen zur
Verfiigung. Rufnummer: 1-888-232-8229 (TTY: 711)

TOFOq:- 099575 LI ATICT 0P OFCTHI® WCS T
LCoFT 112 ALTHP T HHISHPAL (7L FAD- RTC
LM 1-888-232-8229 (aPh 9+ A+AGTFMD-:- T11)::

VYBAT'A! SIkuio Bu po3MOBIIsi€ETE YKPATHCHKOIO
MOBOIO, B MOKETE€ 3BEpPHYTHUCS J]O OE3KOLITOBHO1
ci1y>k61 MOBHOI miaTpuMku. Tenedonyiite 3a
HoMmepoM 1-888-232-8229 (teneraiin: 711)
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ATENTIE: Daca vorbiti limba roména, va stau la
dispozitie servicii de asistentd lingvisticd, gratuit.
Sunati la 1-888-232-8229 (TTY: 711)

MAANDQO: To a waawi [Adamawa], e woodi ballooji-
ma to ekkitaaki wolde caahu. Noddu 1-888-232-8229
(TTY: 711)

Tilsansu: Siguyanie lne guannsalfismssemaenmanmas

Tny 1-888-232-8229 (TTY: 711)

U0g9VL: 117199 WILSIWIZI 290,
NO3NIVFoBCHBAIWWIF, L08VCT B, ccinBwanlvivaw.

lus 1-888-232-8229 (TTY: 711)

Afaan dubbattan Oroomiffaa tiif, tajaajila gargaarsa
afaanii tola ni jira. 1-888-232-8229 (TTY: 711) tiin
bilbilaa.
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