m FirstChoice Authorization for

»1VIP CARE PLUS Sharing Health Information

by Select Health of South Carolina

Please print clearly in blue or black ink.

This form is used to share your protected health information (“PHI”) where your authorization is required by
federal and state privacy laws. Your authorization allows First Choice VIP Care Plus (Medicare-Medicaid Plan)
to share your PHI with the person(s) or organization(s) that you choose. You can also choose to allow the
person(s) or organization(s) to share your PHI with First Choice VIP Care Plus. You can cancel this authorization
at any time by contacting First Choice VIP Care Plus. Call Member Services at 1-888-978-0862; (TTY 711),

8 a.m. to 8 p.m,, seven days a week, for more information.

Part A. Member information (person whose PHI will be shared)

Member first name: Middle initial:
Last name: Member ID (see ID card):

Member street address:

City: ‘ State: ‘ ZIP code:
Member date of birth: Daytime phone number (with area code):

Member email address :

Part B. Recipient (person or organization that will receive your PHI)

The following person or organization has the right to receive my PHI:

Do you want the following person or organization to also share your PHI with us? [0 Yes [ No

First name: Last name:

Organization name (if applicable):

Address:

City: State: ZIP code:
Phone number (with area code):

Relationship to member in Part A:

Recipient email address:

Part C. Description of the PHI to be shared

Tell us what types of PHI can be shared. You can check as many boxes as you want. At least one box must be
checked. Note: Some sharing of PHI without your authorization is permitted by state and federal law.

[0 Non-sensitive condition records. All PHI related to my health and the provision of and payment for my
health care benefits and services, except for sensitive conditions as set forth below.
Note: Federal law requires a separate authorization to share psychotherapy notes.

O Sensitive condition records. Some laws allow you to give specific permission to share sensitive PHI.
Please check the boxes below for sensitive PHI that is OK to share. By checking these boxes, you give
permission for all your records containing that type of PHI to be shared. If you only want to authorize
sharing of a subset of records, such as records about only one diagnosis, fill out the “Only limited
information” section on Page 2.

O Genetic information 0 Sexually transmitted disease
O HIV/AIDS 0 Abortion and family planning
O Substance or alcohol use 0 Communicable diseases

O Mental/behavioral health
(including inpatient treatment)
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Authorization for Sharing Health Information

Part C. Description of the PHI to be shared (continued)

O Only limited information. In the box below, describe the PHI you want shared. Examples:
» The claim related to my service on [date]
 Appeal information related to my claim on [date]

Please describe the information you want shared:

Part D. Purpose of this authorization

This authorization is valid for sharing of PHI for the following purposes. (Please check one or both boxes.)
O To help diagnose, treat, manage, and/or pay for my health needs

OR

0 For the following reason:

This authorization shall be invalid if used for any purpose other than the purpose(s) stated above.

Part E. Expiration date of this authorization
This authorization will expire: Please check only one box.

O I want the authorization to expire one (1) year after my coverage with First Choice VIP Care Plus ends.
(See information below.)*

OR
O Upon the following date, event, or condition:*

* First Choice VIP Care Plus must be notified of the event/condition to cancel this authorization. In North
Carolina and New Jersey, this authorization automatically expires one year after the date it was signed, unless
you choose an earlier date. In New Hampshire, the authorization automatically expires two years after the
date it was signed, unless you choose an earlier date. In Louisiana, if you are requesting the sharing of genetic
information, the authorization expires 60 days after the date it was signed, unless you choose an earlier date.
In the District of Columbia, if you are requesting the sharing of mental health information, the authorization
automatically expires one year after the date it was signed, unless you choose an earlier date.

Part F. Approval: You OR your personal representative must sign and date this form

in order for it to be processed.

| understand that this authorization for sharing my PHI is voluntary and is not a condition of enrollment in

First Choice VIP Care Plus, eligibility for benefits, or payment of claims. | understand that | may cancel this
authorization at any time by submitting a request to First Choice VIP Care Plus, and that canceling this
authorization will not affect any action taken pursuant to the authorization prior to my request to cancel. | also
understand that if | cancel this authorization, | should separately notify the individual(s) or organization(s) listed
in Part B if | wish for those individual(s) or organization(s) to no longer share my PHI. | also understand that

if the person or organization | authorize to receive my PHI described above is not subject to federal or state
health information privacy laws, they may further share my PHI and it may no longer be protected by federal or
state privacy laws. | also understand that | or my personal representative have a right to receive a copy of this
form and to review my PHI that may be shared because of this authorization.
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Authorization for Sharing Health Information

Member signature: By signing below, | authorize the sharing of my PHI as described above.

Signature of member: Date:

Personal representative information: By signing below, | authorize the sharing of PHI about the
member listed above. (A personal representative is a person who has the legal authority to make
health care decisions on the member’s behalf. A copy of a power of attorney or other legal health
care documents must be on file at First Choice VIP Care Plus or submitted with this form.)

Printed name of personal representative:

Address of representative:

Description of personal representative’s authority:

Signature of personal representative:

Date: ‘ Phone number:

Return the completed form to: Consent Processing Center, P.O. Box 7092, London, KY 40742-7092
Fax number: 1-833-214-2242 (toll-free)

Addendum to Authorization for Sharing Health Information

Verbal consent

We, the undersigned, attest that the member listed in Part A above is physically unable to sign this
authorization. Verbal consent does not replace the need for documentation showing that another person
is the member’s personal representative, and cannot replace this documentation simply because it is
inconvenient for the member to sign.

Reason the member is unable to sign:

The signatures below indicate:
» The information on this form was communicated to the member.
» The member indicated their understanding of the information in this authorization.
« The member freely gave their consent.

Method of communication to member:
O Phone

1 In person
0 Other (explain):

Witness printed name: Witness printed name:
Witness signature: Witness signature:
Date: Date:
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M FirstChoice

wiVIP CARE P US | Healthy Connections s:

PRIME

by Select Health of South Carolina
Discrimination is Against the Law

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

First Choice VIP Care Plus

Provides free aids and services to people with disabilities to 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

o Information written in other languages

If you need these services, contact First Choice VIP Care Plus Member Services at 1-888-978-0862
(TDD/TTY: 711). We are available from 8 a.m. to 8 p.m., 7 days a week.

If you believe that First Choice VIP Care Plus 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:

o First Choice VIP Care Plus Grievances and Complaints Department, P.O. Box 7140, London, KY
40742-7140. Phone: 1-888-978-0862 (TDD/TTY: 711), Fax: 1-855-238-0395.

o You can file a grievance by mail, fax, or phone. If you need help filing a complaint or grievance,
First Choice VIP Care Plus 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/oct/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, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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Multi-Language Insert
Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may
have about our health or drug plan. To get an interpreter, just call us at
1-888-978-0862 (TTY: 711), 8 a.m. to 8 p.m., seven days a week. Someone
who speaks English can help you. This is a free service.

Spanish: Tenemos servicios de intérpretes sin costo alguno para responder
cualquier pregunta que pueda tener sobre nuestro plan de salud o de
medicamentos. Para hablar con un intérprete, simplemente llame al
1-888-978-0862 (TTY: 711) de 8 a. m. a 8 p. m., los siete dias de la semana.
Alguien que hable espafiol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: FA152 05 2% DI ARSS,  DUIRIE o T BATT e B B 28 W iR A AR 4]
AR N LRSS, R ERA-LR, R LA 8 M RIME 8 W4T HATH Rl
1-888-978-0862 (TTY 711). il I NRK NEIRMER B, XIURS %Pk

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot
ang anumang mga katanungan maaaring mayroon kayo hinggil sa aming planong
pangkalusugan o para sa gamot. Upang makakuha ng tagasaling-wika, tawagan
lamang kami sa 1-888-978-0862 (TTY: 711), 8 a.m. hanggang 8 p.m., pitong
araw sa isang linggo. Maaari kayong tulungan ng isang nakakapagsalita ng
Tagalog. Ito ay isang libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre
a toutes vos questions relatives a notre régime de santé ou d'assurance-
médicaments. Pour accéder au service d'interprétation, il vous suffit de nous
appeler au 1-888-978-0862 (TTY: 711) de 8 h a 20 h, sept jours sur sept.
Un interlocuteur parlant Francais pourra vous aider. Ce service est gratuit.

Vietnamese: Chung tdi cé dich vu théng dich mién phi dé tra 16i cac cau hoi
vé chudng trinh si’c khdée hoac chudng trinh thuéc men cta chung t6i. Néu qui
vi can théng dich vién, xin goi 1-888-978-0862 (TTY: 711), 8 gid sang dén

8 gid tdi, bay ngay mot tuan. Sé cé nhan vién néi tiéng Viét giap dd qui vi.
Day 13 dich vu mién phi.

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu
unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie
unter 1-888-978-0862 (TTY: 711) an, von 8 Uhr bis 20 Uhr, sieben Tage die
Woche. Man wird Ihnen dort auf Deutsch weiterhelfen. Dieser Service ist
kostenlos.
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Korean: 9AIE 98 BE T 9FE H 3 %L ‘5 of g3 =]zt F5 &9 AHAE
AFstal dHFYTH Y /‘1‘1‘]*‘2 ol gstHH T+ 7Y 2% 4 8 Alol A 2% 8 Al /‘} Joll 73}

1-888-978-0862(TTY: 711)Hdgi o] & —Z,a/,;_}/\]g ShLo] & 3t d A7 2o =Y
AU o] Au it Fae £y

Russian: Ecnun y Bac BO3HUKHYT BOMPOCLI OTHOCUTENIbHO CTPaxoBOro njiaHa uam
NOKPbITUS NEKApPCTB, Bbl MOXETE BOCMNONIb30BaTbCA HalWMMu 6ecnnaTHbIMU
Ycnyramu nepeBogvynkoB. YTobbl BOCMONb30BaThLCSA YCNyraMmm Nnepesoayvunka,
No3BOHMTE HaM no TenedoHy 1-888-978-0862 (TTY: 711) c 8 yTpa A0 8 Beuepa
ceMb AHEN B Heaento. BaM okaXeT NomMoLlb COTPYAHUK, KOTOPbIN rOBOPUT
no-pyccku. aHHasa ycnyra 6ecnnaTtHas.

Arabic:
ol g8 pa e e Jgeanll nSlal) i daall Liilady (3lais Al (51 e DU dilaall (58 an i) Ciladd aa L)
Al e o tlie 8 delidl ) lalua 8 delull (10 <1-888-978-0862 (TTY: 711) (o b Juai¥) (5 5 clile
Agilae daaall o3 ol aladl aa dgy yall &adlly Giaay add U8 e saebud) Lo deanin g gl)

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a
eventuali domande sul nostro piano sanitario e farmaceutico. Per un interprete,
contattare il numero 1-888-978-0862 (TTY: 711), frale 8 a.m. e le 8 p.m., sette
giorni la settimana. Un nostro incaricato che parla Italiano vi fornira I'assistenza
necessaria. E un servizio gratuito.

Portuguese: Dispomos de servigos de interpretacao gratuitos para responder a
qualquer duavida que vocé tenha acerca do nosso plano de saude ou de medicagao.
Para solicitar um intérprete, entre em contato conosco através do niumero
1-888-978-0862 (TTY: 711), disponivel todos os dias da semana das 8h as 20h.
Vocé serd auxiliado(a) por alguém que fala portugués. Esse servico é gratuito.

French Creole: Nou genyen sévis entepret gratis pou reponn tout kesyon ou ta
genyen konsénan plan medikal oswa medikaman nou an. Pou jwenn yon entepret,
jis rele nou nan 1-888-978-0862 (TTY: 711), 8& nan maten pou 8¢ diswa, set jou
sou set. Yon moun ki pale Kreyol kapab ede w. Sa a se yon sevis ki gratis.

Polish: Oferujemy bezptatne ustugi ttumacza ustnego, ktéry pomoze uzyskac
odpowiedzi na temat planu zdrowotnego lub farmaceutycznego obejmujgcego leki i
ich dawkowanie. Aby skorzysta¢ z pomocy ttumacza méwigcego po polsku nalezy
zadzwonic¢ pod numer 1-888-978-0862 (TTY: 711), w godzinach od 8:00 do 20:00,
siedem dni w tygodniu. Ta ustuga jest bezptatna.
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Hindi: SOR WY g7 &dl $1 Aol & R T 31 fbdt ft ugf & Sa1e ¢ & fore g0R U gud
ST TaTd IUas §. T gHINT U H= & folg, 599 8 1-888-978-0862 (TTY: 711) W
B H e & Tdl G- a8 8 Tol I I 8 T dh. IS TG Sl [ga! SIadl g STIH! HGG DR
Hebell 8. I8 Ueb U JdlT B.

Ukrainian: Mun HagaemMo 6e3KOLWTOBHI MOCNYrM yCHOro nepeksaay aAns Bignosigi Ha
6yab-SKi NUTAHHS, SIKi Y BAC MOXYTb BUHUKHYTU LWOAO HALWOro njaaHy Mean4yHoro
abo dapmaueBTUMYHOro cTpaxyBaHHs. LLlo6 ckopucTtaTnucs Nnocnyrow nepeknagaya,
NpocTo 3atenedoHymnTe HaM 3a HoMmepoM 1-888-978-0862 (TTY: 711), 3 8:00 go
20:00, 7 gHiB Ha TMXAEHb. XTOCb, XTO BOJIOAIE YKPAIHCbKOK MOBOK, 3MOXE BaM
aornoMorTu. Lle 6e3kowToBHA nocnyra.

Pashto:
9,5 u|9>9M9J9J94M>q49ML;9.'>995 tS.bbg aSgqi bﬁ%%gmbubyb)_g.o
qJCU)_S.D ‘OJUSJSSMyyULQ})JD tS)JO*lWU“J)S.LD))lJL}.ASS)))SD)L_S\JS_uJLJL_S\}
S5 SH90 93 8 i iwgSlo axd 8 al )lpw (5S> ,9 099l suggl > 1-888-978-0862 (TTY: 711)
S>3 bjg Coas 15 .0S,S9 Wi 0 0w gwliw A S (sSSgug giain 90 DY

Bengali: a7 IF% 7 SYWF AHFGAT T=F AN F@E ICIF Sod (3T

S AN AR (MA@ TE®RI TS (W (e, ANHE B
1-888-978-0862 (TTY: 711) 9@ (®™ FF4, 8 a.m. (¥F 8 p.m. 3, @ o Tl
IRAT FA FEF AN (FC AT TR FH© ARE@A| A3 AFE TR qw= FH0 |

Farsi:
a)LAuL:.LSSL_\uBUG.\m S&MJ\MJ}JMJJ‘G&MPJM@&Q)J% = thc.u\_\"
2l Fioa AS o Cumaa o)l L) 448 (5358 e B Juals (Wi 1-888-978-0862 (TTY: 711)
ol GG el Sl LS s Lk g

Albanian: Ne kemi shérbime pérkthimi falas pér t'iu pérgjigjur cdo pyetjeje gé
mund té keni né lidhje me planin toné shéndetésor ose té ilaceve. Pér té patur
njé pérkthyes, thjesht na telefononi né numrin 1-888-978-0862 (TTY: 711),
8:00-20:00, shtaté dité né javé. Dikush gé flet shgip mund t'ju ndihmojé.

Ky éshté njé shérbim falas pa pagesé.

Dari:
280 L5 ol 50 L a3 5 2 Ledh il (S 48 ) s 2S5 i€ e dm e ) Bl (e et lea i iland L
ol Gk ) Gl S BLE B Uima 8 Caelu () Aids Hy) a3 cgle jed glan TS ) )R R ) et s
S Lk 4y 250 55 a3 a iz (52 (il 43 48 amdd 2058 pili 43 e b 1-888-978-0862 (TTY: 711)
and B g e ) el
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Japanese: Yjit DKL @ ARIR & FEAL ALTET T 2 BT A5 SHMICBEZ T 5728 12,
ERLDERY—E 2B ) T X WE T, BRE HMIC L 21213,

1-888-978-0862 (TTY: 711)Ic BHH < 72 & v», RV — B R34 H 40 8 Kb,
TR B8RFETT, HAREZGET A Z LWL T, Zn3Eod—Ee2xTT,

First Choice VIP Care Plus is a health plan that contracts with both Medicare and South Carolina
Healthy Connections Medicaid to provide benefits of both programs to enrollees.

First Choice VIP Care Plus complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex.
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