Capital BLUE

Member Authorization Form
To Release Information

Dear Member,

The enclosed form is used to obtain authorization from the member whose
information will be released, or the member’s personal representative, to disclose
the member’s information to an individual or organization not otherwise authorized
to receive this information.

This form is also used to receive member authorization to use or disclose a member’s
psychotherapy notes or to disclose member information related to HIV, mental
health, or substance abuse.
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Directions for Completing

Capltal BLue the Member Authorization Form

To Release Information

This form is used to obtain authorization from the member or the member’s personal representative to disclose the member’s
information to an individual or organization not otherwise authorized to receive this information. This form is also used
to receive member authorization to use or disclose a member’s psychotherapy notes or to disclose member information
related to HIV, mental health, or substance abuse. This form may only be signed by the member or the member’s “personal
representative” (see description of personal representative below).

PLEASE PRINT
Member Information: Complete all information requested in this section for the member whose information will be released.

Important: Name, address, contract number, and date of birth are all required fields.

« Contract Number: Be sure to include any letters that appear in front of the member’s Capital BlueCross medical identification
number. If member has coverage with Capital BlueCross under more than one contract number, a separate Member Authorization
Form must be completed for any applicable authorization related to coverage under each contract.

Authorization: There are two sections here.

Section I: The first section must always be completed. You must identify the individual(s) or organization(s) to receive the information.
Describe the information as specifically as possible. If more space is needed to describe the information, describe on the back of the
form. Next, describe why this information is being disclosed or check “This information is being disclosed at the request of the member
(or the member’s personal representative).” If no purpose of disclosure is given, Capital BlueCross will assume that this information is
being disclosed at the request of the member (or member’s personal representative).

Section II: The second section is to be completed only if the information to be used or disclosed includes psychotherapy notes, or
if the disclosure involves HIV, mental health, or substance abuse information.

If this authorization is being used for psychotherapy notes, it can only be used for that specific purpose and no other.

Psychotherapy notes are defined in the Health Insurance Portability and Accountability (HIPAA) Privacy Rule as:
Notes made by a mental health professional that document or analyze the contents of conversations during counseling sessions,
which are kept separate from the rest of the member’s medical record, and exclude medication, prescription, monitoring, counseling
session start and stop times, treatment modalities and frequencies, clinical test results, diagnosis, functional status, treatment plan,
symptoms, prognosis, or progress summary.

Expiration and Revocation: Expiration information must be completed for an authorization to be valid. Check one of the
three boxes provided to show when you want this authorization to expire. If you check the “specific date” box, you must write in a
specific date. If no expiration box is checked, this form will expire six months after termination of enroliment with Capital BlueCross.

To revoke this authorization form, contact the Customer Service number on your ID card.

Personal Representative Information: A personal representative is the member’s legal guardian, someone who has
power of attorney over the member’s health care decisions, or a parent, if the member is a dependent child under the age of 18 and not
an emancipated minor. Also, a personal representative can be an executor, administrator, or person legally authorized to act on behalf
of a deceased member or the member’s estate. Other than a parent acting on behalf of a dependent child, under the age of 18 who
is not an emancipated minor, we require a copy of the power of attorney or other court-initiated document as proof that the individual
named should be recognized as the member’s personal representative. For this form to be processed, it is important that a copy of any
applicable power of attorney or other court-initiated document is included when you return this form to Capital BlueCross.

Signature/Date: The member whose information will be released or the member’s personal representative must print their name,
sign, and date this form for it to be processed.

Unless directed otherwise, please return this completed and signed form to:

Correspondence Unit
Capital BlueCross

P.O. Box 779519
Harrisburg, PA 17177-9519
Fax: 717.651.8731

Health care benefit programs issued or administered by Capital BlueCross and/or its subsidiaries, Capital Advantage Insurance Company®, Capital Advantage Assurance Company® and Keystone Health Plan®
Central. Independent licensees of the BlueCross BlueShield Association. Communications issued by Capital BlueCross in its capacity as administrator of programs and provider relations for all companies.
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PLEASE PRINT

Capital BLUE Member Authorization Form

To Release Information

This form is used to obtain authorization from the member to disclose their information. This form may also be used to request the use of
a member’s psychotherapy notes. This form may only be signed by the member whose information will be released or the member’s
“personal representative” (see “Directions for Completing the Member Authorization Form” for a description of “personal representative”).

Member Information: (Name of Member Whose Information Will Be Released)

Name: (First, Middle Initial, Last, Title {Sr., Jr., lll.}) Date of Birth: (Month/Day/Year)

Address: (Including ZIP Code) Telephone Number: (Including Area Code) (Optional)

Contract Number: (as shown on the member’s Capital BlueCross medical identification card; include any letters that appear in front of identification number)

Authorization: Section | must be completed for all authorizations. Section Il must be completed only if member information related to
HIV/AIDS, mental health, or substance abuse is to be disclosed, or if psychotherapy notes are used or disclosed.

Section I: (Please check all applicable boxes.)
O I authorize Capital BlueCross and its affiliates to disclose the above individual’s protected health information to:

Name Phone Number
Address

(You must include the name, address, and phone number of the person(s) or organization(s) receiving the member information. If additional person(s) or
organization(s) are being authorized, please list the name, address, and phone number on the back of this form.)

Description of the information to be disclosed: (If more space is needed to describe the information, please describe on back of this form.)

O All claims and appeals O Billing/enroliment
O Specific claims: (specify date(s) of service, claim number(s), etc.) O Other: (please specify)

Purpose of Disclosure: (Please describe the reason why this information is needed or check (v) the following)
O This information is being disclosed at the request of the member (or the member’s personal representative).

If no purpose of disclosure is given, then Capital BlueCross will assume that this information is being disclosed at the request of the member (or the member’s personal representative).

Section IlI: | understand that my specific authorization is needed to release my information pertaining to the items listed below.
By initialing, | authorize release of the information pertinent to my case:

HIV/AIDS _ (Initials) Mental Health _ (Initials)

Substance Abuse (Initials) Psychotherapy Notes (Initials)
(See “Directions for Completing the Member Authorization Form”
for a description of psychotherapy notes.)

Expiration and Revocation: One of the following expiration boxes must be checked (v).

Expiration: This authorization will expire on: (Check one)

O This specific date /1 O Termination of enroliment with Capital BlueCross
(Please note that even if a specific date is given, this authorization will expire no later than [0 Six months after termination of enroliment with
six months after termination of enrollment with Capital BlueCross.) Capital BlueCross

If no expiration box is checked, then this form will expire six months after termination of enroliment with Capital BlueCross.
Right to Revoke: You may revoke this authorization form at any time. Contact Capital BlueCross Customer Service for further
instructions. Your revocation of this authorization will not affect any action we take before we receive your notice of revocation.

Personal Representative Information: Complete this section if a personal representative is authorizing disclosure of the member’s
information. See “Directions for Completing the Member Authorization Form” for information and directions about personal
representatives. A copy of a power of attorney or other court-initiated document will be required, if applicable.

Name: (First, Middle Initial, Last, Title {Sr., Jr., II..}) Relationship to the Member:

Address: (Including ZIP Code) Telephone Number: (Including Area Code)

Signature/Date: The member whose information will be released or the member’s personal representative must print their name,
sign, and date this form for it to be processed.

| understand the nature of this release. | also understand that if the person or organization | authorize to receive the information
described above is not subject to federal health information privacy laws, they may further disclose the protected health information
and it may no longer be protected by federal health information privacy laws. | understand that my authorizing the use and disclosure
of my information is not a condition of enroliment in this health plan, eligibility for benefits, or payment of claims.

Print Name:

Signature: Date:

O Please check (V) this box if you would like to receive a copy of this form.

Health care benefit programs issued or administered by Capital BlueCross and/or its subsidiaries, Capital Advantage Insurance Company®, Capital Advantage Assurance Company® and Keystone Health Plan®
Central. Independent licensees of the BlueCross BlueShield Association. Communications issued by Capital BlueCross in its capacity as administrator of programs and provider relations for all companies.
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Unless directed otherwise, please return this completed and signed form to:

Correspondence Unit
Capital BlueCross

P.O. Box 779519
Harrisburg, PA 17177-9519
Fax: 717.651.8731



Capital BLUE

Capital BlueCross is an Independent Licensee

of the BlueCross BlueShield Association Nondiscrimination and Foreign Language Assistance Notice

At Capital BlueCross and our family of companies, our customers and the community we serve are at the heart of
everything we do. We know health insurance is complicated, and we're here to make it simple so you can focus on living
healthy.

Capital BlueCross and its family of companies comply with applicable federal civil rights laws and do not discriminate on the
basis of race, color, national origin, age, disability, or sex. Capital BlueCross does not exclude people or treat them
differently because of race, color, national origin, age, disability, or sex.

Capital BlueCross provides free aids and services to people with disabilities to communicate effectively with us, such as:
qualified sign language interpreters or written information in other formats (large print, audio, accessible electronic format,
other formats). Capital BlueCross provides free language service to people whose primary language is not English, such as:
qualified interpreters, and information written in other languages.

If you need these services, contact our Civil Rights Coordinator.

If you believe that Capital BlueCross 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 at

Capital BlueCross, P.O. Box 779880, Harrisburg, PA 17177-9880, call 800.417.7842 (TTY: 711), fax, 855.990.9001 or
email at CRC@capbluecross.com. You can file a grievance in person or by mail, fax, or email. If you need help filing a
grievance, our Civil Rights Coordinator 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, 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.

This notice may have important information about your application or coverage through your health plan. Look for key dates
in this notice; you may need to take action by certain deadlines to keep your health coverage or help with costs. If you, or
someone you're helping, has questions or needs assistance or information about your health plan or this notice, you have
the right to get help in your language at no cost. To talk to an interpreter, call 800.962.2242 (TTY: 711).

Spanish

Este aviso puede contener informacion importante acerca de su solicitud o cobertura a través de su plan de salud. Ponga
atencion a la fechas importantes en este aviso; es posible que tenga que actuar antes de ciertas fechas limite para
mantener su cobertura de salud o con ayuda del costo. Si usted, o alguien a quien usted ayuda, tiene preguntas o necesita
asistencia o informacion acerca de su plan de salud o este aviso, tiene el derecho de obtener ayuda en su idioma sin costo
alguno. Para hablar con un intérprete, llame al 800.962.2242 (TTY: 711).

Chinese

AJEENA] Be A S A I B e R B B R YU B B EYE B 1B R AW AR EE H I, TR
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Bh. BXSBHE GLETE, TEIRFT HUE 800.962.2242 (FEWE A HLIE TTY: 711),
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Vietnamese

Thong bao nay c6 thé chira nhirng thdng tin quan trong vé don xin cta quy khach hogc pham vi bao hiém trong chuong
trinh bao hiém scrc khée cta quy khach hang. Hay xem nhitng ngay quan trong trong théng bao nay; quy khach cé thé
can xt ly truere khi dén han cugi dé duy tri bao hiém sirc khoe hodc dé giam chi phi. Néu quy khach hang, hodc nguoi
nao dé dang tro gilip cho quy khach hang, cé cau héi hay can trg gilp hay thdng tin vé chwong trinh bao hiém sirc khde
cla quy khach, quy khach co quyén yéu cau duwoc tre gilp bang ngdn ngir cta quy khach ma khdng phat sinh chi phi nao.
DéE két néi vai thdng dich vién, hay goi 800.962.2242 (TTY: 711).

Russian

[laHHOe yBeOMIIEHNE MOXET COAepKaTb BaxXHY0 MH(OPMALMIO MO BaLLel 3asBKe 1 MEAULIMHCKOIM CTPaXOBKe.
[MpocMOTpUTE KIOYEBLIE AaThl B 9TOM YBEAOMIIEHUN — MOXKET NOHAL0BUTLCA NPUAEPXKMBATHCS HEKOTOPBIX CPOKOB AN
COXPaHEHNs MeULIMHCKOM CTPAXOBKM UMW e BHeCTU nnaTy. Ecnn y Bac unv noMoraroLLero Bam eCTb BOMPOChI, @ Takxe
HY>Ha NOMOLLb UK MHAHOPMALMS N0 MELULMHCKOWM CTPAXOBKE UMW MO AaHHOMY YBEAOMITEHMIO, NO3BOHUTE Ha 6ecnnaTHbIi
TenedoH. [Ins coegunHeHns ¢ nepeBoaumnkom, 3soHnte 800.962.2242 (TTY: 711).

Pennsylvanian Dutch

Die notice hot vielleicht wichtige information iwwer dei bitt oder coverage darrich dei gesundheitsplans. Guck for die certain
days in daere notice; du brauchscht vielleicht ebbes duh bis certain deadlines fa dei gesundheits versicherings bhalde
odder fa mit die koschde zu helfe. Wann du, odder ebber ess du am helfe bischt, froge hot odder hilf braucht odder
information iwwer dei gesundheits plan odder iwwer die notice, hoscht du die recht fa hilf griege in dei sprooch es nichts
koschtet. Fa schwetze mit me dolmetscher, ruf 800.962.2242 (TTY: 711).

Korean
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Italian

Questo avviso potrebbe avere importanti informazioni circa la vostra applicazioni o copertura attraverso il vostro programma
di salute. Cercate les principali date in questo avviso; pottrebe essere necessario applicare missuri ritoccando alcune
scadenze per mantenere le vostre programma di salute o per contribuire con i costi. Se voi, 0 qualcuno voi state aiutando,
ha quesiti 0 necessita di assistenza o informazione circa il vostro programma di salute o questo avviso, voi avvere puo le
diritto per ottenere aiuto in la vostra lingua gratuitamente. Per parlare con un interprete, chiamate 800.962.2242 (TTY: 711).

Arabic
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French

Le présent avis peut avoir information importante concernant votre application ou la couverture a travers de votre plan
sanitaire. Regarde pour clef dates dans cet avis ; vous pourries devoir prendre des mesures a certaines dates pour
maintenir votre plan sanitaire ou de I'aidé a payer les codts. Si vous, ou quelqu’un vous les aidez avoir des questions ou il a
besoin d’aide ou information concernant votre plan sanitaire ou cet avis, vous avez le droit a obtenir de I'aide dans votre
langue a titre gratuit. Pour parler a un interprete, appel 800.962.2242 (TTY: 711).



German

Diese Mitteilung enthalt eventuell wichtige Informationen beztglich Ihres Antrages auf oder lhres Schutzes durch lhre
Krankenversicherung. Suchen Sie nach Schliisseldaten in diesem Dokument. Eventuell mussen Sie innerhalb von gewissen
Fristen handeln um Ihren Versicherungsschutz zu behalten oder Hilfe mit Kosten zu erhalten. Fall Sie oder jemand, dem/der
Sie helfen, Fragen hat oder Hilfe benétigt beztiglich dieser Mitteilung oder der Krankenversicherung, haben Sie Anspruch auf
kostenlose Hilfe in Ihrer Sprache. Um mit einem Dolmetscher zu sprechen, rufen Sie an unter 800.962.2242 (TTY
[Schreibtelefon]: 711).

Gujarati
B ARBU HU AHIZl 1% WUl AHI] MR A%ell HIRSA 5cR% (AN Hoclol(l 2uist3l e Ak
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Polish

To powiadomienie moze zawiera¢ wazne informacje na temat Pana/Pani wniosku lub zakresu ubezpieczenia w posiadanym
planie. Zalecamy zapoznac sie z kluczowymi terminami w tym powiadomieniu; moze istnie¢ konieczno$¢ podjecia dziatania
przed uptynieciem pewnych terminow, aby utrzyma¢ ubezpieczenie zdrowotne lub uzyska¢ pomoc w kosztach. Jezeli
Pan/Pani lub ktos, komu Pan/Pani pomaga, ma pytania badz potrzebuje pomocy lub informacji w sprawie planu
ubezpieczenia zdrowotnego albo tego powiadomienia, przystuguje Panu/Pani prawo do nieodptatnego uzyskania pomocy w
ojczystym jezyku. Aby porozmawia¢ z ttumaczem ustnym, prosimy zadzwoni¢ pod numer 800.962.2242 (TTY: 711).

French Creole

Avi sila a ka genyen enfomasyon ki enpotan konsénan aplikasyon w lan oubyen asirans ou atravé plan lasante w la. Chéch

e dat enpotan yo ki nan avi sila a; ou ka gen pou w fé séten bagay anvan kék dat limit pou w sa kenbe asirans ou a oubyen

pou yo ede w ak kék depans. Si oumenm, oubyen yon 6t moun w ap ede, genyen kesyon oubyen bezwen éd oswa plis enf
Omasyon sou plan lasante w oswa sou avi sila a, ou genyen dwa pou w resevwa asistans nan lang ou pale a san li pa kout

e w anyen ditou. Pou w pale ak yon entepret, rele 800.962.2242 (TTY: 711).

Cambodian-Mon-Khmer
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800.962.2242 (TTY: 711)¢

Portuguese

Este aviso pode ter informagdes importantes sobre a sua aplicagdo ou cobertura de plano de saude. Olhe para as datas
importantes neste aviso; pode ser necessario tomar medidas em determinados prazos para manter a sua cobertura de
saude ou ajudar com os custos. Se vocé, ou alguém que vocé esta ajudando, tem duvidas ou precisa de assisténcia ou
informag&o sobre seu plano de saude ou este aviso, vocé tem o direito de obter ajuda na sua lingua sem nenhum custo.
Para falar com um intérprete, ligue para 800.962.2242 (TTY: 711).
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