HCSC

R BlueCross BlueShield Instructions for .Co.mpletlng
VAV g of Tllinois Standard Authorization Form
. * To Complete Form go to Page 4 of S

Use this form to authorize Blue Cross Blue Shield of lllinois to disclose your protected health information (PHI) to a specific
person or entity. You may follow the instructions we provided below or you may call the Customer Service number listed on the
back of your Membership Identification card for assistance in completing the form. You must complete all the fields on this form.

Please remember:
e One authorization form can be used for a range of and/or multiple services or providers.
e Authorization forms can be completed claim by claim, procedure by procedure, or for services within specified
timeframes.
e The individual’'s use of the authorization form is always voluntary.

I. Individual (Name and information of person whose protected health information is being disclosed):

Jane Doe 05-10-1962

Name Date of Birth

123456 XOP123456789 HEH-HE-HRH

Group # Identification/Subscriber # Social Security Number

123 Main Street Anytown IL 12345
Address City State 71pP

312-555-1212
Area Code & Telephone Number

All of the information in Section | pertains to the individual for whom the authorization is being requested. The individual may be
the subscriber, his or her spouse, a dependent or any other individual covered or applying for coverage under the subscriber’s
membership. All fields in this section are required. In this example, Jane Doe is the individual for whom the authorization is
being requested.

I1. Authorization and Purpose:
I request and authorize Blue Cross and Blue Shield of Illinois to disclose my protected health information as described below. I
understand that if the person/organization authorized to receive and use the information is not a health plan or health care
provider, the disclosed information may no longer be protected by federal privacy regulations.

Suzy Smith Daughter Assisting in medical care
Persons/Organizations authorized to receive your information Relationship Purpose

456 Mill Road Happytown IL 45678
Address City State 71pP

Section Il identifies the person/entity that will be receiving the PHI about the individual identified in Section I. An individual could
authorize disclosure of his or her PHI to a close friend, a broker, an attorney, or a specific member of his or her employer’s
benefits staff. The individual may also authorize disclosure to an organization. Include the information identifying the
organization’s job titles to receive the PHI (e.g., Benefits Representatives, Human Resources Department, XYZ Insurance
Agency, etc.). In this example, Jane Doe has identified her daughter, Suzy Smith as the person who is authorized to receive her
information.
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I11. Specific Description of Information to be Used or Disclosed (Please Complete Parts A and B in this Section)

This Authorization CANNOT be used to disclose Psychotherapy Notes.

Section Il will assist in determining what PHI the individual identified in Section | allows the receiving person/entity identified in
Section Il to receive. This section has two parts, both of which must be completed.

A. Release of Sensitive Protected Health Information Under State Law

You must check “yes” or “no” if you authorize the release of medical information, test results, records or communications specific to
(note: *“yes” means this information is included in the categories you designate in Part B below) :

e Human Immunodeficiency Virus (HIV) or HIV/Acquired Immune Deficiency Syndrome

e Sexually transmitted or “communicable” diseases (includes hepatitis, as well as venereal Yes X
diseases);
e Drug, alcohol or substance abuse; No [

e Mental health or developmental disabilities (including mental retardation or similar disabilities,
for example, those attributable to cerebral palsy, autism or neurological dysfunctions); and
e Genetic testing.

Section Il A. asks if the authorizing individual identified in Section | wants the receiving person/entity identified in Section Il to
receive Sensitive Protected Health Information (SPHI). SPHI are certain types of health information for which various states’
laws require extra protections. Either “Yes” or “No” must be chosen. In this example, Jane has agreed to let Suzy receive her

SPHI.

a

Dates of Services

Release of Protected Health Information (check one or more) From: To:
Health Plan Includes information contained in your benefit booklet (i.e., copayments,
Benefit coinsurance, eligibility and other benefit information).
Information:
Claims Includes information related to payment of your claims for service you received, 6-12-05 4-30-08
Information: including pertinent information located on a claim form (i.e., billed amount,
general procedure descriptions claim payment or denial reasons, etc.).
Service Includes any information related to pre-service, concurrent and post-service
Determination decisions.
Information:
Premium Includes information related to billing cycles, bank draft changes, etc.

Services from
(provider or
supplier):
Other:

Provider name:

(Includes information related to services rendered by a specific provider or supplier.)

(Specify other information that is not listed in one of the categories above.)

Section Ill B. asks for the specific types of information that the individual identified in Section | is authorizing BCBSIL to disclose
to the person/entity identified in Section Il. In this example, Jane is authorizing BCBSIL to provide her daughter with her claims
information for the time period listed. “Dates of Service” means disclosing information for health care services the individual
received during a particular time period. For example, in this case Jane Doe is authorizing BCBSIL to disclose claims
information for health care services provided during June 12, 2005 through April 30, 2008.
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IV. Expiration and Revocation:

Expiration: This authorization will expire on (must choose one):

I One year from the date it is signed LI Other (insert date or event):

Right to Revoke: I understand that I may revoke this authorization at any time by giving written notice to the address listed at the bottom of
this form. I understand that revocation of this authorization will not affect any action the above named entity took in reliance on this
authorization before the above named entity received my written notice of revocation.

Section IV. asks for the “expiration” date and a statement regarding the individual’s right to revoke. All valid authorizations must

"

contain a specific expiration date or expiration event (e.g. “hospitalization end date”, “rehabilitation end date”, etc). In this
example, the authorization will remain valid for a period of one year from the date it was signed, or until Jane revokes the
authorization.

V. Signature (this document must be signed by the individual, parent of minor child or the individual's personal representative):

I understand that this authorization is voluntary and that the health plan cannot condition my eligibility for benefits, treatment, enrollment
or payment of claims on the signing of this authorization. I understand that if I am signing on behalf of a minor child, this authorization
will expire upon the child reaching the age of 18, unless there is proof of legal guardianship.

Jane Doe 4-30-08

Signature Date: month/day/year

If you are signing as a Power of Attorney, Legal Guardian, Executor or Administrator complete the following and attach a copy of the
Legal documents. You do NOT have to attach copies of these documents if they are already on file with Blue Cross and Blue Shield of
Hlinois:

Personal Representative’s Name Relationship to Individual

Personal Representative’s Address City State VAl 4

Personal Representative’s Area Code & Telephone Number

Section V. requires the signature and date. In order to be valid, the authorization form must be signed by either the individual
identified in Section | or the individual's personal representative identified in Section V. If the individual is a minor dependent
under the age of 18, a parent or guardian may sign the authorization form. A personal representative has received legal
authority to represent the individual. In this case, since Jane is completing the form, there is no need for a personal
representative to sign. If Jane’s personal representative were signing this authorization on her behalf, the personal
representative must complete the lower portion of Section V and submit the proper documentation with the authorization form (if
not already on file with BCBSIL).

BEFORE SENDING AUTHORIZATION FORM
YOU SHOULD KEEP A COPY FOR YOUR RECORDS
BY EITHER:

(1) MAKING A PHOTOCOPY OF THIS SIGNED AUTHORIZATION; OR
(2) COMPLETING AND SIGNING THE DUPLICATE AUTHORIZATION FORM YOU RECEIVED OR PRINTED

The final portion of the form contains some instructions to be followed prior to mailing the form to BCBSIL. Members are
advised to keep a signed copy for their records.
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. Standard Authorization Form
]gfl.lllﬁj?g)izs Elneshicld To Use or Disclose
® Protected Health Information (PHI)

I. Individual (Name and information of person whose protected health information is being disclosed):

Name Date of Birth
Group # Identification/Subscriber # Social Security Number
Address City State 71p

Area Code & Telephone Number

I1. Authorization and Purpose:
I request and authorize Blue Cross and Blue Shield of Illinois to disclose my protected health information as described below. I
understand that if the person/organization authorized to receive and use the information is not a health plan or health care
provider, the disclosed information may no longer be protected by federal privacy regulations.

Persons/Organizations authorized to receive your information Relationship Purpose

Address City State 71p

I11. Specific Description of Information to be Used or Disclosed (Please Complete Parts A and B in this Section)
This Authorization CANNOT be used to disclose Psychotherapy Notes.

A. Release of Sensitive Protected Health Information Under State Law

You must check “yes” or “no” if you authorize the release of medical information, test results, records or communications specific to
(note: “yes” means this information is included in the categories you designate in Part B below) :
e  Human Immunodeficiency Virus (HIV) or HIV/Acquired Immune Deficiency Syndrome

e Sexually transmitted or “communicable” diseases (includes hepatitis, as well as venereal Yes [
diseases);
e Drug, alcohol or substance abuse; No O

e Mental health or developmental disabilities (including mental retardation or similar disabilities,
for example, those attributable to cerebral palsy, autism or neurological dysfunctions); and
e Genetic testing.
Dates of Services

B. Release of Protected Health Information (check one or more) From: To:
O Health Plan Includes information contained in your benefit booklet (i.e., copayments,
Benefit coinsurance, eligibility and other benefit information).
Information:
O Claims Includes information related to payment of your claims for service you received,
including pertinent information located on a claim form (i.e., billed amount,
general procedure descriptions claim payment or denial reasons, etc.).
O Service Includes any information related to pre-service, concurrent and post-service
Determination decisions.
Information:
a Premium Includes information related to billing cycles, bank draft changes, etc.
[l Services from Provider name:
rovider or . . - - - -
gzpplier)' (Includes information related to services rendered by a specific provider or supplier.)
O Other:
(Specify other information that is not listed in one of the categories above.)
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IV. Expiration and Revocation:

Expiration: This authorization will expire on (must choose one):

L One year from the date it is signed O Other (insert date or event):

Right to Revoke: I understand that I may revoke this authorization at any time by giving written notice to the address listed at the bottom of
this form. T understand that revocation of this authorization will not affect any action the above named entity took in reliance on this
authorization before the above named entity received my written notice of revocation.

V. Signature (this document must be signed by the individual, parent of minor child or the individual's personal representative):

I understand that this authorization is voluntary and that the health plan cannot condition my eligibility for benefits, treatment, enrollment
or payment of claims on the signing of this authorization. I understand that if [ am signing on behalf of a minor child, this authorization
will expire upon the child reaching the age of 18, unless there is proof of legal guardianship.

Signature Date: month/day/year

If you are signing as a Power of Attorney, Legal Guardian, Executor or Administrator complete the following and attach a copy of the
Legal documents. You do NOT have to attach copies of these documents if they are already on file with Blue Cross and Blue Shield of
Hlinois:

Personal Representative’s Name Relationship to Individual

Personal Representative’s Address City State 71P

Personal Representative’s Area Code & Telephone Number

BEFORE RETURNING THIS FORM YOU SHOULD KEEP A COPY FOR YOUR RECORDS BY EITHER:

(1) MAKING A PHOTOCOPY OF THE SIGNED AUTHORIZATION; OR
(2) COMPLETING THE DUPLICATE AUTHORIZATION FORM YOU RECEIVED OR PRINTED

Mail vour completed signed authorization to:
Blue Cross and Blue Shield of Illinois
P.O. Box 805107
Chicago, IL 60680-4112

If you need assistance completing the form, please refer to the instructions above or
contact the Customer Service number listed on the back of your Member Identification Card.

Any changes to the format, content or branding of this form are strictly prohibited without review and approval of
the HCSC Privacy Office. Please contact the Privacy Office with any change requests.

Rev. 11/01/16 - HCSC Privacy Office Page 5 of 5 SAF-IL
A Division of Health Care Service Corporation, a Mutual Legal Reserve Company
an Independent Licensee of the Blue Cross and Blue Shield Association



BlueCross BlueShield of Illinois

If you, or someone you are helping, have questions, you have the right to get help and information in your language at no cost. To speak to an

interpreter, call the customer service number on the back of your member card. If you are not a member, or don't have a card, call 855-710-6984.

iyl o il (558 e ) ol AGISE A ()50 G il Ay g el il ghaall s saelud) o Jgeanll b all il clind axelud (add gl f dlal S ¢
Arabic 855-710-6984 le Jemil (dilay cllas ¥ iS¢l juine (5 Al Gl by pume ABlay el o )5Sl e leal) add 28
ZRgthyr ﬁu%m B EERBRE R, HtE ssil"i, &z ERENRBUEHERBESEDNE. AH—iE8 BREINEENE
Chinese ETENEPRBELES. WRETREE, JZFETEF, 55 E 855-710-6984.
Francais Sivous, ou quelqu'un que vous étes en train d'aider, avez des questions, vous avez le droit d'obtenir de I'aide et l'information dans votre langue a
¢ aucun codt. Pour parler a un interpréete, composez le numéro du service client indiqué au verso de votre carte de membre. Si vous n'étes pas
French . , !
membre ou si vous n'avez pas de carte, veuillez composer le 855-710-6984.
Deutsch Falls Sie oder jemand, dem Sie helfen, Fragen haben, haben Sie das Recht, kostenlose Hilfe und Informationen in lhrer Sprache zu erhalten. Um mit
German einem Dolmetscher zu sprechen, rufen Sie bitte die Kundenservicenummer auf der Riickseite lhrer Mitgliedskarte an. Falls Sie kein Mitglied sind oder
keine Mitgliedskarte besitzen, rufen Sie bitte 855-710-6984 an.
EMAVIKG Edv eoeic A} kamolog rou Bonbdre éxeTe epwTATEIS, EXETE TO OIKaiwpa va AdBeTe BorBeia kal TAnpogopieg aTn yYAwaooa aag xwpi xpéwan. MNa va
N WiIAfoeTe o€ évav diepunvéa, KOAETTE Tov apIBuo eUTINPETNONG TIEAATWY TTOU avayPAPETaIl OTO TTIoW PEPOG TNG KAPTAG PEAoUG aag. Edv bev eiaTe
Greek o . ) ) .
pENOG 1) Dev ExeTe KAPTA, KAAEDTE TOvV apIBPd 855-710-6984.
sogardl | B ctHel adl dR Hee 531 e AU Al S8 olly calsaa Aol Ui geulbal AA did srel HE, dHRL
éLu'arati HeAUEatl s18ell Wevn AUAA 2Ues Acl oloR UR SlEt 53 B WU HUCAUE ofl tRAcldl Slot, uall Ul W 518
J otell Al 855-710-6984 ol UR Sl 52
o i, 3Tk, AT T TSTHeRT TETICAT R T& & 3Heh, T2 &, Al JTIehT 3T TS H o :oeh TETIAT IR STAhRT ATecd et T JTTHR
Wi ¥ el 31eTaTe e @ AT Le & TTT, 37 HEET IS & UIe O 1T I1Tgeh AT ek OR il HY | AT T T 7AET &, AT TH
I S AET &, A 855-710-6984 TR it Y|
Italiano Se tu 0 qualcuno che stai aiutando avete domande, hai il diritto di ottenere aiuto e informazioni nella tua lingua gratuitamente. Per parlare con un
. interprete, puoi chiamare il servizio clienti al numero riportato sul lato posteriore della tua tessera di socio. Se non sei socio 0 non possiedi una
Italian S .
tessera, puoi chiamare il numero 855-710-6984.
51220 QHOE QG L= Aot 5= MO0l 220] JACHH Aot RE2 st S22 U FEE st dHzZ g2 2= A= Heldt
N USLICL A NE U A=02H MEIA HS 2 MG AL, SR 01 OtLIAIHLE IFED 812 Al S 855-710-6984 2 2
Korean = = Al
M= AIL
Diné T’4a ni, éi doodago ta’da bika ananilwo’igii, na’iditkidgo, ts’ida bee na ahooti’i’ t’aa niik’e nika a’doolwot. Ata’ halne’i bich’{’
Navaio hadeesdzih ninizingo éi kwe’¢ da’iniishgi 4k4 anidaalwo’igii bich’{” hodiilnih, bee nééhdzinii bine’d¢¢’ bikaa’. Koji atah naaltsoos na
! hadit’¢¢g66 éi doodago bee nééhozinigii adingo koji’ hodiilnih 855-710-6984.
Polski Jesli Ty lub osoba, ktdrej pomagasz, macie jakiekolwiek pytania, macie prawo do uzyskania bezptatnej informacji i pomocy we wtasnym jezyku.
; Aby porozmawia¢ z ttumaczem, zadzwon pod numer podany na odwrocie karty cztonkowskiej. Jezeli nie jeste$ cztonkiem lub nie masz przy
Polish ' .
sobie karty, zadzwon pod numer 855-710-6984.
Ecnu y Bac unu Yenoseka, KOTOPOMY Bbl IOMOraeTe, BO3HWUKIW BOMPOCHI, Y BaC eCTb NpaBo Ha GecrnaTHyro NOMOLLb 1 MHGOpMaLt,
Pycckuit npeaocTaBneHHyIo Ha BalleM si3bike. YToObl NOroBopUTH C NEPEBOAYMKOM, NO3BOHUTE B OTAEN 06CMyXMBaHWS KITMEHTOB MO TenedoHy, ykazaHHOMY
Russian Ha 06paTHO CTOPOHE BaLLE KapTOUKN y4acTHUKA. ECnn Bbl He SIBNSIETECH YYACTHUKOM UK Y BaC HET KapTOYKM, NO3BOHUTE MO TeNnedoHy
855-710-6984.
~ Si usted o alguien a quien usted esta ayudando tiene preguntas, tiene derecho a obtener ayuda e informacién en su idioma sin costo alguno. Para
Espafiol L . . S . ) . . . .
. hablar con un intérprete comuniquese con el nimero del Servicio al Cliente que figura en el reverso de su tarjeta de miembro. Si usted no es miembro
Spanish '
0 Nno posee una tarjeta, llame al 855-710-6984.
Tagalo Kung ikaw, 0 ang isang taong iyong tinutulungan ay may mga tanong, may karapatan kang makakuha ng tulong at impormasyon sa iyong wika nang
Tagalog walang bayad. Upang makipag-usap sa isang tagasalin-wika, tumawag sa numero ng serbisyo para sa kustomer sa likod ng iyong kard ng miyembro.
gaiog Kung ikaw ay hindi isang miyembro, o kaya ay walang kard, tumawag sa 855-710-6984.
) = G 18 S eala laglae 5) 33 e e 0D S G e 2 G o SS e oS e Gl (S o S ol (eSSl £
Urdu 5 ot 3OS Gy ST h e o e Gl B o0 iy SIS Sl s S S Ly s g sl ) S S Sl waa e
- S JS , 855-710-6984
o Néu quy vi hodc nguwdi ma quy vi gilip d& co bat ky cau hdi ndo, quy vi cé quyén duoc hd tro' va nhan thong tin bang ngén ngi cda minh mién
Tieng Vigt CNE o e . X 2o PN
Vietnamese phi. D& nai chuyén voi thng dich vién, goi so dich vu khach hang nam ¢ phia sau thé hdi vién cta quy vi. Neu quy vi khdng phai la héi vien
hodc khong c6 thé, goi so 855-710-6984.

bchsil.com




. BlueCross BlueShield
VAV of Illinois

Health care coverage is important for everyone.

We provide free communication aids and services for anyone with a disability or who needs language assistance.
We do not discriminate on the basis of race, color, national origin, sex, gender identity, age or disability.

To receive language or communication assistance free of charge, please call us at 855-710-6984.

If you believe we have failed to provide a service, or think we have discriminated in another way, contact us to file a grievance.

Office of Civil Rights Coordinator Phone:  855-664-7270 (voicemail)

300 E. Randolph St. TTY/TDD: 855-661-6965

35th Floor Fax: 855-661-6960

Chicago, lllinois 60601 Email: CivilRightsCoordinator@hcsc.net

You may file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, at:

U.S. Dept. of Health & Human Services Phone: 800-368-1019
200 Independence Avenue SW TTY/TDD: 800-537-7697
Room 509F, HHH Building 1019 Complaint Portal: https://ocrportal.hhs.gov/ocr/portal/lobby.jst
Washington, DC 20201 Complaint Forms: http://www.hhs.gov/ocr/office/file/index.html

BCBSIL provides TDD/TYY services and language assistance for incoming callers for deaf, hard-of-hearing and speech-
disabled members. Members can utilize their TeleTYpewriter (TTY) or Telecommunication Device (TDD) to access a
teletype operator at 1-800-526-0844.

bcbsil.com




