= BlueCross BlueShield Instructions for Completing Standard Authorization
of Illinois Form to Release Protected Health Information (PHI)
To Complete Form go to Page 4

Use this form to authorize Blue Cross and Blue Shield of lllinois (BCBSIL) to disclose your protected health information
(PHI) to a specific person or entity. You may follow the instructions below or call the number listed on your Member ID
card if you need help completing the form. You must complete the entire form.

Please note:
e One authorization form can be used for multiple services or providers or you can complete the form claim by
claim, procedure by procedure, or for services provided during certain time periods.
e The use of the authorization form is voluntary.

Section I. Name and information of person whose PHI is being disclosed

Jane Doe 05-10-1962
Name Date of Birth
123456 XO0P123456789 HiH - #H -

Group Number Identification/Subscriber Number Social Security Number
123 Main Street Anytown

Address City

IL 12345 555-555-5555

State Zip Code Area Code & Phone Number

The information in Section I applies to the person whose PHI is being disclosed. The person could be the policy holder,
his or her spouse, a dependent or any other person covered under the policy or a person who has their own coverage.
In this example, Jane Doe is the person making the request.

Section IlI. Authorization and Purpose

| authorize BCBSIL to release my PHI to the person or organization listed below. | understand if the person or organization
listed below is not a health plan or health care provider, the PHI may not be protected by federal privacy laws.

Suzy Smith Daughter
Persons/Organizations authorized to receive your information Relationship

Assisting in medical care

Purpose

123 Main Street Anytown IL 12345
Address City State Zip Code

The information in Section Il identifies the person or organization that will be receiving the PHI about the person named
in Section I. A person that needs access to the PHI could be a family member, a close friend, a broker, or an attorney.

If the person wants PHI to go to an organization, please include the area and/or job title of the person at the organization,
for example, Benefits Representatives, Human Resources Department, Associate XYZ Insurance Agency, etc. In this
example, Jane Doe is authorizing the release of PHI to her daughter Suzy Smith.
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Section lll. Description of Sensitive Protected Health Information (SPHI) and PHI to be Released

Complete Parts A and B of this section

A. Release of SPHI that may be protected under State Law. If you check “yes,” you are authorizing BCBSIL to release
the SPHI listed below and if applicable to your data release request, it will be included in the information you select in
I11.B. If you check “no” or make no selection at all, SPHI will not be released. This authorization may not be used for the
release of Psychotherapy Notes.

e Human Immunodeficiency Virus (HIV) or HIV/Acquired Immune Deficiency Syndrome, h
o Sexually transmitted or “communicable” diseases (includes hepatitis, as well as venereal
diseases), Yes | X
e Drug, alcohol or substance abuse, >
e Mental health or developmental disabilities (including mental retardation or similar disabilities, No
for example, those attributable to cerebral palsy, autism or neurological dysfunctions), and
e Genetic testing. p

The information in Section Ill-A applies when a person wants specific SPHI as listed above to be released to their
authorized representative, the person must specifically authorize that release. In this example, Jane has agreed to
let her daughter Suzy Smith receive her SPHI.

B. Description of PHI to be released. You may select one or more

Dates of Services

From: To:

Health Plan Includes information contained in your benefit
Benefit booklet (i.e., copayments, coinsurance, eligibility
Information: and other benefit information).

Includefs information related to payment of your

: claims for service you received, including pertinent
X ﬂfac;p]n?ation' information located on a claim form (i.e., billed 06-12-15 04-30-18
' amount, general procedure descriptions claim

payment or denial reasons, etc.).
Sgtrgrlr%?nation Includes any information related to pre-service,
Information: concurrent and post-service decisions.
Premium Includes information related to billing cycles, bank
Information: draft changes, etc.

Provider/Supplier Name:
Services
g?guzﬁlvelser Describe the exact information you want released:

Add other information that is not listed above.

Other:

Section lll-B is where the person specifies what PHI they are authorizing BCBSIL to release. In this example, Jane is
authorizing BCBSIL to release claims information from 6-12-15 to 4-30-18 to her daughter Suzy Smith.
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Section IV. Expiration & Right to Revoke or Terminate the Authorization

Expiration: Select a date/event when authorization will expire. The authorization cannot be processed if this is left blank.

X | One year from the date it is signed Other (insert date or event):

Right to Revoke/Terminate: You may end this authorization at any time b giving written notice to BCBSIL at the
?ddrgsstlisged below; however, BCBSIL is not responsible for the PHI released before the authorization was
erminated.

In Section IV, the person must select a date when this authorization will end. All valid authorizations must contain a
specific expiration date or event; for example: “hospitalization end date”, “rehabilitation end date”, etc. In addition,
CBSIL is providing information about the right to terminate an authorization at any time. In this example, the

authorization remains valid for one year from the date it was signed unless Jane revokes it.

Section V. Signature & Acceptance of Terms.
| 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.

Jone Doe Self 4-30-18
Signature Relationship Date (MM-DD-YY)

Document must be signed by the person, the parent of a minor child or the person’s authorized representative. If you
are a parent signing on behalf of a minor child, please sign your name — not the child’s name. This authorization will
expire when the minor child turns 18 years of age, unless proof of legal guardianship is produced. If you are signing
Sas a Power of Attorney, Legal Guardian, Executor or Administrator complete the following and provide copies of the
appropriate Legal documents. If these documents are already on file with BCBSIL, you do not need to provide.

Authorized Representative’s Name Relationship to Person
Authorized Representative’s Address City
State Zip Code Authorized Representative’s Area Code & Phone Number

In Section V, the person identified in Section | signs the form unless the person identified in Section I is a minor
under the age of 18 — then the parent or quardian signs the form. In this example, Jane is signing on her own behalf.
However, if Jane was a minor, her parent or guardian would sign their name on the form.

Before sending this form, make a copy for your records:
e Photocopy this signed authorization, or

e Complete and sign the duplicate form you received
or printed

The rest of the form contains instructions for submitting the form to BCBSIL.
Please keep a signed copy for your records.
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E;lll](;glr(;)izs Hoesbicld Standard Authorization Form to Release
~ Protected Health Information (PHI)

Use this form to authorize Blue Cross and Blue Shield of lllinois (BCBSIL) to disclose your protected health information
(PHI) to a specific person or entity. You may follow the instructions below or call the number listed on your Member ID
card if you need help completing the form. You must complete the entire form.

Please note:
e One authorization form can be used for multiple services or providers or you can complete the form claim by
claim, procedure by procedure, or for services provided during certain time periods.
e The use of the authorization form is voluntary.

Section I. Name and information of person whose PHI is being disclosed

Name Date of Birth
Group Number Identification/Subscriber Number Social Security Number
Address City

State Zip Code Area Code & Phone Number

The information in Section I applies to the person whose PHI is being disclosed. The person could be the policy holder,
his or her spouse, a dependent or any other person covered under the policy or a person who has their own coverage.

Section Il. Authorization and Purpose

| authorize BCBSIL to release my PHI to the person or organization listed below. | understand if the person or organization
listed below is not a health plan or health care provider, the PHI may not be protected by federal privacy laws.

Persons/Organizations authorized to receive your information Relationship
Purpose
Address City State Zip Code

The information in Section Il identifies the person or organization that will be receiving the PHI about the person named
in Section . A person that needs access to the PHI could be a family member, a close friend, a broker, or an attorney.

If the person wants PHI to go to an organization, please include the area and/or job title of the person at the organization,
for example, Benefits Representatives, Human Resources Department, Associate XYZ Insurance Agency, efc.
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Section lll. Description of Sensitive Protected Health Information (SPHI) and PHI to be Released
Complete Parts A and B of this section

A. Release of SPHI that may be protected under State Law. If you check “yes,” you are authorizing BCBSIL to
release the SPHI listed below and if applicable to your data release request, it will be included in the information you
select in IIl.B. If you check “no” or make no selection at all, SPHI will not be released. This authorization may not be used
for the release of Psychotherapy Notes.

e Human Immunodeficiency Virus (HIV) or HIV/Acquired Immune Deficiency Syndrome, h
e Sexually transmitted or “communicable” diseases (includes hepatitis, as well as venereal
diseases), Yes
e Drug, alcohol or substance abuse, >
e Mental health or developmental disabilities (including mental retardation or similar disabilities, No
for example, those attributable to cerebral palsy, autism or neurological dysfunctions), and
e Genetic testing. p

The information in Section Ill-A applies when a person wants specific SPHI as listed above to be released to their
authorized representative, the person must specifically authorize that release.

B. Description of PHI to be released. You may select one or more. Dates of Services
From: To:

Health Plan Includes information contained in your benefit
Benefit booklet (i.e., copayments, coinsurance, eligibility
Information: and other benefit information).

Includes information related to payment of your
Claims claims for service you received, including pertinent
Information: information located on a claim form (i.e., billed

' amount, general procedure descriptions claim

payment or denial reasons, efc.).
Sgtre\;/rlr?]?nation Includes any information related to pre-service,
Information: concurrent and post-service decisions.
Premium Includes information related to billing cycles, bank
Information: draft changes, etc.

Provider/Supplier Name:
Services
g?gugﬁl\gﬁier Describe the exact information you want released:

Add other information that is not listed above.

Other:

Section Ill-B is where the person specifies what PHI they are authorizing BCBSIL to release.
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Section IV. Expiration & Right to Revoke or Terminate the Authorization

Expiration: Select a date/event when authorization will expire. The authorization cannot be processed if this is left blank.

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

Right to Revoke/Terminate: You may end this authorization at any time b giving written notice to BCBSIL at the
?ddrgasstliséed below; however, BCBSIL is not responsible for the PHI released before the authorization was
erminated.

In Section IV, the person must select a date when this authorization will end. All valid authorizations must contain a

specific expiration date or event; for example: “hospitalization end date”, “rehabilitation end date”, etc. In addition,
CBSIL is providing information about the right to terminate an authorization at any time.

Section V. Signature & Acceptance of Terms.

| 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.

Signature Relationship Date (MM-DD-YY)

Document must be signed by the person, the parent of a minor child or the person’s authorized representative. If you
are a parent signing on behalf of a minor child, please sign your name — not the child’s name. This authorization will
expire when the minor child turns 18 years of age, unless proof of legal guardianship is produced. If you are signing
as a Power of Attorney, Legal Guardian, Executor or Administrator complete the following and provide copies of the
appropriate Legal documents. If these documents are already on file with BCBSIL, you do not need to provide.

Authorized Representative’s Name Relationship to Person
Authorized Representative’s Address City
State Zip Code Authorized Representative’s Area Code & Phone Number

Before sending this form, make a copy for your records:
e Photocopy this signed authorization, or
e Complete and sign the duplicate authorization form

Mail the signed authorization to:

Blue Cross and Blue Shield of lllinois
PO Box 805107
Chicago, IL 60680-4112

If you need assistance completing the form, refer to the instructions above
or call the number listed on your Member ID Card.
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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.

gl @ Joadils sz stasd S ddaddllo s e Ao dlg s uadila sde sdisg lopdlsg Jsoar Al d dsadadis s lospag pisad sl sadid o)

Arabic .855-710-6984 s¢ Jualisslacdl oy ol ol Sumg odliad b suagibonl s sladledlay Jof a0

E4Lihve ﬁn%m , BEERME R, iﬁtl:’ﬁasiF"i, Eﬁ*éiﬁ]ﬁﬁﬁu H’JlE 3§ SEPMAI. AE—HES AHENEENE

Chinese EENEPRBELES. WRETREE, I FETEF, 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 l'aide et I'information dans votre langue a

Frengh aucun colt. Pour parler a un interpréte, composez le numéro du service client indiqué au verso de votre carte de membre. Si vous n’étes pas
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 Ihrer Mitgliedskarte an. Falls Sie kein Mitglied sind oder
keine Mitgliedskarte besitzen, rufen Sie bitte 855-710-6984 an.

EMVIKG Eav eoeic i kamolog rou Bonbdre éxete epwTATEIS, EXETE TO OIKaiwpa va AdBete BorBeia kal TTAnpo@opieg aTn YAWooa oag Xwpig xpéwan. MNa va

Gregk WiAfoeTe o€ évav dieppunvéa, KOAETTE Tov apIBu6 eUTTNEETNONG TIEAATWV TTOU avayPAPETaI OTO TTIoW PEPOG TNG KAPTAG PéEAoUG aag. Edv Oev gioTe

pENOG 1) Dev ExeTe KAPTA, KAAETTE TOV apIBUS 855-710-6984.

Q ol dAHA Ul AR HEE 53 @ 8l Al 818 ¢l caulsaal Aol A, geua W did sal HE, dHIRL
%Rle UeAUEA 518l U UDAC 155 Acll il UR Sl 530, %) UL UCAUE ol AL Slot, etall Ul WA 51§
Gujarati a2l Al 855-710-6984 oioi? UR SlA 3.

N i, 3Tk, AT T TSTHeRT TETICAT R T§ & 3Hh, T2 &, Al JTIehT =T 78T H o - oeh TETIAT R STAhRI ATecd el T JiHR
Hrdi ¥ | RFEY 3TaTE & ST A & [T, 370 TEET 1S & U AT 31T IMTgeh JaT 76 IR hiel Y| AR 31T TETT 78T &, a7 37TR
indi T TS AT ¥, Y 855-710-6984 TR hTeT FHY|

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

Italiano : S : o ) ) Co S L
ltalian 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
tessera, puoi chiamare il numero 855-710-6984.
51220 gror A5t & Ol 5= AHZ0l 220] JACHH Aote RE22 DMt ESH FEE Aot A2 22 = U= dHeldt
}Z)r;an USLICH gl °4 JIE AN JA=02H MHIA HS 2 MG Al L. 3[R 0] OtLIAIALE IEEDF 9L 2 Al H 855-710-6984 2 2
St A2,
Diné T’aa ni, éf doodago ta’da bika ananilwo’igii, na’iditkidgo, ts’ida bee na ah6oti’i’ t’aa niik’e nika a’doolwol. Ata’ halne’i bich’{’
Navaio hadeesdzih ninizingo ¢éi kwe’¢ da’infishgi aka anidaalwo’igii bich’{” hodiilnih, bee nééhodzinii bine’d¢¢’ bikaa’. Koji atah naaltsoos na
I hadit’é¢g66 éi doodago bee nééhozinigii adingo koji’ hodiilnih 855-710-6984.
Polski Jesli Ty lub osoba, ktérej pomagasz, macie jakiekolwiek pytania, macie prawo do uzyskania bezptatnej informacji i pomocy we wtasnym jezyku.
Polish Aby porozmawia¢ z tlumaczem, zadzwon pod numer podany na odwrocie karty cztonkowskiej. Jezeli nie jeste$ cztonkiem lub nie masz przy
sobie karty, zadzwon pod numer 855-710-6984.
Ecnu y Bac unn Yenoseka, KOTOPOMY Bbl OMOraeTe, BO3HWKIM BOMPOCHI, Y BAC €CTb NpaBo Ha 6ecnnatHyto NOMOLLb W MHGOopMaL,
Pycckuin npeaocTaBreHHyIo Ha BaLLeM s3bike. YT0BbI MOroBOpUTH C NEPEBOAYMKOM, MO3BOHNTE B OTAEN 06CMYXMBAHWS KNMEHTOB MO TenedoHy, ykasaHHoMy
Russian Ha 0bpaTHOI1 CTOPOHE Balleli KapTOYkM y4acTHIKa. ECIv Bbl He SBMSETECh Y4aCTHUKOM UMK Y BaC HET KapTOYky, MO3BOHMTE N0 TenedoHy
855-710-6984.
Espafiol Si usted o alguien a quien usted esta ayudando tiene preguntas, tiene derecho a obtener ayuda e informacion en su idioma sin costo alguno. Para
S znish 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
P 0 no posee una tarjeta, llame al 855-710-6984.
Tagalo Kung ikaw, o0 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.
galog Kung ikaw ay hindi isang miyembro, o kaya ay walang kard, tumawag sa 855-710-6984.
53 N ‘%u)—&)ﬂ‘{‘—“e}t& os) 2 u—wgseu‘u_nsue\—i—ﬂ e SRl sonsissS i oS & g Sk oo S S
Urdu ¢ R IS Sl s v 1 0Slang o etuies SIS Sl 2 uwsﬁuj‘—u\wwuwx%&Lad_éau)—s-"%u»e@ue
-us 9IS . 855-710-6984
Tidne Viet Néu quy vi hodc nguwdi ma quy vi gidp do cé bat ky cau hoi nao, quy vi co quyén dwoc hé tro' va nhan thang tin bang ngén ngl clia minh mién
Vietrfamése phi. D& néi chuyén voi thong dich vién, goi s6 dich vy khach hang ndm & phia sau thé héi vién clia quy vi. Néu quy vi khong phai Ia hoi vién

hodc khong cé thé, goi s6 855-710-6984.
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i 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.jsf
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.
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