'&Etna® Authorization for Release of ECHS Category - PHIA
Protected Health Information (PHI)

My health record is private and is known under the law as “Protected Health Information” (PHI).

By completing and signing this form, I, or my legal representative, agree to allow Aetna to share my PHI
with the people or companies listed below. By Aetna, | also mean the company’s subsidiaries, affiliates,
employees, agents and subcontractors. PLEASE COMPLETE ALL SECTIONS.

1. My information

My first name Last name Middle initial
My member ID number My birth date (MMDDYYYY) My phone number
My street My city, state, ZIP code

2. Aetna can share my PHI with the following people or companies:

Person or company name Phone number
Street City, state and ZIP code
Person or company name Phone number
Street City, state and ZIP code

3. Aetna can share ONLY my records chosen below.

You must check any and all information that you want to be shared. This authorization cannot be used
to share psychotherapy notes.

[] Health (medical, dental, pharmacy, vision and flexible spending account information)
[ ]Longtermcare [ ] Patient management records

[ ] Substance use disorder (alcohol/drug) [ ] HIV/AIDS [ ] Sexually transmitted diseases
[] Behavioral health/Mental health (but NOT psychotherapy notes).

[] Other sensitive services (such as gender affirming care or sexual or reproductive health)
[] Other (please explain)

4. By signing this form | authorize Aetna to disclose information below for the following purpose.

Check one of the following options:
[] At my request — no specific purpose [] Specific purpose:

5. This form will be valid for 1 year unless a shorter time period is listed below.
My authorization is valid from

to
MM/DD/YYYY MM/DD/YYYY

GR-67938-39 (7-22) MEDICARE - Aetna




6. By signing below, | understand and agree:

« My PHI that | agree to share may be sensitive. It may include diagnosis and treatment information.
It may cover chronic diseases, behavioral health conditions and alcohol or drug abuse. It may
cover communicable diseases, sexually transmitted diseases such as HIV/AIDS, and genetic
marker information.

« Whoever gets my PHI may share it with others. That means federal or state privacy laws may
no longer protect my PHI.

« | can get a copy of this authorization form that | have signed by sending Aetna a signed request
using the address at the bottom of this form.

« Aetna will not release my PHI to the individual(s) or company(ies) named in Section 2 unless | sign
this form.

« | can cancel or change my decision any time. | can do this by writing to Aetna, using the address at
the bottom of this form.

« If I do cancel my permission, it will not affect actions Aetna took before getting my request.

« My ability to enroll won’t change if | do not sign this form.

« My eligibility for benefits and services won’t change if | do not sign this form.

ATTENTION:

My signature is required if any of the below apply:

e | am 18 years of age or older

e | am a minor under the age of 18 and | am either married or | am emancipated

e The information being disclosed pertains to drug or alcohol treatment

e The information being disclosed pertains to one of the following conditions and my state allows
me to be treated even if my parents or legal guardian do not agree with my decision:
— Mental health
— Sexually transmitted disease (including HIV/AIDS)
— Reproductive health (including contraception, prenatal care and abortion)
— General medical and dental health

7. My signature or my legal representative’s signature
Signature Date

Print name

If a legal representative signed this form, describe the relationship: (parent, legal guardian, Power of
Attorney, personal representative)

* [f this request is being signed by the member’s legal representative, you must provide legal
documentation authorizing you to act on the member’s behalf (e.g., legal guardianship, power of
attorney, personal representative).

* If you are making this request on behalf of a minor child, we may require additional information
before this request is considered complete.

Please sign and return this completed form to:
HIPAA Member Rights Team
PO Box 14079
Lexington, KY 40512-4079

Or you can fax it to: 859-280-1272
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We comply with applicable Federal civil rights laws and do not discriminate
on the basis of race, color, national origin, age, disability, or sex and does

not exclude people or treat them differently because of race, color, national
origin, age, disability, or sex. If you speak a language other than English, free
language assistance services are available. Visit our website at or call the
phone number listed in this material.

In addition, your health plan provides auxiliary aids and services, free of charge,
when necessary to ensure that people with disabilities have an

equal opportunity to communicate effectively with us. Your health plan also
provides language assistance services, free of charge, for people with limited
English proficiency. If you need these services, call Customer Service at the
phone number on your benefit ID card.

If you believe that we have 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 Grievance Department (write to the address
listed in your Evidence of Coverage). You can also file a grievance by phone by
calling the Customer Service phone number listed on your benefit ID card (TTY:
711). If you need help filing a grievance, call Customer Service Department at
the phone number on your benefit ID card.

You can also file a civil rights complaint with the U.S. Department of Health and
Human Services, Office for Civil Rights at
https://ocrportal.hhs.gov/ocr/cp/complaint frontpage.jsf.

ESPANOL (SPANISH): Si habla un idioma que no sea inglés, se encuentran
disponibles servicios gratuitos de asistencia de idiomas. Visite nuestro sitio web o
llame al numero de teléfono que figura en este documento.

FHa 5L (CHINESE): 4IRS LSMURE S - IR Mt R B sE = B ARFS -
a7 B P MY A IR B T AL R AT Y RS 50 -
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