AUTHORIZATION TO DISCLOSE

A
PROTECTED HEALTH INFORMATION ~ JUSFAMILY
P4 HEALTH PLAN
Use this form to authorize USFHP* to use or disclose your protected health information. ﬂf PacMea/

All fields are required. Incomplete or incorrect forms will be returned.

MEMBER INFORMATION

Member Name Member [D#
Member Address

Member City / State / Zip

Member Date of Birth (MM / DD / YYYY) Member Phone #

I hereby authorize USFHP to disclose the protected health information listed below to the following person / entity:

Name Relationship to Member
Address / City / State / Zip Phone Number
Email

PERSONAL HEALTH INFORMATION TO BE DISCLOSED

What information can be disclosed? Complete the following by indicating those items that you want disclosed. If all health information is
to be released, then check only the first box.

O All health information [0 Patient Allergies [J Radiology Reports & Images
[0 Physician’s Orders 0 Discharge Summary [0 Lab Results

0 Progress Notes 0 Billing Information [0 Consultation Reports

[0 Pathology Reports O Past/Present Medications [0 EKG/Cardiology Reports

O Immunizations [0 Operation Reports 0 Other

[0 History/Physical Exam [0 Diagnostic Test Reports

Sensitive Information. (Your initials are required to release the following information):
__ Mental Health Records (excluding psychotherapy notes)

__ Drug, Alcohol, or Substance Abuse Records

__ Genetic Information (including Genetic Test Results)

___ HIV/AIDS Test Results/Treatment

Describe the purpose for the disclosure. If all health information is to be released, then check only the first box.

O All health/personal information [0 Legal Purposes

O Treatment/Continuing Medical Care O Disability Determination
[0 Personal Use O School

[0 Billing or Claims 0 Employment

O Insurance O Other

- CONTINUED ON OTHER SIDE -

Business Use Only. Family ID:
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This authorization will remain in effect:
O From the date of this Authorization until the following date:

[0 For as long as necessary to complete the purposes of this Authorization:;

0 Until the following event occurs:

PLEASE NOTE

e You have a right to revoke this authorization in writing at any time and to send your written revocation to USFHP at the address listed below.
Your revocation will not apply to information that USFHP has already disclosed in reliance on this Authorization.

e Information disclosed by USFHP in accordance with this request may be re-disclosed by the recipient and may no longer be protected by the
HIPAA Privacy Regulations.

e Completion of this form will not affect the amount you pay, your eligibility for enrollment in the health plan, or your benefits.

SIGNATURE

| have read and understand the above information.
| certify that the signature below is my own and that | am legally authorized to sign this document.

Member, Parent, or Personal Representative™ Signature Date

Print Name Relationship to Member, if signed by someone other than Member

* If not already provided, please attach legal documentation verifying personal representation. We will require verification of the authority of a
Personal Representative before this request will be considered complete. (i.e. power of attorney, caregiver).

Please Return This Completed Form
(and supporting documentation,

. . . If you have any questions about
if applicable) By Fax Or Mail: y A

this Authorization Form,

Fax 425-204-5636 e
a US Family Health Plan
Mail s Family Health Plan Member Services Representative
Attn. Enroliment at 800-585-5883, option 2.
1200 12th Ave S

Seattle, WA 98144

US Family Health Plan at Pacific Medical Centers complies with 132 (Chinese) )
applicable Federal civil rights laws and does not discriminate on  Pacific Medical Centers 8 ~F & IRVt FS EAEEAEAUE - FEAER - FE - RIRMET - i - BER

the basis of race, color, national origin, age, disability, or sex. PERITIBHBLLERTA =
AR MRE AR WM SRS IR - 5558 1-888-4PACMED (TTY :
711) -

Tiéng Viét (Vietnamese)

Pacific Medical Centers tun thi luit dan quyén hién hanh ciia Lién bang va khong phén biét déi xir dya
trén chung tdc, mau da, ngu(‘")n géc quéc gia, do tudi,

khuyét tat, hodc gidi tinh.

CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu hd trg ngdn ngir mién phi danh cho ban. Goi )
1-888-4PACMED (TTY: 711).

Espafiol (Spanish)

Pacific Medical Centers cumple con las leyes federales de derechos civiles aplicables y no discrimina por
motivos de raza, color, nacionalidad, edad, discapacidad

0 Sexo0.

ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al
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