Sl Providence

Medicare Advantage Plans

K nannomy nuceMy npunaraercs popma paspeieHus yuactauka. [loxanyiicra, 3arojHuTe ee BCo, MOJMUIINTE U
otmpaBbTe koMmnanuu Providence Medicare Advantage Plans.

TpeOoBanus K pacKpbITHIO HHpOpPMaNU 00 y4YaCTHUKE

Kommnanus Providence Medicare Advantage Plans o0s3yeTcs 3amumaTh KOHQUISHIMATEHOCTD
CBOMX Y4aCTHHKOB. OJTHAKO MOTYT BO3HHKHYTH M BO3HHKAIOT CITy4aH, KOT/1a OJIM3KOMY YEJIOBEKY
TpeOyeTcsl IOMOYb YUYAaCTHHUKY C PA3IMYHBIMU PEIICHUAMH OTHOCUTEIFHO MEIUIIMTHCKOTO
CTpaxoBaHMUs, (UHAHCOBBIX BOIIPOCOB, BEIOOPAa OCHOBHOT'O JICYAIIETO Bpaya MEePBUYHON OMOIIN
U T. 1. OOBIYHO TaKUe CIIy4au BOSHUKAIOT BCIIEACTBUE YXYALUICHUS 340POBbS HIIH ICUXUIECKOTO
COCTOSIHUS Y9aCTHUKA. Pai Kak MOXHO JTydIIIero yIOBIETBOPSHHUS TOTPEOHOCTEH yYaCTHHKOB
Providence Medicare Advantage Plans n ux cemeit Mbl nH(GOPMHpPYEM Bac O HAIIEH MTOJIUTHKE
KacaTelIbHO PaCKPBITUS WH(POPMAIIUU 00 YHaCTHUKE.

Opranusanus Providence Medicare Advantage Plans He packpoer undopmaruio o0 y4yacTHUKe
POACTBECHHUKAM U JIPY3bIAM, HC UMEA B paCOPSIKCHUU KaK MUHUMYM O)IHOI71 H3 CJICAYIOIUX
JeHCTBYIOMUX (HOpM:

O xomus IMpaBOBOT'O0 AOKYMCHTA C YKa3aHUEM HA3HAYCHHOT'O CYJIOM 3aKOHHOTI'O OIICKYHa WJIA
IIOIICYUTCIIA,

JIOBEPEHHOCTh Ha MPUHATHE MEAUIIMHCKUX PELICHUH U pacriopsyKeHUe JIsl Bpadeid;
dbopma pasperieHns ydacTHUKA (TPUIaraeTcs);

ooao

KOITHS TEHEPATLHOU TOBEPEHHOCTH (C KOHKPETHON (OPMYITUPOBKOH, ITO3BOJISFOIIICH
JAOBEPCHHOMY JIMIY BHOCUTH U3MCHCHU WUJIN 110JIy4aTh I/IH(i)OpMaIlI/II-O).

B cBsi3M ¢ pazMuMAMH B COAEP/KAHHM ITHX JOKYMEHTOB OHH He FapaHTHPYKT BallluM
0JIM3KUM TOT Ke YPOBEHb J0CTyNa K HHPOPMAUMHU U MOJTHOMOYMS 10 NPUHATHIO PelleHui,
YTO U YYACTHHUKY MJIM 3aKOHHOMY ONEKYHY Y4ACTHHKA.
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http://ProvidenceHealthAssurance.com

Br1 MmojkeTe oTripaBuTh opMy paspelieHus yuactHuka Providence Medicare Advantage Plans Ha aapec:

Providence Medicare Advantage Plans
PO Box 5548
Portland Oregon 97228-5548

Br1 MmoxeTe oTnipaBuTh opMy paspemeHus ydacTHruka 1o ¢gakcy Ha Homep 503-574-8608 wim BpyduTh
ee JIMYHO (eciiu 6bl omnpasisieme Gopmy no noume, UCHOIbIVIME MOIbKO YKA3AHHBII Gblle aopec ¢
AOOHEHMCKUM AUWUKOM) TIO CIICAYIOIEMY aapecy:

Providence Medicare Advantage Plans
3601 SW Murray Blvd. #10
Beaverton Oregon 97005-2359

OﬁpaTuTe BHUMaHHE: NIpUJIaraeMas (l)OpMa J0JI3KHA ObITH 3al0JIHEHA B nmoanucaHa, a TaxKk>xe
CoA€epsKaThb 1aTy NOAINMUCAHUSA.

Ecnu y Bac BOZHUKHYT JIpyrye BOIPOCHI WM KaKUe-TMO0 COMHEHUS, 00OpaTUTECh B OTAEI
oOcitykuBaHMsl KJIneHTOB KoMnanuu Providence Medicare Advantage Plans, mo3Bonus no nHomepy 503-
574-8000 mnu 1-800-603-2340. Ecnu y Bac HapylIeH CIyX U BbI OJb3YETECh TEIETANIIOM, TO3BOHUTE
Ha Hally JIMHMIO TelseTaiina no Homepy 711. Oneparopsl city>x0b! OI€P>KKU TOTOBBI OTBEYATh HA
BaIlld BOMIPOCHI ceMb AHel B Heaento ¢ 8:00 go 20:00

(110 TUXOOKEAaHCKOMY IOSICHOMY BPEMEHH).

C GnarogapHOCThIO,

Providence Medicare Advantage Plans
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MEMBER AUTHORIZATION FORM
©®OPMA PASPEHIEHUSA YYACTHUKA

By completing the Member Authorization form, you are telling Providence Medicare Advantage
Plans that you chose the named person in Part B below and this form allows Providence
Medicare Advantage Plans to disclose your Protected Health Information (PHI) and Personally
Identifiable Information (PII) to the person you choose.

3amonHss popMy pa3pelieHus y4acTHHKa, BbI coobmiaere komnanuu Providence Medicare
Advantage Plans, 4To BbI BEIOpalin yKa3aHHOE JIUIO B 4acTH B HIDKe, 1 3Ta hopma Mmo3BOIsET
kommanuu Providence Medicare Advantage Plans packpbIBaTh Bally 3aiieHHYO METUIIMHCKYIO
unpopmanuio (PHI) u nepconansusie nannsie (PII), BeIOpanHOMy BaMu juily.

Part A. Information about the member whose healthcare information will be disclosed.
Yacte A. Madopmanms 06 ydacTHUKE, Ubsd MEAUIIMHCKAS HH(OpMalus OyJeT pa3rianiaTbes.

Part B. Name of the person or company you are authorizing to receive your PHI/PII.
Yacte B. ms ninia wim koMnaHu#, KOTOPOH BhI paspemaete moxyvars Banry PHI/PIL.

Part C. The reason for your authorization? For the personal use of the member, for a specific
reason or event or for a legal purpose.

Yacts C. [TpuunHa Baiero paspeuieHus. st TMYHOTO MOJIb30BaHMS, 151 KOHKPETHOTO TIOBO/IA HITH
COOBITHSI WK JIJIS1 3AKOHHBIX LIEJIEH.

Part D. Tell us what information may be disclosed.
Yacte D. Pacckaxute HaM, Kakass HHOOPMAIUSI MOXKET PaCKPBIBATHCS.

All Information: Check if authorizing “all PHI” as listed to be shared with the person or
company listed in PART B except for Sensitive Health Information.

Bea ungpopmayus. Otmetste, pazpemaere iu Bol iepeaady «Bceit PHI», kak ykazano B
CITMCKe, TUIy Ui KoMmaHnuu, ykazanueiM B YACTU B, 3a ucknroueHnem
KOH(HICHIIMATHHON MEIUITUHCKON HH()OPMAIIHH.

Ov/Hnu

Only the information specified: Check each item you are authorizing.
Tonvko ykazannasn ungpopmayus. OTMETbTE KXKABIA ITYHKT, HA KOTOPBIH BBI J1aeTe
paspelieHue.

Part E. Tell us what sensitive information may be disclosed.
Yacte E. Pacckaxxute HaMm, Kakas KOHPHICHIIUATbHAS HHPOPMAIHS MOXKET PACKPBIBATHCSL.

Sensitive Health Information: Please note that you will need to place your initials next
to the Sensitive Information if you wish to authorize release of this information. Please
note: The signature of a minor is required to authorize release of Sensitive Health
Information to their parent or legal guardian in order for Providence Medicare Advantage
Plans to disclose this information. (To authorize the release, the minor must sign the form
along with the parent/guardian to be valid.)

KondpunenuuanpHasi undopmanus o 310poBbe. O0paTuTe BHUMaHKUE: BaM HY)XHO OyJeT
MOCTABUTh CBOM WHHIIUAIIBI PSIIOM ¢ KOHDUACHIIMATLHON HH(OpMAIIHel, €CITH BbI XOTHTE
pa3penuTh ee packpbiTie. OfpaTuTe BHUMAHUE: Il TOr0 4TOOBI KoMmaHus Providence
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MEMBER AUTHORIZATION FORM
©®OPMA PASPEHIEHUSA YYACTHUKA

Medicare Advantage Plans morna packpsITh 3Ty HH(pOpManuio, TpedyeTcs MOANNUCH
HECOBEPIICHHOJIETHETO, pa3peliaomnas nepeaady KoHpuIeHIHaTbHON MeTUIIHHCKON
nH(POPMALIUH €TO POAUTEISAM HIIH 3aKOHHBIM oneKyHaM. (UToOBI pa3penTs pacKpbITHE
nHpOPMALINH, HECOBEPIICHHOJIETHUHN TOJDKEH NOAMUCaTh (hopMy BMECTe €
poauTeneM/oneKyHOM, B TOT/Ia OHa OyIeT NeCTBUTENBHOM. )

Part F. You may allow the person in PART B to perform administrative functions on your behalf.
Yacte F. Bel MoxkeTe paspemuts auily, ykazannomy B UACTU B, BbINOTHATH aIMUHUCTPAaTUBHBIE
(YHKIIUM OT Balllero UMEHH.

Part G. Date your Authorization Expires
Yacte G. /laTa 0OkOHYaHHUS CPOKA ACHCTBHS BAIETO pa3peIleHUs

Part H. You have the right to revoke your authorization and you understand what you have
authorized.
Yacts H. Y Bac ecTh mpaBo 0TO3BaTh CBOE pa3pellieHHe, 1 BBl IOHUMAETE, YTO UMEHHO BbI Pa3pelIHIIy.

Part I. Your Approval (signature & date)
Yacrts 1. Bame pa3spemienne (moamnuch u gara)

Use this form to authorize Providence Medicare Advantage Plans to use or to disclose your
health information to another person or company. The Authorization Form must be completed in
full for it to be valid. Please complete the following information exactly as it appears on your
member identification (ID) card.

Ucnonszyiite 3Ty hopmy, uTo0BI pazpemuth Providence Medicare Advantage Plans ncrons3oBath
WJIN PACKPBIBATh Ballly MEIUIIMHCKYIO HH(OPMAIIHIO APYTOMY JIMILY MK KoMIaHuu. YToOsl hopma
pasperieHus ObuIa ACMCTBUTEIBHOM, €6 HEOOXOAMMO 3aMOJTHUTH IMMOJTHOCTHIO. 3aTIOTHUTE
CIICAYIONIYI0 HH(OPMAIIHIO B TOYHOCTH TaK, KaK OHA yKa3aHa Ha Balllel UICHTH()UKAIIMOHHON KapTe
yuactauka (ID).

PART A: MEMBER INFORMATION
YACTb A. UTHOOPMAILIUA Ob YYHACTHHKE

Member Last Name Member First Name Middle Initial

daMu/us y4acTHUKA HNms yyacTHuKA Nuunuan BTOporo uMeHu

Member Date of Birth Member Identification Number | Group Number

JdaTa poxaeHus y4acTHUKA (See your member ID card) (See your member ID card)
HNpenTndurkannoHHbII HOMEP Homep rpynmnsl
YYaCTHUKA (cM. Ha uIeHTU(UKAITMOHHOM
(cM. Ha UIEHTU(HUKAIIMOHHON KapTe | KapTe y4acTHHKA)
Y4aCTHUKA)

Member Home/Street Address | City and State, Zip Code Preferred Phone #

Anpec yuacTHUKA ¢ ykazanueM | ['opon, mrar, nouroBsblii unjaexke | IpeanoururesbHblii

YJIMIBI 1 HOMepa ioMa HOMep Tese)oHa
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PART B: PERSON OR COMPANY WHO WILL RECEIVE THIS INFORMATION
YACTbD B: JIMIIO UWJIX KOMINAHUSA, KOTOPBIE ITOJYYAT 3TY HHO®OOPMALIUIO

The following person(s), facility or company have the right to receive my protected health/personal
information. (They must be 18 years of age or older). Please fill in the below:/IIpaBo Ha momyuenue
MoOe€H 3allUIIEeHHON MEUIMHCKOW/TMYHON HH(OpMAIIMK UMEIOT CIICAYIOIINE JINIA, YUPEKISHHUS WIH
KOMIIaHUU. (DTH JIUIA JOJDKHBI OBITh cTapiue 18 5eT.) YkaxuTe ux B CIeAyIOIEM IOJIe.

Recipient’s Name/Mms mosrygaress:

Relationship to Member/Kem npuxonures yvacrawky: _
(Spouse/Domestic  Partner/Friend/Caretaker/Broker/Other)
(Cympyr/Coxurens/ Apyr/Onexyn/bpokep/[Ipyroe)

PART C: THE REASON FOR MY AUTHORIZATION (check one):
YACTD C. IPUYHNHA JUISA NPEJOCTABJIEHUS PASPELIEHUS (yka:xxuTe 0HY):

O Personal Use/JInuHoe UCTIONB30BaHIE
O Only for this reason/event(s)/ToibKO B CBSA3U € 3TOU MPHYUHOM/COOBITHEM(SIMH):
(Only applies for a specific reason or event, an example might be to settle a claim or a
one-time release)/(IloxxoauT TOIBKO /i1 ONPe/ieJICHHON NPUYUHBI HJIU COOBITHS,
HANpUMep JJIs yperyJIupoBaHusi NPeTeH31MH WM OJHOKPATHOI0 pa3peiieHust)
[0 Legal Purpose/3akoHHas 1eib

PART D: INFORMATION THAT CAN BE RELEASED BY PROVIDENCE MEDICARE
ADVANTAGE PLANS

YACTD D. TH®OOPMAILIUA, KOTOPYIO MOXET NPEJOCTABUTDB IIPOT'PAMMA
PROVIDENCE MEDICARE ADVANTAGE PLANS

I allow the following information to be disclosed by Providence Medicare Advantage Plans on my
behalf to the person in PART B./fI pa3pemaro, uto0s1 komnanus Providence Medicare Advantage
Plans ot Moero uMeHu packpsiBajia CleAyIONTy 0 HHpopmanuio auily, ykazanaomy B YACTU B.

O All Information (as listed to Only the information specified below/Tosbko yka3zanHas
the right)/Best unpopmanuss  HuKe HHPOpMALHA:

(kak yka3zaHo crpaBa): (Please check each one that applies)/(ormeTbTe BCe
OTMeThTe, pa3peaeTe JIu Bbl NMOAXOAsIIMe BADHAHTHI):

nepeaady «sceit PHI», kak O Eligibility/Benefits/TpeboBanust K y4acTHUKAM /
YKa3aHO B CIIUCKE, JIUILY HIIH MpEerMYyIIeCTBa

KOMITaHWH, yKa3aHHBIM B O Enrollment/Perucrpanust

YACTH B, 3a HCKTLIOTICHICM O Claims Information. Mudopmarus o 3asskax
KOH(HICHIIHATBHOM .

OH(uzeHIL N 0 O Clinical Notes/KinnHndecKkue 3amucu
MEIUIUHCKON HH(OpMAIIHH. O Medical Inf tion (di ‘s treatment
(OGpaTuTe BHUMAHNE: BaM edical Informa ion (diagnosis, treatment,

medication)/MenuuuHckas nHGopmaIus (JuarHos,
BCE PAaBHO HYKHO
JIeueHue, JIEKapCcTBa)
NMOCTABUTH HHUIHAJBI B ) . .
O Premium Information/Resolve Billing

MOJISAX U1l epeaayuu Jar00it
KOH(UIeHIUATHLHOU
HHpopMannu, ecJH BbI
XOTUTE pa3peuiuTh

ee pacKpbITHe.)

Questions/Problems/Mudopmarius 0 B3HOCaX/penieHue
BOIIPOCOB / TPOOJIEM C BBICTABJICHHEM CUETOB

OO Referrals and Authorization of Medical
Services/Hampasiienue u pa3peiieHue Ha OKa3aHue
MEIUIIMHCKHUX YCITyT
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PART E: I ALSO APPROVE THE RELEASE OF SENSITIVE INFORMATION
YACTb E. SI TAKXKE PA3PEIIIAIO PACKPBITUE KOHOUJIEHIIMAJIBHON
NHPOPMALIMHN

If the information to be used/disclosed contains any of the types of records or information listed
below, additional laws relating to the use and disclosure of the information may apply.

Ecnu nundopmanusi, KoTopyro He0OX0IUMO HCIIOIB30BATE/PACKPBITh, COACPIKUT JIF000 U3 THIIOB
3aIucel WK CBEJICHHIA, TIEPEUUCIICHHBIX HIDKE, MOTYT JICHCTBOBATH JIOMIOTHUTEIBHBIC 3aKOHBI
OTHOCHTEIIFHO HCIIOJIb30BAHUS U PACKPBITHS HHPOpMAIINY.

*] understand that my alcohol/substance abuse records are protected under Federal and State
confidentiality laws and regulations and cannot be disclosed without my written consent unless
otherwise provided for in the laws and regulations. I understand and agree that the below
information will only be disclosed if | place my initials in the applicable space next to the type of
information. Please note: The signature of a minor is required to authorize Providence Medicare
Advantage Plans to release certain sensitive health information pertaining to the minor.

* $l moHMMato, 9TO MOM 3aITUCH O 3JI0YMOTPEOICHUH ATKOTOJIEeM/HAPKOTHKAMHU 3alUIIECHBI
(enepaabHBIMH U TOCYIaPCTBEHHBIMH 3aKOHAMH U TIPaBHJIAMH O KOH(HUICHIIMAIHHOCTH U HE MOTYT
pasriamarbesi 6€3 MOero MMCHbMEHHOTO COTJIACHS, €CJIM HHOE He TPEeyCMOTPEHO 3aKOHAMH U
npaBWiIaMu. Sl MOHMMAIO M COTIIAIAIOCh C TEM, YTO MPUBEICHHAs HIbKE HH(popMaIws Oyaer
PaCKpBIBATHCS TOJIBKO, €CIIU 51 MOCTABJIIO CBOM MHHUIIMAJIBI B COOTBETCTBYIOIIEM MECTE PSIIOM C THIIOM
nHpopManmu. O6paTnTe BHUMaHHeE: YTOOBI pa3pemuTh kKomnanuu Providence Medicare Advantage
Plans npenoctaBiaTe onpeaeneHHy0 KOHQUACHIHATBHYIO METUIIMHCKYI0 HH()OPMAIIMIO OTHOCUTEIILHO
HECOBEPILECHHOJIETHETO, TPEOYETCs MONMICH HECOBEPIICHHOIETHETO.

___ AIDS or HIV/CIINJ wmu BUY

Alcohol/Drug/Substance Abuse (diagnosis, treatment or referral
information)*/3noymnoTpe6ieHne aKorojJeM/HapKOTHKaMH (THarHOCTHKA, JICUSHUE WITH HHPOpMAITHS O
HarpaBJIeHUN ) *

Genetic Information (services or tests)/I'eneTnueckas nadpopmanus (yCIyru WIN aHAIN3bI)

MatepuHCTBO/OepeMEHHOCTD (PETIPOYKTHBHOE 3/J0POBEE)

Maternity/Pregnancy (reproductive health)//lanHbIe 1 3aUCH O TICUXUYECKOM 3/I0POBbE

Sexually Transmitted Illness/Disease (testing and treatment)/3a0oseBanus, mepeaaromuecs
MIOJIOBBIM TyTeM (aHAJIU3bI U JICUYCHHE)
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PART F: PERMISSION TO ACT ON MY BEHALF
YACTbD F: PASPEHIEHHUE JJEVCTBOBATH OT MOET'O UMEHHA

O To perform EVERY ACT listed below/Bsimonusts BCE JIEHUCTBHSI, mepeunciicHHbIC HUKE
OR/MJIN

To perform ONLY those acts check marked below/Bwvmonasate TOJIBKO neiictBus,
ommeuenHble HUICE:

O Request a new ID card/3anpoc HOBO# MIEHTU(HUKATUOHHOMN KapThl
O Change my Address/M3meneHre moero ajapeca

O Inquire/Choose/Change my Primary Care Physician/3anpoc/Bei00p/U3MEHEHHE MOETO
Jeqaniero Bpayda

O

Enroll/Disenroll me from the Plan/Peructpanus B miane/uckiroueHe U3 TUIaHA

O Correct Missing/Erroneous Demographic Information (age, gender, marital status,
race)/McrnpaBrienre nponyuieHHOH/omnO0YHON feMorpaduieckoit nHpopmaluu (Bo3pacr,
T10J1, CEMEHHOE TIOJIOKECHHE, paca)

PART G: DATE YOUR AUTHORIZATION EXPIRES: (check one):
YACTbD G. JATA OKOHYAHUS CPOKA JEMCTBUS BAIIEI'O PASPEIIEHUS (OT™erbTe
OJAHUH BAPHAHT)

Please check the below expiration date you wish to have for this authorization:
VYkaxuTe JaTy HCTEYEHHsI CPOKA IeHCTBHSA JAHHOTO Pa3peIIeHUs:

[0 Maximum allowed time of 12 months from the date of signature/MakcumajibHO
JOIYCTUMBII CpOK — 12 MecsIleBC aThl MOANUCAHUS

0 Other Date/Event listed here: (Only If less than 12 months)//Ipyras nata/coObiTue, ykazaHHbIC
3neck: (Toabko eciim MeHbIIe 12 MecseB)

If there is no earlier expiration date/event indicated, this authorization shall be in force
and in effect until it expires 12 months from the date of signature

Ecau He ykazaHa 0ojiee paHHSISl 1aTa MCTEYEHUS CPOKA AelCTBUA/COObITHE, HACTOSILIIEe
pa3penieHue 0yJeT 1eiicTBOBATH 0 ucTeueHus 12 MecsileB ¢ 1aThI MOANNCAHUSA.

PART H: REVOCATION AND REVIEW
YACTbD H: OT3bIB U IEPECMOTP

I have the right to revoke this Authorization in writing at any time. If [ revoke my Authorization,
the information described above will no longer be used or disclosed for the reasons stated on this
written Authorization, except to the extent that Providence Medicare Advantage Plans already has
already acted in reliance on my Authorization. Any uses or disclosures already made with my
Authorization cannot be taken back. To revoke this Authorization, please send a written statement
to Providence Medicare Advantage Plans at P.O. Box 5548, Portland, OR 97228 and state that you
are revoking this Authorization. Please include a copy of the original Authorization if available.
Otherwise, please include your name, ID# and date of birth, the name of the person(s) whom you
would like to revoke from receiving your protected health information.

Y MeHs1 ecTh IpaBo B JII000€ BpEeMsl 0TO3BATh JAHHOE pa3pelleHre B TMCbMEHHOM BHJIE. Eciu st 0T30BY
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CBO€ pa3pelleHue, ONMCaHHas Bbllle HHPopMalys 00Jiblie He OyeT NCIOIb30BaThCS WU
PacKpbIBAaTHCS IO MPUYUHAM, YKA3aHHBIM B 5TOM MTMCbMEHHOM Pa3pelIeHUH, 32 UCKIIOUCHUEM
ciyvaeB, korna kommanus Providence Medicare Advantage Plans yxe neficTBoBasia Ha OCHOBaHUHT
Moero paspemieHus. JIro60e UCIoNb30BaHNe HIIH pacKphITHE HH()OPMAINH, YKE OCYIIECTBICHHOE C
MOETO pa3peieHus, He MOUIeKHUT OTMeHe. YTOOBI 0TO3BaTh IaHHOE pa3pellieHne, OTIPaBbTe
MUCbMEHHOE 3asBJIecHUE B Kommanuto Providence Medicare Advantage Plans o aapecy: P.O. Box
5548, Portland, OR 97228 u ykaxxute, 4TO Bbl OT3bIBaeTe CBOE pazpemieHue. [Ipuioxure Konuro
OpHUTHHAJIa pa3pelieHusi, €CJIM OHO UMeeTCs. B MpoTHBHOM cilydae YKa)KUTE CBOE UM,
UACHTU(PHUKAIIMOHHBIM HOMEP U 1aTy POKICHHUS, MMS JIUL, KOTOPBIM BBl XOTEJIH OBl 3aIPETUTh
MOJTyYaTh 3alIUIICHHYI0 MEAUIUHCKYIO0 HHPOPMAIHIO.

The revocation will be effective immediately upon Providence Medicare Advantage Plans’ receipt
and processing of your written statement. Please note: that if you have authorized the release of
ONLY alcohol or substance use treatment records, you may revoke this authorization verbally.
Revocation involving all other types of health care records must be done in writing.

OT3BIB BCTyIaeT B CUJIy HEMEUIEHHO T0CJIe MOTy4YeHus: 1 00paboTku koMmnanuen Providence
Medicare Advantage Plans Bamero nucsmMenHoro 3assienus. O0paTure BHUMaHUe: €CJIU BB
paspetn packpeitue TOJIBKO 3anuceit o nedeHnn aaKkorojibHON MM HAPKOTHIECKOM
3aBUCHMOCTH, BBl MOJKETE OTO3BaTh 3TO Pa3pelIeHne B yCTHOH (opme.

OT3BIB BCEX IPYTHX BHJIOB MEAMIUHCKHUX JTJOKYMEHTOB HEOOXOMMO O()OPMHTD B TUCbMEHHOM BH/IE.

I have read the contents of this authorization. I understand, agree, and allow Providence Medicare
Advantage Plans to use and disclose my information as I have stated above. I also understand that
signing this authorization form is of my own free will. I understand that Providence Medicare
Advantage Plans does not require that I sign this authorization form in order for me to receive
treatment, payment, or for enrollment or being eligible for benefits. I understand that the
information used or disclosed pursuant to this Authorization may be subject to re-disclosure and no
longer be protected under federal law. However, I also understand that federal or state law may
restrict re-disclosure of HIV/AIDS test or result information, mental health information, genetic
information and drug/alcohol diagnosis, treatment or referral information.

S nmpounTan(a) cogepkanue TaHHOTO pa3penieHus. S MoHnMaro, COTIalalch C 3TUM U pa3pernaro
kommanuu Providence Medicare Advantage Plans mcmonp30Bath u packpbIBaTh MO0 HHPOPMAIIHIO,
Kak s yKkazas(a) Beie. S Takke MOHUMaro, 4TO MOAMKUCHIBAIO JaHHYIO (hOpMY pa3pelieHus mo
coOcTBeHHOM Bosie. Sl monumaro, uro Providence Medicare Advantage Plans He TpeOyeT oT MeHs
MOJITMCAHUS 3TOU (POPMBI pa3pelIeHuUs TS TOJTyYSHHS JICYSHHUs, OTUIATHI, a TAKKE JJISl PETUCTPAIiH B
porpaMMe MU MOJTyYeHHs [TpaBa Ha MpeuMyIiecTBa. S moHuMaro, yTo HH(pOpMAaIHs, UCTIONb3yeMast
WJIN PacKpbIBaeMasi B COOTBETCTBHH C IJAHHBIM Pa3pelIeHuEM, MOXKET MOJIeKATh TOBTOPHOMY
PACKPBITUIO M 0OJIbIIIE HE TIOJICKUT 3aIIUTE B COOTBETCTBHH C (PeepaTbHBIM 3aKOHOAATEIIbCTBOM.
OiHaKO s TaK)Ke MOHUMAI0, 4TO (hefiepalibHbIN 3aKOH WIIM 3aKOH IITaTa MOTYT OFPaHHUYUTh MOBTOPHOE
pasrnamienre nHpopMaiuu o pesyabrarax recta Ha BUY/CIIN ], nndopmanum o NnCUXuyeckom
3I0pOBbE, FTEHETUYECKOI NH(POPMALIUU 1 HHPOPMAIIUH O TUATHOCTUKE, JICUYCHUN WITH HAIIPABICHUN Ha
JICYCHHE OT HAPKOTUYECKOI/aIKOTOJIbHON 3aBUCUMOCTH.

(012021)  39.01




PART I: APPROVAL MEMBER (SIGNATURE AND DATE)
YACTbD I: YYACTHHK, IPEJOCTABJISAIOIINIA PASPEIIEHUE (IIOJIACH U JIATA)

By/Ums: Date//laTa:
(Member Signature)/(Ilognuch yyacTHUKA)

— OR —/—JIHA -

By/Ums: Date//laTa:
(Member’s Designated Legal Representative/Guardian Signature)
(IToanuch yNOJIHOMOYEHHOT 0 3aKOHHOT0 MPEJACTABUTEJIS1/0NEeKYHA YYACTHUKA)

Relationship to member/Kem npuxoaurcsi y4YacTHUKY:

Parent/Onun u3 poaureliei Legal guardian®/3akoHnblii onekyHn*

Holder of Power of Attorney*//lep:aaTtesb 10BepeHHOCTH*

*If this form is signed by someone other than the member or Parent, please attach legal
documentation if you are the legal guardian or Holder of Power of Attorney.

* Ecain 3Ta (popMa nognucaHa He yYaCTHUKOM WJIHM €0 POAUTEISIMHU, NPUJI0KUTE
COOTBETCTBYIOIME JOKYMEHTBI 0 TOM, YTO BbI SIBJIfieTeCh 3AKOHHBIM OMEKYHOM WJIM JiepsKaTeieM
JA0BEPEHHOCTH.

* Note: To parents/legal guardians of minors: state laws may prohibit Providence Medicare
Advantage Plans from acting on your request about Sensitive Information without written
authorization from the minor member. (Both parent and minor must sign)/[Ipumeuanue ona
Ppooumenei/3aKOHHbIX ONEKYHO8 HeCOBEPUEHHONCMHUX. 3AKOHbL WMAmMa MO2ym 3anpemumay
xomnanuu Providence Medicare Advantage Plans evinonnams eaw 3anpoc o
KOH@UOeHYUANbHOU UHGOpMayUu 6e3 NUCbMEHHO20 PA3peuleHUs: HeCOBEPULEHHONEMHEZO
yuacmuura. (I1oonuce 00a24CHbL NOCMABUMB U POOUMENb, U HECOBEPUICHHONECMHUIL)

PLEASE KEEP A COPY OF THIS FORM FOR YOUR RECORDS
COXPAHUTE KOIIUIO 3TOM ®OPMBI JIJISI BAILINX 3ATIMCEN

(01/2021)
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