Wellpgl%t,.

We need your OK before we can give out your records to others.
Please fill out and sign this form.

Dear Member:
To ensure your privacy, we need you to fill out the form included with this letter.
Once you complete the form, please send it back to us. This form will let us know

who you are allowing to view your records.

The form is good for one year from the date you sign it, unless you ask for it to end
sooner.

Please be sure to fill out the whole form and keep a copy for your records. Please
don’t change the form or leave things out. If we have questions or there are
problems with the form, we'll send you a letter or call you.

We will quickly process your form once we receive it. If you have any questions, call
the Member Services number on your ID card and ask to speak to the Member
Privacy Unit.

Sincerely,

Member Privacy Unit

Wellpoint

Enclosures: Nondiscrimination notice
Get help in another language

1030777TNMENWLP 06/23



Please read this page for help completing page 1 of the form.

PART A: Member

1.

5. erte yOUr Cell/mObl le phO ne LAl me/ health recods. This can be records about your health, a diagnosis (name of illness or health
. prob "ra)k»lglﬂﬁs nar";icg oonct)oes and othgr healtheare prwlhdms Records QISO( can be cboult)
money (like billng an: anking, '|ec<|ng this cox won't et others see sensitive very persona
num be r (Wlth ared COd e) Whe re to records unless | agree tc it below.
OR
reac h yo u. LIOnly some records {check all that apply to you)
. [MApoeal [Doctor and hospital Referral (when your main doctor says it's
6. M em ber | D n U m ber |S O n yo U r ['1Benefits and coverage [Nboctor's records OK to see a special doctor for certain
b | D d LIBi.ls LIMoney areas treatment)
OClaims cnd payment OPrecertification and “Treatment
member cara. [ Diagnosis (name of preauthorization (for “Dental
illness treatment approvals). ~Vision
or health preblem) This is when we give you ZPharmacy
OEligibiliy an OK for a LrealmenL —Other
PART B: People OI' | willloiso let Wellpoint share this type of sensitive (very personal) recorc below. Check all boxes that
. apply to you.
com pq nies Who can see my MAll sensitive records below?
OR
r r [.ust some records about topics checked below
eco ds Abortion lest'ng of genes [IMental health
Abuse Being pregnent LI Sexual diseases passed on to others
7- After yOU CheCk the bOX Of the (sexual/ohysical/mental) 04V or AIDS OOther:
[Substance use disorder"?
person or company who can see (such as clcohol and/or
drug abuse treatmenz)
your records, tell us the full name of S codiimo poiod Feoorilbnbalibtond

Print your last name, first name, WeIIpo%t.
and the first letter of your middle

Member Authorization Form

name A membker must fill oul this Torm. It allows a person or company Lo see Lthe miember's records.
Please write in as much about yoursell as you can. If you need help, see Lhe letter included with this
form. It will show you how to fill out cach part. You can also coll the Memboer Services number on

Write your date of birth like this: our member 1D card

m m/d d/yyyy FO rexam p le, |f yo U Member last name Member first name iwniﬂg}e hlflerlnb‘er ija‘te <|)H|J rth
were born on OCtOber 5, 1960, yOU Member sireel address City State | zIP code

WOUu ld erte ’] O/O 5/’| 9 éo . %iltl'{]r\gorgicliggg)nc number glgeyélrcré%g;ﬂonc number (with \gccr;l;)é:)r ID number (sec member

Write your full street address, city,

sted and checked below have the rlght to see my records. (They must be 18

I'he people or companie:
StG te, a nd Zl P COde or oldu?Pluas« check each box thal applies. Wrile in first and “asl names.

Write a daytime phone number

"My spouse (first and last name)

[TMy parents (Ifyou are over 18, write in first and last names)

(with area code) where to reach rames)
yOou. PART C: MY RECORDS

[TMy adult children (first and last

I will let Wellpoint share the records below (check only one box):

OOther (First and last name if you have it. This could be a person
or the name of a company. Also, write your relationship to this
person or ccrmpany.)

the person or company allowed to
view your records. Please do not

Description of records tnol may v cisclosed:

| ko that
s can o2
to s ctany

use a general term like “my
daughter” or “my son.” You need to be very clear.

If you check “Other person or company,” please give:

e The first and last name (if you have it).

e The company name (if this applies to
you), and explain the relationship to
you.

PART C: My records
Tell us what records you will allow us to give out (all or just some):

9.

To give out all of your records, check the first box.

10. To give out only some records, check the second box.
11. This section also includes records you think are very personal or very private to
you. If you agree we can give out these types of records, check which boxes apply

to you.



Please read this page for help completing page 2 of the form.

PART D: Why you want your
records shared

1.

2.

The first box tells us to give out your
records as shown on this form.

The second box tells us a special reason.
This

might be with a lawyer or family member.
Werite your reason in the space.

PART E: Review and sign
Once you sign the form, it will be
good for:

3.

4.

Check the first box for one year. This is the
normal time.
Check the second box to say the form you
sign will be good for less than a year. Then
give the date you want it to end.
Sign your name and put the date on the
form. Your name and signature must match
what you wrote in Part A.
If you are signing this form for someone or if
you have forms saying you have Power of
Attorney for healthcare, or are a legal
guardian or conservator, you must do this:
e Fillin Named Legal Person or Guardian.
e Give us a copy of the legal form that
shows you have Power of Attorney.
Include it with this form.
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Please fill out the form and mail back to:
Merber Privacy Un

P.O.Box 62509
virginic Beach, VA 23466

Here are samples of legal forms used when a person needs someone else to make
choices for them.
Healthcare, General or Durable Power of Attorney. This form gives

someone the legal power to act for you. This person can make healthcare
choices for you. It might say this on the form: “to take charge of my person

in the case of sickness of any kind.” It may also say this, “and in general to

do and act for me and in my name all that | might do if | am not there.”

Legal Guardianship. This is when the court names someone to care for a person.

Conservatorship. This happens when a judge names a person to be in charge.
This would be when a person can’'t make choices for themselves.

Executor of estate. This type of form is used when the person who is being

spoken for has died.



Wellpc%t,.

Member Authorization Form
A member must fill out this form. It allows a person or company to see the member’s records.
Please write in as much about yourself as you can. If you need help, see the letter included with this
form. It will show you how to fill out each part. You can also call the Member Services number on
our member ID card.
PART A: MEMBER

Member last name Member first name Middlle Member date of birth
initia I

Member street address City State | ZIP code

Cell/Mobile phone number Daytime phone number (with Member ID number (see member

(with area code) area code) ID card)

PART B: PEOPLE OR COMPANIES WHO WILL GET MY RECORDS

The people or companies listed and checked below have the right to see my records. (They must be 18
or older.) Please check each box that applies. Write in first and last names.

OMy spouse (first and last name) COMy parents (If you are over 18, write in first and last names.)
COMy adult children (first and last OOther (First and last name if you have it. This could be a person
names) or the name of a company. Also, write your relationship to this
person or company.)

PART C: MY RECORDS

| will let Wellpoint share the records below (check only one box):

CALlL my health records. This can be records about your health, a diagnosis (hame of illness or health
problem), claims, names of doctors, and other healthcare providers. Records also can be about
money (like billing and banking). Checking this box won't let others see sensitive (very personal)
records unless | agree to it below.

OR
OOnly some records (check all that apply to you)
JAppeal IDoctor and hospital "IReferral (when your main doctor says it’s
"1Benefits and coverage "IDoctor’s records OK to see a special doctor for certain
CIBills IMoney areas treatment)
[JClaims and payment “IPrecertification and [Treatment
IDiagnosis (hname of preauthorization (for [DDental
illness treatment approvals). [Vision
or health problem) This is when we give you [IPharmacy
CEligibility an OK for a treatment. [1Other

I will also let Wellpoint share this type of sensitive (very personal) record below. Check all boxes that
apply to you.
OAll sensitive records below?

OR
[Just some records about topics checked below
“1Abortion [1Testing of genes "I1Mental health
[JAbuse "1Being pregnant "JSexual diseases passed on to others
(sexual/physical/mental) CHIV or AIDS (] Other:

[1Substance use disorder?
(such as alcohol and/or
drug abuse treatment)

1 Specify time period of records to be disclosed:
Description of records that may be disclosed:

2 Unless | specify otherwise on this form, I intend this disclosure to include all substance use disorder
records maintained by Wellpoint about me. | know that my substance use disorder records are
protected under general and state laws and rules. This form will keep these records private. No records
can be given out without my saying so in writing. This is unless it says so in the laws and rules. | also




know that | may take back the fact that | agreed to this at any time as indicated below in Part E. | know
that | cannot cancel this signed form after you have given out my health records.

PART D: WHY YOU WANT YOUR RECORDS SHARED (check only one box)

O For the reasons shown on this form
OR

O Special reason(s):

PART E: REVIEW AND SIGN (check only one box)

Once | sign and send in this form, it will be good for:

[0 Oneyear from the day | sign the form
OR

O Before oneyear and on the date, event, or reason shown below

I have read each part of this form. | know, agree, and will allow Wellpoint to use and give out my
records as | have stated above. | also know that | signed this form of my own free will. | know that |
don’'t need to sign this form to get treatment or payment, or for signing up for or getting benefits.

I have the right to take back what | agreed to in this form at any time. | will tell Wellpoint in writing
that I'm doing so. | know that taking this back will not change any action taken before | do so. | also
know that any records that a person or group receives (that I've agreed to) may be given out. If this
happens, the records may no longer be protected under the HIPAA Privacy Rule.

Member signature (if member is a minor, parent’s signature) Date

You have the right to keep a copy of this form after you finish filling it out. Please make a copy for your

records.

Return this completed form in the envelope we have included.

NAMED LEGAL PERSON OR GUARDIAN

(only complete this section if you have documentation supporting Legal Representation)

If there is a person who is signing for the member (someone who takes care of the member), we need

these forms filled out:

o A copy of Healthcare, General or Durable Power of Attorney

OR

o A court order or other proof. This will show that someone has the legal right to care for a person.
Other proof can be legal forms that show someone can by law act for the member.

Please fill out the lines below:

Legal representative for member (print full name) How legal representative is related to
member

Legal representative’s street address City State ZIP code

Sighature Date

' ]

Please fill out the form and mail back to:
Member Privacy Unit
P.O. Box 62509
Virginia Beach, VA 23466
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