Averarms

Health Plans
Authorization for Access of Health Information

PURPOSE: This authorization is at my request to permit Avera Health Plans to allow the person(s) identified in
Step 3, to have access to my health information with Avera Health Plans.

Which communication tool you are authorizing? Check all that apply. * NOTE: For online access, all members listed

[] Over-the-phone inquiries [ JWritten requests ] View claims onling* | " this form must register oniine, including the
member authorizing the release of information,

before this transaction will process.

S = e VSV ] SR R SN =R N ERINH OISV VANRI®INE The information listed in this section is to identify the member

whose protected health information is to be released. Note: This information can be found on the member ID card.

Name: Group Number:

Member ID Number: Date of Birth:

| As a member of Avera Health Plans, | hereby release the following information
and authorize the person(s) named below to access my health information in writing, over-the-phone or online:
Identifying information (example: your name, address, age, gender),
Health care coverage information,
Medical records on file with Avera Health Plans and
Past, present and future claims information.

SYE RISV ISR YNNI S The following person(s) are allowed access to my health information (please print).

Name: Relationship to Member: [] Parent/Guardian or
[] Other, specify:
Name: Relationship to Member: [ parent/Guardian or

[] Other, specify:

S\ N (O N[O\ A A IZAN N [®INH Authorization may be revoked at any time upon written

notification. This authorization will expire upon (check one): ] When my health coverage ends or
[] Date, specify:
] Notification in writing

REDISCLOSURE: The information used and disclosed pursuant to this authorization may be subject to redisclosure because the information
may no longer be protected by federal privacy regulations. Where information has been disclosed from records protected by federal law
pertaining to alcohol/drug abuse records or by applicable state law, federal requirements (42 C.F.R. Part 2) and state requirements prohibit
further disclosure without the specific written consent of the person to whom the information pertains, or as otherwise permitted by such law
and/or regulation. A general authorization for release of medical or other information is NOT sufficient for these purposes. Unauthorized
disclosure of alcohol/drug abuse information and mental health information is unlawful and civil and/or criminal penalties may apply. Federal
regulations restrict any use of alcohol/drug abuse information to criminally investigate or prosecute any alcohol or drug abuse patient.

SIS\ s (oI VA:y J (O] \ WA R {OAVVA\I My signature below authorizes the release of all such health

information as specified above. | hereby acknowledge | have received a copy of this document.

Member's Signature Date Signed

*|f a legal representative signs the authorization form below on behalf of the member, please complete the following information and
provide written documentation to support your status.

Legal Representative’s Name* (Please Print) Date Signed Relationship to Member
SIS s S N O RN SR s [V NR N W HWNNRY Send completed and signed form to:
Retain a copy for your records. Avera Health Plans, Enroliment

3816 S Elmwood Ave., Suite 100
Sioux Falls, SD 57105-6538
Or fax: (605) 322-4689

ENR-FORM-125(02/12)



Discrimination is Against the Law

Avera Health Plans complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability,
or sex. Avera Health Plans does not exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

Avera Health Plans:

° Provides free aids and services to people with disabilities to You can file a grievance in person or by mail, fax, or email. You may
communicate effectively with us, such as: qualified sign also contact the Complaint and Appeals Coordinator if you need
language interpreters and written information in other formats assistance with filing a complaint.

(large print, audio, accessible electronic formats, other
formats). You can also file a civil rights complaint with the U.S. Department of

e  Provides free language services to people whose primary Health and Human Services, Office for Civil Rights, electronically
language is not English, such as: qualified interpreters and through the Office for Civil Rights Complaint Portal, available at
information written in other languages. https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or call 1-800-368-1019

or 1-800-537-7697 (TDD). Or mail:
If you need these services, contact the Avera Health Plans Service US Department of Health and Human Services

Center at 1-888-322-2115, (TTY 711), 8 a.m. to 5 p.m. CST, Monday 200 Independence Avenue SW Room 509F, HHH Building,
through Friday. Washington, D.C. 20201
If you believe that Avera Health Plans has 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:

Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

Complaint and Appeals Coordinator
Avera Health Plans

3816 S. EImwood, Suite 100, | 1] |
Sioux Falls, SD 57105-6538 Av‘era ﬁ
Fax 1-800-269-8561

Email ComplaintAppeals@AveraHealthPlans.com Health Plans

Getting Help in other Languages
Language assistance services are available free of charge. Our Service Center is available 8 a.m. to 5 p.m. CST, Monday — Friday, toll-free at
1-888-322-2115 (TTY: 1-800-877-1113).
o ATENCION: si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia lingtiistica. Llame al 1-888-322-2115 (TTY: 1-800-877-1113).
e US CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau 1-888-322-2115 (TTY: 1-800-877-1113).
e CHUY: Néu ban ndi Tiéng Viét, c6 cac dich vu hd tror ngdn ngi mién phi danh cho ban. Goi s& 1-888-322-2115 (TTY: 1-800-877-1113).
o XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama. Bilbilaa 1-888-322-2115 (TTY: 1-800-877-1113).
o SIE  MREFERAERTXY, EUAKBEESRESIEVRS, HEE 1-888-322-2115 (TTY: 1-800-877-1113).

e ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfigung. Rufnummer: 1-888-322-2115 (TTY: 1-800-877-1113).

e BHMMAHWE: Ecru Bbl roBOpUTE Ha PYCCKOM S3bIKE, TO BaM AOCTYMNHbI GecrnnaTHble ycryri nepeeofa. 3BoHUTE 1-888-322-2115 (TeneTann:
(TTY: 1-800-877-1113).

.800-877-1113-1 :xSill 5 anaall iila o8 ) 888-322-2115-1 ad  Josail | (slaally ll a1 555 4 galll Baebusall ciladd 8 Aall) S Goaai i€ 1Y) Ak gale o

e W0g90:1 90 21 weo” T wIZr 290, MBUL 2 Ny osm_ 80 wwzd, osv 3 e 9, v w suln v w.
{ns 1-888-322-2115 (TTV: 1-800-877-1113).

- L)SC)RIS()S'CO:— ?Qﬁmcﬁl mé ('Tf[)lg@tlg. ?9‘!%‘ U%SEBGDSQIQ'IIC\D'I O’JC\JTS:FR&C‘OIS@'L $O"Jl;13’3$39%5(‘31. ('7%:1'888'322'2115 (TTY 1'800'877'1113)
e ATTENTION : Sivous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-888-322-2115 (TTY: 1-800-877-1113).

o =2

o

=S E MESHAIE B2, 80 XI& MHIAE 222 010t == USLICH 1-888-322-2115 (TTY: 1-800-877-1113) HO 2 M StoH =AAIL.
o TNFOW: PTG KR ATICE NPT PICTHI® WG LCE-TE (1A ALLTTHP T AHIETPA: OFL Tt #TC LM 1-888-322-2115 (vt A+aGFm-; 1-800-877-1113)

o OBAVJESTENIE: Ako govorite srpsko-hrvatski, usluge jezicke pomodi dostupne su vam besplatno. Nazovite 1-888-322-2115 (TTY- Telefon za osobe sa o$te¢enim
govorom ili sluhom: 1-800-877-1113)

o Us: IGAdSMpASWUW ManNisl WHRSWiNAMN INWBSSAS NN SHIGESINUUNTHAY G irdD) 1-888-322-2115
(TTY: 1-800-877-1113)
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