Member Consent for Release of Eigggﬁ?ﬁmk
Protected Health Information e Vo

of Michigan
Use this form to allow Blue Cross* to share your protected health
information (also known as PHI) with an individual or organization.

Nonprofit corporations and independent licensees
of the Blue Cross and Blue Shield Association

X Member who is giving consent
This form can only be used for one member. Please submit a separate form for each member.

Name Date of birth

Enrollee ID (number on ID card beginning with 1 to 3 letters)

Address Daytime phone
City State ZIP

21 Protected health information to be shared (check one)

[] Any and all information (including personal, health, demographic, claims, billing and
medical records)

] Only limited information (such as for specific treatments, dates of service or billing details)

(please describe)

Please check below if you would also like to include any of the following
highly protected information (known as Super PHI):

[] Substance abuse records (including alcoholism)
[ ] AIDS or HIV treatment records
[ ] Mental health services (does not include psychotherapy notes)

[ Person or organization that may receive your information

Note: If information is shared with a person or organization that is not legally required to
obey privacy laws, the information may be shared with others and no longer protected.

Print first and last name for a person, and the most detailed name possible for an organization
(for example, hospital name and department).

Recipient’s full name Legal-Ease Digital Imaging - PO Box 1017, Flint, MI 48501-1017

Please check the box below describing the person or organization’s relationship to you.
] Family member

[ ] Friend

[ ] Doctor or health care provider

Other (describe) Record Retrieval Company

Form continues on page 2.

* “Blue Cross,” “we” or “us” refers to Blue Cross Blue Shield of Michigan, Blue Care Network, Blue Care
Network Service Company, Blue Care of Michigan, Inc. or Blue Cross Complete of Michigan.
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Member Consent for Release of Protected Health Information, continued

2] Expiration and cancellation
This permission will expire (check one box only):
[] On this date (month, day and year, MM/DD/YYYY)
[ ] when canceled, or upon my death

| understand that | can cancel this authorization at any time by submitting a written request on a
standard form, available online at bcbsm.com or by calling the number listed on the back of my ID
card. | understand that cancellation will not apply to information that has been released by

this authorization.

A Authorization and signature

| allow the use and disclosure of my protected health information as described above. This information
is being released at my request. | understand that my treatment, payment, enrollment or eligibility for
benefits does not depend on whether | sign this authorization.

Signature of member

[SIGN HERE J bate

IMPORTANT: Please read the form over carefully and be sure you have included all necessary
information. We cannot take additional information by phone, fax or email. If information is missing we
will have to contact you and request a new form.

Mail completed consent form to:

Blue Cross Blue Shield of
Michigan Mail Code X425
600 East Lafayette Blvd.,
Detroit, Ml 48226

or fax to: 1-866-894-3101.

For additional assistance completing this form, call the number listed on the back of the member’s ID card.

Medicare Plus Blue, BCN Advantage and Prescription Blue are PPO, HMO, HMO-PQOS and PDP plans
with Medicare contracts. Enrollment in Medicare Plus Blue, BCN Advantage and Prescription Blue
depends on contract renewal.

WF 16096 SEP 16 Page 2 of 3 Y0074_F_PHIAuthForm FVNR 0615


http://bcbsm.com

We speak your language

If you, or someone you’re helping, needs assistance, you have the
right to get help and information in your language at no cost. To
talk to an interpreter, call the Customer Service number on the
back of your card, or 877-469-2583, TTY: 711 if you are not
already a member.

Si usted, o alguien a quien usted esta ayudando, necesita
asistencia, tiene derecho a obtener ayuda e informacion en su
idioma sin costo alguno. Para hablar con un intérprete, llame al
numero telefénico de Servicio al cliente, que aparece en la parte
trasera de su tarjeta, o 877-469-2583, TTY: 711 si usted todavia no
es un miembro.

e Jsan) L Gall dlalh aclual dalay oae L HAT add o cul cug 1))
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Nése ju, ose dikush qé po ndihmoni, ka nevojé pér asistencé, keni
té drejté té merrni ndihmé dhe informacion falas né gjuhén tua;j.
Pér té folur me njé pérkthyes, telefononi numrin e Shérbimit té
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TTY: 711 nése nuk jeni ende njé anétar.
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Jesli Ty lub osoba, ktérej pomagasz, potrzebujecie pomocy, masz
prawo do uzyskania bezptatnej informacji i pomocy we wtasnym
jezyku. Aby porozmawiac z ttumaczem, zadzwon pod numer
dziatu obstugi klienta, wskazanym na odwrocie Twojej karty lub

pod numer 877-469-2583, TTY: 711, jezeli jeszcze nie masz
cztonkostwa.

Falls Sie oder jemand, dem Sie helfen, Unterstiitzung bendtigt,
haben Sie das Recht, kostenlose Hilfe und Informationen in lhrer
Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen,
rufen Sie bitte die Nummer des Kundendienstes auf der Riickseite
lhrer Karte an oder 877-469-2583, TTY: 711, wenn Sie noch kein
Mitglied sind.
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Se tu o qualcuno che stai aiutando avete bisogno di assistenza, hai
il diritto di ottenere aiuto e informazioni nella tua lingua
gratuitamente. Per parlare con un interprete, rivolgiti al Servizio
Assistenza al numero indicato sul retro della tua scheda o chiama
il 877-469-2583, TTY: 711 se non sei ancora membro.

CHRAR, FEEABEHROFORYDATXREZVLELS
NEATIHEMAZENELEL, CHLEDEETYR—
FEZFFY, BREAFLEYTEHEATEFT . H
FBEIAMNYFERA, BREBESNLSEEREEFLDN—
FOEEICRBESINDARET—HY—ERDEEES
(A U IN—T7E VA (X877-469-2583, TTY: 711)
FTRERESCLZSLN,
Ecnn Bam nnu nuiy, KOTopoMy Bbl IOMOTA€eTe, Hy>KHA IOMOIIb, TO
BBl UMEETE IIPaBO Ha OeCIIaTHOE MOJydYeHHe TOMOIIN 1
nH(opManny Ha BalIeM s3bIke. it pa3roBopa ¢ ImepeBoJINKOM
MI03BOHMTE 110 HOMEPY TeneoHa oT/Iena 00CITyKUBaHHS
KIIMEHTOB, yKa3aHHOMY Ha 00paTHOW CTOpOHE BaIllel KapThl, WIIH
no Homepy 877-469-2583, TTY: 711, ecnu y Bac HET WICHCTBA.

Ukoliko Vama ili nekome kome Vi pomaZete treba pomo¢, imate
pravo da besplatno dobijete pomo¢ i informacije na svom jeziku.
Da biste razgovarali sa prevodiocem, pozovite broj korisnicke
sluzbe sa zadnje strane kartice ili 877-469-2583, TTY: 711 ako ve¢
niste ¢lan.

Kung ikaw, o ang iyong tinutulungan, ay nangangailangan ng
tulong, may karapatan ka na makakuha ng tulong at impormasyon
sa iyong wika ng walang gastos. Upang makausap ang isang
tagasalin, tumawag sa numero ng Customer Service sa likod ng
iyong tarheta, o 877-469-2583, TTY: 711 kung ikaw ay hindi pa
isang miyembro.

Important disclosure

Blue Cross Blue Shield of Michigan and Blue Care Network comply
with Federal civil rights laws and do not discriminate on the basis
of race, color, national origin, age, disability, or sex. Blue Cross
Blue Shield of Michigan and Blue Care Network provide free
auxiliary aids and services to people with disabilities to
communicate effectively with us, such as qualified sign language
interpreters and information in other formats. If you need these
services, call the Customer Service number on the back of your
card, or 877-469-2583, TTY: 711 if you are not already a member.
If you believe that Blue Cross Blue Shield of Michigan or Blue Care
Network has failed to provide services or discriminated in another
way on the basis of race, color, national origin, age, disability, or
sex, you can file a grievance in person, by mail, fax, or email with:
Office of Civil Rights Coordinator, 600 E. Lafayette Blvd., MC 1302,
Detroit, MI 48226, phone: 888-605-6461, TTY: 711,

fax: 866-559-0578, email: CivilRights@bcbsm.com. If you need
help filing a grievance, the Office of Civil Rights Coordinator is
available to help you.

You can also file a civil rights complaint with the U.S. Department
of Health & Human Services Office for Civil Rights electronically
through the Office for Civil Rights Complaint Portal available at
https://ocrportal.hhs.qov/ocr/portal/lobby.jsf, or by mail, phone,
or email at: U.S. Department of Health & Human Services,

200 Independence Ave, S.W., Washington, D.C. 20201,

phone: 800-368-1019, TTD: 800-537-7697,

email: OCRComplaint@hhs.gov. Complaint forms are

available at http://www.hhs.qov/ocr/office/file/index.html.
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