0o€ CenterWell
HIPAA Privacy Authorization Form

l, give permission to:

Patient Name Date of Birth Name of Facility

To disclose and release my Protected Health Information (PHI) to the following individual(s):
Name Address, City, State, Zip and Telephone Relationship

| authorize the release of PHI for the following timeframe:

From To: -OR- | | Al past and future dates
Start Date End Date

The following PHI can be disclosed (check all that apply):
My complete health records (including: mental health, communicable diseases, HIV or AIDS, treatment of
alcohol/drug abuse, diagnosis, lab tests, prognosis, treatment, and billing for all conditions)

D My complete health records, as above, with the exception of the following information (check all that apply)
|| Mental health records

|:| Alcohol/drug abuse treatment

|:| Genetic counseling/Testing information

D Communicable diseases (including HIV, AIDS and STD)

D Other:
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Patient Name: Date of Birth:

| understand the following:
This authorization is valid for information already in  Authorizing this disclosure of information is
my medical record and any information added while  voluntary and I can refuse to sign
this authorization is effective.

I may request to see this information during normal 1 do not have to sign this form to receive treatment.
business hours.

I can withdraw my approval by completing the This medical information may be used by the
Revocation of Authorization form at any time. The persons | authorize to receive this information for:
Revocation of Authorization form does not apply e Medical treatment or consultation
to: ¢ Billing or claims payment

e Information that has already been released e Other purposes as | may direct

during this authorization.
e My insurance company when the law
provides
my insurer the rights to contest a claim under
my policy
e If the persons or organization authorized to receive this information is not a health plan or health
care provider, the released information may no longer be protected by federal privacy regulations.
However, there may be other federal state laws that require the information to remain confidential.

Unless otherwise revoked, this authorization will expire 12 months following the date of signature.
I acknowledge that | have read this form or it has been read to me and | understand its content.

Signature Date
Relationship to Patient:
If signed by a person other than yourself, please check the relationship and provide proof of authority.

DSeIf Legal Representative* Parent of Minor Child Other (specify)

**Name of Interpreter/Translator (If Required) Telephone

*If signed by a person other than yourself, please check the relationship and provide
proof of authority to do so.
**If a translator or interpreter was required.

OFFICE USE ONLY

Office Personnel Name (Print) Signature Date
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Important!

At CenterWell Senior Primary Care, it is important you are treated fairly.

CenterWell Senior Primary Care (CenterWell) does not discriminate or exclude people because of their race, color,
national origin, age, disability, sex, sexual orientation, gender, gender identity, ancestry, marital status or religion.
Discrimination is against the law. CenterWell complies with applicable Federal Civil Rights laws. If you believe that
you have been discriminated against by CenterWell, there are ways to get help.

* You may file a complaint, also known as a grievance:
Discrimination Grievances, P.O. Box 14618, Lexington, KY 40512-4618
If you need help filing a grievance, call 1-877-320-2188 or if you use a TTY, call 711.

* You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for
Civil Rights electronically through their Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or at U.S. Department of Health and Human Services, 200
Independence Avenue, SW, Room 509F, HHH Building, Washington, DC 20201,
1-800-368-1019, 800-537-7697 (TDD). Complaint forms are available at
https://www.hhs.gov/ocr/office/file/index.html.

¢+ Californiaresidents: You may also call California Department of Insurance toll-free hotline number:
1-800-927-HELP (4357), to file a grievance.

Auxiliary aids and services, free of charge, are available to you. 1-877-320-2188 (TTY: 711)

CenterWell provides free auxiliary aids and services, such as qualified sign language interpreters, video remote

interpretation, and written information in other formats to people with disabilities when such auxiliary aids and

services are necessary to ensure an equal opportunity to participate.

Language assistance services, free of charge, are available to you. 1-877-320-2188 (TTY: 711)
Espafiol (Spanish): Llame al nimero arriba indicado para recibir servicios gratuitos de asistencia lingistica.
2P XX (Chinese): #T LI ) f RS SR AS R n] 2845 5 2050 = SR BIIRG -
Tiéng Viét (Vietnamese): Xin goi s6 dién thoai trén day dé nhan dugc cac dich vu hd trg ngdn ngir mién phi.
8h30](Korean): F& 01 X| & MH|AE Zo2{H 2|0 Hio 2 TOISHYA| Q.
Tagalog (Tagalog —Filipino): Tawagan ang numero sa itaas upang makatanggap ng mga serbisyo ng tulong
sa wika nang walang bayad.
Pycckuit (Russian): [103BOHUTE MO HOMEPY, YKa3aHHOMY BbiLLe, 4TOObI NoyunTb 6ecnnaTHble
yCnyru nepesoga.
Kreyol Ayisyen (French Creole): Rele nimewo ki pi wo la a, pou resevwa sevis ed pou lang ki gratis.
Francais (French): Appelezle numéro ci-dessus pour recevoir gratuitement des services d'aide linguistique.
Polski (Polish): Abyskorzystaczbezptatnej pomocy jezykowej, prosze zadzwonic¢ pod wyzej podany numer.
Portugués (Portuguese): Ligue para o nUmero acima indicado para receber servicos linguisticos, gratis.
Italiano (Italian): Chiamare il numero sopra per ricevere servizi di assistenza linguistica gratuiti.
Deutsch (German): Wahlen Sie die oben angegebene Nummer, um kostenlose sprachliche
Hilfsdienstleistungen zu erhalten.
B#EE (Japanese): BHOEHLIEr —C A& CHHOEAE . LEOFS £ TBREME LI 0,
e (Farsi)
A el 398 aylo o b 08Oy yguar Gby b by ¢l Diné Bizaad
ENavajoh: W0dah? b44sh bee hani’7 bee wolta’lgl7 bich”y h0d77Inih 47 bee t'11 jiik’eh saad bee
1k1'1n’da’lwo’d66 nikl'adoowol.
& ) (Arabic)
sl Bacluall Aol Sleds o Jguas dlel gl @l Juadll £yl
GCHJV5REN 0220
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