N American Specialty Health

AUTHORIZED PERSONAL REPRESENTATIVE | CALIFORNIA MEMBERS
Please read this Authorized Personal Representative form carefully and fill it out completely. Failure to
fully complete all applicable sections of the form may result in the form being returned to you.
Responses should be printed in spaces provided using blue or black ink.

MEMBER INFORMATION

Member Name Date of Birth
Health Plan Name ID Number

Street Address

City State ZIP
Telephone

PERSONAL REPRESENTATIVE INFORMATION

| authorize the following individual to receive the protected health information (PHI) and exercise
any related privacy rights regarding the member listed above for the purpose noted below:

Name

Street Address

City State ZIP
Telephone Fax

PURPOSE

The purpose of this authorization is limited to the following (please describe why this information
is being disclosed; attach additional pages as necessary):

- Form continues on Page 2 -
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N American Specialty Health

AUTHORIZED PERSONAL REPRESENTATIVE | CALIFORNIA MEMBERS [CONTINUED]

INFORMATION TO BE DISCLOSED

This authorization is limited to the following PHI (choose one):
O All records including, but not limited to, all chart entries, diagnoses, test results, and reports.

O Only records relating to the following dates(s) of service:

O Only records relating to the following diagnosis/symptoms:

O Other (please explain):

Include: (Indicate by Initialing)
Alcohol/Drug Treatment

Mental Health Information

HIV-Related Information

ACKNOWLEDGEMENT & SIGNATURE

Signing this form means that | understand and agree to the following:

e | understand this Authorization is good for a period of one (1) year from the date | sign it. The
Authorization will expire after that time period.

e | understand that | may revoke this Authorization at any time by notifying American Specialty
Health (ASH) in writing at: Attn: Privacy Officer, American Specialty Health, 10221 Wateridge
Circle, San Diego, CA 92121. If the Authorization is revoked, it will not have any effect on
disclosures that were made before my notification revoking this Authorization was received by
ASH.

e | understand that the Personal Representative designated above may exercise any and all privacy
rights normally extended to the member identified above, including access to PHI about the
member.

e | understand that disclosures to the Personal Representative designated above will include
application and enrollment information, eligibility information, claims records, claims status and
member medical records information including information about chronic diseases, and/or
genetic marker information about the identified member.
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N American Specialty Health

AUTHORIZED PERSONAL REPRESENTATIVE | CALIFORNIA MEMBERS [CONTINUED]

ACKNOWLEDGEMENT & SIGNATURE CONTINUED

e This authorization may include disclosure of information relating to ALCOHOL and DRUG ABUSE,
MENTAL HEALTH TREATMENT, except psychotherapy notes, and CONFIDENTIAL HIV-RELATED
INFORMATION only if | place my initials on the appropriate line on this form in the section titled
“INFORMATION TO BE DISCLOSED.” In the event the health information authorized to be
disclosed includes any of these types of information, and I initial the line in “INFORMATION TO
BE DISCLOSED”, | specifically authorize release of such information to the person (s) indicated in
the “PERSONAL REPRESENTATIVE INFORMATION” section.

e | understand that if | am authorizing the release of HIV-RELATED INFORMATION, ALCOHOL or
DRUG ABUSE treatment, or MENTAL HEALTH TREATMENT information, the recipient may be
prohibited from re-disclosing such information without my authorization unless permitted to do
so under federal or state law.

e | understand that this Authorization is voluntary. ASH is able to provide treatment or process
payment, enrollment, or eligibility for benefits without this authorization. ASH will not deny
treatment, payment, enrollment, or eligibility for benefits if | do not sign this authorization,
except in the case of: (a) research related treatment; (b) pre-enrollment underwriting or risk
determination; or (c) provision of health care solely for the purpose of creating PHI for disclosure
to a third party.

e | understand the disclosed PHI may be subject to re-disclosure by the recipient and may no
longer be protected by the federal privacy law.

e | authorize American Specialty Health Incorporated and any of its parents, subsidiaries, or other
affiliates that manage my benefits, to disclose PHI about the member listed above.

| hereby certify that | have read, understand and agree to the terms of this document and
designate the individual listed above as the identified member’s Personal Representative.

Signature Date of Signature

Printed Name

Relationship to Member: [ Self [ Other (complete the information below)

- Form continues on Page 4 -
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N American Specialty Health

AUTHORIZED PERSONAL REPRESENTATIVE | CALIFORNIA MEMBERS [CONTINUED]

ACKNOWLEDGEMENT & SIGNATURE CONTINUED

If this request is being made by an individual other than the member, please complete the
information below, describe your authority to make this request on the member’s behalf and
include copies of supporting documentation.

Name
Street Address
City State ZIP

Telephone

Description of Representative’s Authority to Act/Relationship to Member (choose one):
[0 Member is a minor and | am the member’s parent or legal guardian.

O Member is deceased and | am the member’s surviving spouse or next of kin, the
executor/administrator of the member’s estate, hold durable power of attorney, or | am
otherwise legally authorized to act on behalf of a deceased member or the member’s estate
(please attach necessary documentation).

O |amthe member’s agent, as designated in the member’s Durable Power of Attorney for Health
Care (please attach necessary documentation).

O Other (please describe and attach necessary documentation):

RETURN THIS FORM TO:

Attn: Privacy Officer

American Specialty Health

10221 Wateridge Circle, San Diego, CA 92121
Tel: 1-877-427-4766; Fax: 1-877-414-2746

Please keep a copy of this form for your records. If you need a copy, you may request one from us.

- Form continues on Pages 5 and 6 -
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N American Specialty Health

AUTHORIZED PERSONAL REPRESENTATIVE | CALIFORNIA MEMBERS [LANGUAGE ASSISTANCE]

No Cost Language Services. You can get an interpreter and get documents read to you in your
language. For help, call us at the number listed on your ID card or 800-678-9133. For more help, call
the CA Dept. of Insurance at 1-800-927-4357.
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L }}&_.II.S l"-,—.":;jj _;.—Al_d' 5_,"-':‘-.' _j....a'.i'l |L]..u}i.!.n.l'] e ‘_IJ.aJ.l U_‘;. J’j as 1l 800-678-9133 P!_Jl] _;i:‘ jn'. .i:.u_’ . d\.‘L‘ﬂ.‘l \____h:, )
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Unjdwp LEquljwmb Dwnuympymbbkp: Inip hupnn Bp pupgunh dknp phnk) b thuunwpnpipp pipkpgh) nag dkq
hunfwp huykpki (Eqm]: Ogimpjub hunlup kg qubqubmpkp dkp hupimppub (ID) tnmiuh Jpm bogms und
800-678-0133 hunlupny: Lpugnighs eqmpqub hunlwp 1-800-927-4357 hunfwipny qubquhwpbp uyhdnpuhowh
Uwwhn]wgpomppuh Fudwininibp: Armenian
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800-678-9133  HEIFL{PUAG - AREN{IHLMLERBY - HEEL1-800-9274357 ¢ “J'”f?':‘ v"-'f"-";? '

Cov Kev Pab Txhais Lus Tsis Them Ngi. Koj yuav thov tau kom muaj neeg los txhais lus rau koj thiab kom neeg nyeem cov ntawv
ua lus Hmoob. Yog xav tau kev pab, hu rau peb ntawm tus xov tooj nyob hauv koj daim yuaj ID los s1s 800-678-9133 . Yog xav
tau kev pab ntxiv hu rau CA lub Caj Meem Fai Muab Kev Tuav Pov Hwm ntawm 1-800-927-4357 Hmong

REHOREY-FA BERETERECRHEL. EEEFAHLET. Y-FAECFHL0AZ. IDH-FEHOFES T2
800-678-9133 FTHEEILEOEGEEZN BELEaEEILEhEE. DU FHIREF. 1-800-927-4337F T2
EHREEL, Japanese

ihngmananfinig 1 srmsesunagruai M SumenRmigagam mamer 1 unitaw megimnRbninaweitoma
UHINET AN MR gataiHA TS 800-678-9133 1 W EUREWUIgEIS]E AEGINME [RutmnitsEmoT

H1H1UE 1-800-927-4357 Khmer

£8 FY MHHIA. Fote &= S5 MHIAE 224 = U2H S=2HE ARSE E=lF= AHIAE 224 5
ML ES0] 226td 22 AHEHE ID =N LHEls oL &5 200-678-9133 Bo=Z S8 =HAZ, B
THHIE AtEEE E2iote E2 A ZLIO = 2=, &t &3 1-800-927-4357THEZ B FL A2, Korean
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N American Specialty Health

Gl o gl el 2 Bl e gl 40 € jlaa a8 S0 5 el alif e e Ko lans Jailie G103 40 baoss OLE OLaus
4 Ip oSS Cal e ol e w b ol 800-678-9133 o bad ol Ly 5 Cosl 0% 28 Lo SLallil G I8 05548 Bl Jlad gk S la b oS8
Persian . (il [-800-927-4357 = jlad 40 (Li_adlS 4an 5 ) CA Dept. of Insurance

He3 I AT JH oI HIE €M AT ITAS 94 Had d ™3 €A =4’ g UrHl 199 HE AaT J1 3% TH3 = JJg U=
& 37 7 Aa< I&| HeT B8Y, IT3 WHS (ID) 993 '3 83 599 3 7 800-6789133 3 H'S 26 IJ1 =09 Hee Bl
FEiZIshr faurgerie g feshdA & 1-800-927-4357 '3 26 I Punjabi

BeclaTHHe yCIyTM nepeeopa. Bkl MOXETE BOCMONB3OBATLCA YCMYTAMW NEPEBOAYMKA, M BALLM OOKYMEHTHI NPOYTYT
[NA Bac Ha pycCckoM A3blke. Ecnv Bam TpebyeTcA NOMOLLL, 3BOHWTE HaM N0 HOMEpY, YKa3aHHOMY Ha Balled
UAEHTUDMKALMOHHOR KapTe, UK 800-678-9133 . Ecnu Bam TpebyeTcA AONONHWTENLHAA MOMOLLL, 3BOHUTE B
HenaptameHT cTpaxoeaHmA Wwrata KanudopHua (Department of Insurance) No TenedpoHy 1-800-927-4357. Russian

Servicios de idiomas sin costo. Puede obtener un micrprete v que le lean los documentos en espafiol. Para obtener ayuda, llamenos al
mamero que figura en su tarjeta de identificacion o al 800-678-9133 _ Para obtener mas ayuda, llame al Departamento de Seguros
de CA al 1-800-927-4357. Spanish

Walang Gastos na mga Serbisvo sa Wika. Makakakuha ka ng interpreter o tagasalin at maipababasa mo sa Tagalog ang mga
dokumento. Para makalkuha ng tulong, tawagan kami sa numerong nakalista sa ivong ID card o sa 800-678-9133 . Para sa
karagdagang tulong, tawagan ang CA Dept. of Insurance sa 1-800-927-4357 Tagalog

Csc Dich Vu Trd Giip Ngén Ngif Mi€n Phi. Quy vi cé thé dude nhin dich vu théng dich va dude ngudi khic doc gitip cdc
tai liéu bling ti€ng Viét, DE dudc giip 48, hiy goi cho ching t5i tai s& dién thoal ghi trén thé hdi vién clia quy vi hodc
800-678-9133 . Bé dudc trd gitip thém, xin goi $3 Bio Hiém California tai s& 1-800-927-4357, Vietnamese,
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