carecentrix

AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION AND TO HANDLE
CARECENTRIXACCOUNTS

| authorize CareCentrix, Inc. (CareCentrix) and its affiliates to release my protected health information (PHI)
contained in the records maintained by CareCentrix or a CareCentrix affiliate as specified below to the
individual or entity identified below.

Name and address of individual whose PHI is beingdisclosed:

**IMPORTANT** All fields with an asterisk must be completed.

*Name:

*Address:

* City: *State: ___ *Zip Code:

*Date of Birth: / / *Phone Number: ( ) -
*Insurer: *Insurer ID Number:

CareCentrix Account Number (H#H#H-H#HiHH):

Name and address of individual/entity to whom the PHI is to be disclosed (Authorized Person):

*Name:

*Address:

* City: *State: ______ *Zip Code:

*Date of Birth: / / *Phone Number: ( ) -

*Relationship to Patient:

| agree that my PHI may be disclosed to the Authorized Person through various means of communication,
including but not limited to, by phone, email, fax and US mail. The purpose for the disclosure of PHI is to
discuss my health care services and treatment plan and/or handle my accounts with CareCentrix, including but
not limited to, my patient billing account. | further agree that the Authorized Person has full authority to
handle my patient billing and other accounts with CareCentrix, including but not limited to, receiving copies of
invoices and billing ledgers, making payments, receiving refunds of any overpayments, and making changes to
my account information.

| understand that the above information to be disclosed under this authorization may contain information
about HIV, AIDS diagnosis/treatment, mental health diagnosis/treatment, alcohol/drug diagnosis/treatment,
developmental disability, and/or abuse, and | expressly authorize the disclosure of such information unless
otherwise specifically indicated below:
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Do not disclose any information about:
(O HIV/AIDS diagnosis/treatment () Alcohol/drug diagnosis/treatment
(O Mental health diagnosis/treatment () Developmental disability () Abuse

| understand that | have a right to revoke this authorization at any time by contacting CareCentrix in writing,
except to the extent information has been released in reliance upon this authorization. | also understand that
the information released in response to this authorization may be re-disclosed to other parties and no longer
protected by the federal Privacy Rule. | understand that my treatment, payment for treatment, or enrollment
or eligibility for benefits with my insurer cannot be conditioned on the signing of this authorization. |
understand that the information requested is the property of CareCentrix and that a reasonable fee may be
charged for the copying of any such records. Any facsimile or photocopy of this authorization shall authorize
CareCentrix and its affiliates to disclose the information requested herein. This authorization shall be effective
as of the date of execution set forth below and remain in effect for a period of five years at which time this
authorization expires.

*Signature: *Date:

*Printed Name:

If signed by anyone other than the patient, relationship of authorized representative toindividual:

If authorized representative of the individual please attach corresponding authorization documentation (power of
attorney, etc.).

Please mail completed form to (both pages must be included)

CareCentrix, Inc.
Attention: Mail Room
9119 Corporate Lake Drive, Suite 200
Tampa, FL 33634

Or Fax to:
Fax Number: (866) 536-8046

Or Email to:
authorizationtodisclosephirequest@carecentrix.com
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Form Approved
OMB# 0938-1421

Multi-Language Insert
Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have
about our health or drug plan. To get an interpreter, just call us at 1-833-592-
1093. Someone who speaks English/Language can help you. This is a free
service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder
cualquier pregunta que pueda tener sobre nuestro plan de salud o medicamentos.
Para hablar con un intérprete, por favor llame al 1-833-592-1093. Alguien que
hable espainol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: A5 (L 0 2R ORI BN 55, 5 B g 225 5 Tt B oo 2 W R B v AT (] 28 i),
MRAR PR IR S, 5T 1-833-592-1093., A1 < T4F A G R E i, X &
Al &

Chinese Cantonese: & % B fdt fe sl &7 B vl GEA- AT BE R, & ILI M it e B il iz
%o WIS, 80 1-833-592-1093, FfMakrbh oy A B8 s 4 m gt ), 8 2
— I 5 B R A%

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot
ang anumang mga katanungan ninyo hinggil sa aming planong pangkalusugan o
panggamot. Upang makakuha ng tagasaling-wika, tawagan lamang kami sa 1-
833-592-1093. Maaari kayong tulungan ng isang nakakapagsalita ng Tagalog. Ito
ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a
toutes vos questions relatives a notre régime de santé ou d'assurance-
médicaments. Pour accéder au service d'interprétation, il vous suffit de nous
appeler au 1-833-592-1093. Un interlocuteur parlant Frangais pourra vous aider.
Ce service est gratuit.

Vietnamese: Chung tdi co dich vu thong dich mién phi dé tra 18i cdc cau hoi vé
chuaong sic khoe va chudng trinh thuéc men. Néu qui vi cadn théng dich vién xin
goi 1-833-592-1093 s& cbé nhan vién nai ti€ng Viét giup d3 qui vi. Bay la dich vu
miéen phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu
unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie

unter 1-833-592-1093. Man wird Ihnen dort auf Deutsch weiterhelfen. Dieser
Service ist kostenlos.
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Russian: Ecnu y Bac BO3HMKHYT BOMPOCbl OTHOCUTENIbHO CTPAxXOBOIro U/n
MeAMKAMEHTHOro MnsaHa, Bbl MOXeTe BOCMNO0/1b30BaTbCA HawmMMm becnnaTtHbIMK
ycnyramm nepeBoguynkoB. YTobbl BOCNONb30BaTLCS YC/AyraMm rnepeBoaymnka,
NO3BOHUTE HaM No TenedoHy 1-833-592-1093. BaM oKaxeT NomMoLlb COTPYAHUK,
KOTOpbI FOBOPUT NO-pycCckun. [laHHaga ycnyra 6ecnnaTtHas.

Il

Korean: 3Ah= o8 Be = o Bl ot A&l Hef =dux &5
Agstal AFyth &9 AHI =S o] &8k %3t 1-833-592-1093 H o=
FAA Q. B E ot gt B9 =8 AU} o] HujaE REE

Ll ) Jgan o Al 3l bkl (57 e aladl dulaall 5 Al aa il cilerd 2555 U 1 Arabic

Gaay le padd o das . 1-833-592-1093 e Ly Juai¥) (5 5m clile Gull (5 )5 pa jia o J ]
Siglas dedd oda clineluay oy yall

Hindi: SHR WA 7 &al &1 iorHT & IR H 31ab B +ff 79 & Sfare 7 & fore g9R ure qud
U TaTd SUTTY §. Teh GHTTNAT U - & [T, S 89 1-833-592-1093 TR BIF &, Bl
Hfad oif fg=<! SieTdl § 3UD! Hag B Uohdl 5. I8 Udh G0 9aT 6.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a
eventuali domande sul nostro piano sanitario e farmaceutico. Per un interprete,
contattare il numero 1-833-592-1093. Un nostro incaricato che parla Italianovi
fornira I'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servicos de interpretacao gratuitos para responder a
qualquer questao que tenha acerca do nosso plano de salde ou de medicacao.
Para obter um intérprete, contacte-nos através do nimero 1-833-592-1093. Ird
encontrar alguém que fale o idioma Portugués para o ajudar. Este servico é
gratuito.

French Creole: Nou genyen sévis entepréet gratis pou reponn tout kesyon ou ta
genyen konseénan plan medikal oswa dwog nou an. Pou jwenn yon entepreét, jis
rele nou nan 1-833-592-1093. Yon moun ki pale Kreyol kapab ede w. Sa a se yon
sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry
pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania
lekéw. Aby skorzystac¢ z pomocy ttumacza znajgcego jezyk polski, nalezy
zadzwonic¢ pod numer 1-833-592-1093. Ta ustuga jest bezptatna.

Japanese: it DR M IRER & RN ALIE T T ICBAY 5 ZHEEIICBEZ T A2
2. ERIOBRY—E22H ) 2T T8 WE T, lERE THar Ik A12iE.
1-833-592-1093 IZ BHE C 723 vv, HAGEZGET A E R w720 3, 23R
— EZ2TY,
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