L%‘ Sutter Health Plus

Your Health Plan

AUTHORIZATION FOR USE AND DISCLOSURE OF PROTECTED
HEALTH INFORMATON

Please complete this form if you wish to authorize Sutter Health Plus to disclose your
protected health information to another individual or entity. This authorization is
voluntary. Sutter Health Plus will not condition payment, enrollment in our health plan
or your eligibility for benefits on you signing this authorization.

Return the completed form to Sutter Health Plus via our secure fax line at 1-916-736-
5426, by email to shpenrollmentmailbox@sutterhealth.org or by mail to: P.O. Box
160345, Sacramento, CA 95816.

MEMBER INFORMATION (person whose information will be disclosed)

Member Name: DOB: ID:
Address: City: State: ZIP:
Phone: Email (optional):

RECIPIENT (person or company authorized to receive the member’s information

Name of Individual or Organization:

Address: City: State: ZIP:

Relationship to Member:

PURPOSE FOR THIS REQUESTED DISCLOSURE (check one)

[ ] The information is about me and is to be used or disclosed at my request

[ ] For this reason(s):
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INFORMATION TO BE DISCLOSED

[ ] My Complete Health Plan Record. This may include health information,
diagnosis information, claims, payment, identification of doctors and other healthcare
providers, and information they have provided. This does not include the sensitive
information listed below unless specifically authorized by checking the box and
initialing below.

OR

[ 1Only limited information may be released (check all that apply)
[ ] Claims and explanation of benefits information
[ ] Application, eligibility and enroliment (including member ID information)
[ ] Benefits and coverage

[ ] Billing and payment information
[ ] Other:

| also approve the release of the following types of sensitive information by

Sutter Health Plus (check one)

[ ]1All of my sensitive information (including HIV test results, substance abuse
information, mental health information, and genetic testing information and
results) (initial)

OR

[ 1Just information about the topics below (check all that apply)
[ ] HIV testresults ___ (initial)

[ ] Substance abuse __ (initial)

[ ] Mental Health __ (initial)

[ ] Genetic testing information/results __ (initial)

| would like to limit this release to information related to the following date(s) of service
for records requested:
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EXPIRATION AND REVOCATION: This authorization shall become effective
immediately and shall remain in effect for one year from the date signed unless a
different date is specified here

You may revoke you authorization at any time. Your revocation must be in writing,
signed, and delivered via our secure fax line at 1-916-736-5426, by email to
shpenrolimentmailbox@sutterhealth.org or by mail to the address indicated at the
bottom of the form.

Revocation will be effective upon receipt, but will have no impact on uses or
disclosures made while my authorization was valid.

SIGNATURE:

l, , understand that by signing this authorization | am
voluntarily giving my permission to Sutter Health Plus to disclose my protected health
information to the recipient(s) identified above. | understand that | may refuse to sign
this authorization and my refusal will not affect enrollment or eligibility for benefits, or
my ability to obtain treatment or payment. | understand that | may revoke this
authorization at any time. | understand that | have a right to receive a copy of this
authorization and that | have a right to request to inspect and obtain a copy of the
information of which | am authorizing the use or disclosure. | understand that once my
information is disclosed, it could be redisclosed by the recipient and may no longer be
protected by state or federal privacy laws. | understand that Sutter Health Plus will not
be responsible for any redisclosure, whether or not permitted by law.

SIGNATURE: Date: Time:

(Member/Legal Representative)

If signed by someone other than the member, print name and relationship.
Sutter Health Plus may require documentation showing your legal authority to act on
behalf of the member before acting upon this authorization.

Name: Relationship:
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Notice of Language Assistance

IMPORTANT: Can you read this? If not, Sutter Health Plus can have somebody help
you read it. You may also be able to get this written in your language. For no-cost
help, please call Sutter Health Plus Member Services at 1-855-315-5800 (TTY 1-855-
830-3500). (English)

IMPORTANTE: ¢Puede leer esto? Si no puede, Sutter Health Plus puede
proporcionarle alguien que le ayude a leerlo. También puede obtenerlo por escrito en

su idioma. Llame a Sutter Health Plus Member Services al 1-855-315-5800 (TTY 1-
855-830-3500), sin costo alguno. (Spanish)

BERTR . BEEBEEM XHE ? IR AREE, Sutter Health Plus

AL AEMEEE. BRFRGIRACHESERMNEN XN, EFEREED, #
B E Sutter Health Plus € 8RS, EBEE5ENE 1-855-315-5800 (TTY 1-855-830-3500)s
(Chinese)
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L%‘ Sutter Health Plus

Your Health Plan

Notice of Language Assistance

IMPORTANT: Can you read this? If not, Sutter Health Plus can have somebody help you read
it. You may also be able to get this written in your language. For no-cost help, please call
Sutter Health Plus Member Services at 1-855-315-5800 (TTY 1-855-830-3500). (English)

IMPORTANTE: ¢ Puede leer esto? Si no puede, Sutter Health Plus puede proporcionarle
alguien que le ayude a leerlo. También puede obtenerlo por escrito en su idioma. Llame a
Sutter Health Plus Member Services al 1-855-315-5800 (TTY 1-855-830-3500), sin costo
alguno. (Spanish)

HEEEN ¢ RERE S () SRS 2 WSRANEE - Sutter Health Plus © AR AEHIEETE - G
REFFRIEREE S EBVEN U - HREREEE) - F5EER Sutter Health Plus & &7 -
EE'EEHTEE% 1-855-315-5800 (TTY 1-855-830-3500) - (Chlnese)

(;@—I.\.‘ U}S.ms(Sutter Health PIUS) u»)ug_\.\.\b ).\mu\ (J:.\j \JJ\SuS.\(J\J\ NEYY b;\)ﬁé&‘—)d\j ;n\dss M@.A‘\.LJL\A
Jlaiy) cb}c@&ommé&:d‘y‘:&“ Mb}ﬁaolﬂ.\.ﬁu\@\dﬁmw ua.\]\ Jaa bc\‘)ﬁsﬂdmcm.g_&mw

1-855-315-5800 i e (Sutter Health Plus Member Services) 3k s jila eliaci cllariy
(Arabic) .(1-855-830-3500[TTY] sl aill iila)

YULBINC SEABUUSINRE3NRL. Yupn'n bp Jupnw) uw: Gpk ny, Sutter Health Plus-p
Jupnn £ npudwnpt) dkfhi, ny Joquh Qbq upnuy wyt: nip Jupnn bp twb vnwbwg wjh
gpws 2t 1Eqyny: Uud&wp oguntpjut hwdwp juunpnid Gup quuquhwpk) Sutter Health
Plus-h Upunfubph uyquuwpljiwh pudhi’ 1-855-315-5800 (TTY 1-855-830-3500)
htnwjunuwhwdwpny: (Armenian)

PN BT 83 IRHAMGHISIUGAIS UI§? ITrISTSHIGIE Sutter Health Plus M1GHIS

) o

SINMYAGWHSNGSHA 1 HARNGINGJMSIIGHISS ATIRSITNA PNV RSHATHT 85
notsuhwRnaHalg syuginigiel intaunsut®A Sutter Health Plus MBITS
1-855-315-5800 (TTY 1-855-830-3500)°1 (Cambodian)

3,80 S a8 ) 3l 55 e Sutter Health Plus ) 58 oad K1 Saagdy 5 il s 1) Galllaa ol 2l 55 e Wl 2 age 4355
L Ll (&) ) Sl 5 cland il 50 (sl a0 s s ol by 4 calldae Gl A 53 Sl (im0 s () ) 0 B
i 1-855-315-5800 (TTY 1-855-830-3500) (ili o i L Sutter Health Plus ¢slbae) Glaxx iy
(Farsi) .2

HgcaqUT: FAT 3T S8 UG Hehcl/Fehall o2 TTe; A6T, dl HEX god Toldl TH UgaT # Tl & 3Toehr

HETIT Yl Hehell | 3T S 39T AT A 3 Torgars) H H#e g1 Tehcl/Hevell ¢ | fol:Qoeh HgrIam

o ToIT, ST 1-855-315-5800 (TTY 1-855-830-3500) TN HEX g Tl HeX HIGHH T hiel |
(Hindi)
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LUS TSEEM CEEB: Koj nyeem puas tau tsab ntawv no? Yog koj nyeem tsis tau, Sutter Health
Plus muaj neeg pab nyeem rau koj. Tsis tas li ntawd xwb, peb tuaj yeem muab sau ua hom lus
koj nyeem tau rau koj tib si. Yog koj xav tau kev pab pub dawb, thov hu rau Sutter Health Plus
Lub Chaw Pab Cuam Tswv Cuab ntawm tus xov tooj 1-855-315-5800 (TTY 1-855-830-3500).
(Hmong)

BHERBMOYE : TNEHieZ &N TEET 250720 a1E, Sutter Health Plus 235iie D
EBFLENLET, 3?)726710);45“(%‘%7“(% Lk LivER A, BRI ZHHRIL, Sutter
Health Plus Member Services. & fi: 1-855-315-5800 (TTY 1-855-830-3500) & T. (Japanese)

T8 A5k o] AS o = AFY 72 vheF ¢f o4 4= glthd, Sutter Health Plus o] A th&
Abtol Al FEete] A4S Hod F UEF Eofud %GHD} Bk o] A& Hake] A
Aoz A s vk oA == 95Ut} Sutter Health Plus 3] €] A H] 2~(1-855-315-5800

(TTY 1-855-830-3500))°l 3}& slA|o] FF o= =S WO A Al 2. (Korean)

VVIBCLIO: m‘ma‘mlo'-mlm')esvouvu’? 'q')au)'ma'mulo 199 Sutter Health Plus D
vaT)‘JODQOE)SOD?U)U)OD 1)8)’)’6‘7)’)1)1) la)O)‘)CS‘)E)‘)ﬁ‘).D‘)O&)UCUDh)‘)ﬁ‘)&&‘)U)')D?U)U)‘)Dsn
Qow®. 'q')m‘n)C')S‘)n'n)E)O').Dqoecms?osucsemuonvv nuov')c)oc) rVoBVINIL 29
Sutter Health Plus U)m.ne)conimo":fu 1-855-315-5800 (TTY 1 855-830-3500). (Laotian)

wigH: St 3T fer & ug AeIe I7 A &1 3, Sutter Health Plus (Hed 388 usR) fan 3 feg
Uzs f¥g 373t riee age Ader 1 IH oA § wiust 9 fEg & fuer Ao J1 Hes Hee 38t
fagur g9 & Sutter Health Plus Member Services § 1-855-315-5800 (TTY 1-855-830-3500)
€3 3 a3 (Punjabi)

BAXHO: Bbl moxeTe 310 npountatb? Ecnu HeT, Sutter Health Plus moxeT npegoctaButb Bam
KOro-To, KTO CMOXeT NoMoYb Bam npountath a10. Bbl Takke MOXeTe NosnyynTb 37O

B MMCbMEHHON hopMe Ha cBoeM A3blke. [1na 6ecnnaTHON NOMOLLM NO3BOHUTE B

Cnyx6y nogaepxkn uneHos Sutter Health Plus no TenegoHy 1-855-315-5800

(TTY 1-855-830-3500). (Russian)

MAHALAGA: Nababasa mo ba ito? Kung hindi, maaari kang bigyan ng Sutter Health Plus ng
taong babasa para sa iyo. Maaari mo ding hilingin na isulat ito sa iyong wika. Para sa walang-
gastos na tulong, mangyaring tumawag sa Sutter Health Plus Member Services sa.
1-855-315-5800 (TTY 1-855-830-3500). (Tagalog)

mﬂm ﬂmmuaanma"l,u g1a1u'liiaan Sutter Health Plus mmsa‘luﬂummﬂﬂmmuim uanann
i ﬂmmmmsmjasmuammﬂummmamm%anmﬂ mnmaom'smmmﬂmaaimal"l,uum‘l?qu
n70i1TNs1i1 Sutter Health Plus Member Services 71 1-855-315-5800 (TTY 1-855-830-3500) (Thai)

QUAN TRONG: Qu. vi c6 thé doc théng tin nay khéng? Néu khdng, Sutter Health Plus c6 thé
yéu cau ai do doc gilip cho qu. vi. Qu. vi cling c6 thé nhan dugc thong tin nay dwéi dang van
ban bang ngdn ngl cta qu. vi. D& dwoc hd tro mién phi, vui ldng goi cho ban Dich Vu Thanh
Vién cua Sutter Health Plus theo sb 1-855-315-5800 (TTY 1-855-830-3500). (Viethamese)
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