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Authorization for Sharing Health Information AmeriHealth Caritas
[Please print] Next
This form is used to share your protected health information (PHI) where required by AproductorAmerkiesti Cartas Lovisana, ine

federal and state privacy laws. Your authorization allows AmeriHealth Caritas Next to

share your PHI with the person(s) or organization(s) that you choose. You can also choose to allow the person(s) or
organization(s) to share your PHI with AmeriHealth Caritas Next. You can cancel this authorization at any time by submitting
a request to AmeriHealth Caritas Next. Contact Member Services at 1-833-282-2252 (TTY 711) for further instructions.

Part A. Member information: (individual whose PHI will be shared)

Member first name: Middle initial:
Last name: Member ID (see ID card):

Member street address:

City: State: ZIP code:

Member date of birth: Daytime phone number (with area code):

Part B. Recipient: (person or organization that will receive your PHI)

The following individual or organization has the right to receive my PHI:

Do you want the following individual or organization to also share your PHI with us? OYes DONo

First name: Last name:

Organization name (if applicable):
Address:

City: State: ZIP code:
Phone number (with area code):

Relationship to memberin Part A:

Part C. Description of the PHI to be shared:

Tell us what types of PHI can be shared. You can check as many boxes as you want. At least one box must be selected.

Entire record. All PHI related to the provision of and payment for my health care benefits and services.
Federal law requires a separate authorization to share psychotherapy notes.

O Special records. Some laws require you to give specific permission to share certain PHI. Please check the
boxes below for PHI that is OK to share. By checking these boxes, you give permission for all your records
containing that type of PHI to be shared. If you only want to authorize sharing of a subset of records, such as
records about only one diagnosis, fill out the “Only limited information” section below.

Genetic information O Sexually transmitted disease
O HIV/AIDS O Abortion and family planning
Substance or alcohol use O Communicable diseases
O Mental/behavioral health O Information you have asked
(including inpatient treatment) us to treat confidentially
O Only limited information. In the box below, describe the PHI you want shared. Examples:
e The claim related to my service on [date]. e Appeal information related to my claim on [date].

Please describe the information you want shared:
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Part D. Purpose of this authorization

This authorization is valid for sharing of PHI for the following purposes. (Please check one or both boxes).

O To help diagnose, treat, manage, and/or pay for my health needs.
OR
O Forthe following reason:

This authorization shall be invalid if used for any purpose other than the purpose(s) stated above.

Part E. Expiration date of this authorization

This authorization will expire. (Please check one box.)

O | want the authorization to expire one (1) year after my coverage with AmeriHealth Caritas Next ends.
(See information below.)*
OR

O Upon the following date, event, or condition:*

* AmeriHealth Caritas Next must be notified of the event/condition to cancel this authorization. In North
Carolina and New Jersey, this authorization automatically expires one year after the date it was signed, unless
you choose an earlier date. In New Hampshire, the authorization automatically expires two years after the
date it was signed, unless you choose an earlier date. In Louisiana, if you are requesting the sharing of
genetic information, the authorization expires 60 days after the date it was signed, unless you choose an
earlier date. In the District of Columbia, if you are requesting the sharing of mental health information, the
authorization automatically expires one year after the date it was signed, unless you choose an earlier date.

Part F. Approval: (You OR your Personal Representative must sign and date this form in order for

it to be complete.)

| understand that this authorization for sharing my PHI is voluntary and is not a condition of enrollment in
AmeriHealth Caritas Next, eligibility for benefits, or payment of claims. | understand that | may cancel this
authorization at any time by submitting a request to AmeriHealth Caritas Next, and that canceling this
authorization will not affect any action taken pursuant to the authorization prior to my request to cancel. | also
understand that if | cancel this authorization, | should separately notify the individual(s) or organization(s)
listed in Part B above if | wish for those individual(s) or organization(s) to no longer share my PHI. | also
understand that if the person or organization | authorize to receive my PHI described above is not subject to
federal or state health information privacy laws, they may further share my PHI and it may no longer be
protected by federal or state privacy laws. | also understand that | or my personal representative have a right to
receive a copy of this form and to review my PHI that may be shared because of this authorization.

Member signature: By signing below, | authorize the sharing of my PHI as described above.

Signature of member: Date:

Personal Representative information: By signing below, | authorize the sharing of PHI of the member as
described above. (A Personal Representative is a person who has the legal authority to act on behalf of an
individual, such as a parent of a minor. A copy of a Power of Attorney or other legal document must be on file
at AmeriHealth Caritas Next or submitted with this form.)

Printed name of Personal Representative:

Address of representative:

Description of Personal Representative’s authority:

Signature of Personal Representative:

Date: Phone number:

Return the completed form to: Consent Processing Center, P.0. Box 7092, London, KY 40742-7092
Fax number: 1-844-329-2252 (toll-free)
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Authorization for Sharing Health Information

Addendum to Authorization for Disclosure of Health Information
Verbal consent

We, the undersigned, attest that the member identified in Section A above is physically unable to sign this
authorization. Verbal consent does not replace the need for documentation showing that another person
is the member’s personal representative and cannot replace this documentation simply because it is
inconvenient for the member to sign.

Reason:

The signatures below indicate:

¢ The information on this form was communicated to the member.

¢ The memberindicated their understanding of the information in this authorization.
e The member freely gave their consent.

Method of communication to member:
0 Phone

O In person
O Other (specify):

Witness printed name: Witness printed name:
Witness signature: Witness signature:
Date: / / Date: / /

B

AmeriHealth Caritas
Next

A product of AmeriHealth Caritas Louisiana, Inc.
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AmeriHealth Caritas

Next

A product of AmeriHealth Caritas Louisiana, Inc.

Notice of Nondiscrimination

AmeriHealth Caritas Next complies with
applicable federal civil rights laws and

does not discriminate on the basis of race;
color; national origin; age; disability; or

sex, including sex characteristics, including
intersex traits, pregnancy or related conditions,
sexual orientation, gender identity, and sex
stereotypes consistent with the scope of sex
discrimination described at 45 CFR § 92.101(a)
(2). AmeriHealth Caritas Next does not exclude
people or treat them less favorably because

of race, color, national origin, age, disability,

or sex. AmeriHealth Caritas Next provides free
aids and services to people with disabilities

to communicate effectively with us, such as
qualified sign language interpreters and written
information in other formats. If you need these
services, contact the Member Services number
on the back of your card. If you believe that
AmeriHealth Caritas Next has failed to provide
these services or discriminated in another way,
you can file a grievance with AmeriHealth Caritas
Next, Attention: Grievances, P.O. Box 7435,
London, KY 40742- 7435, fax: 1-833-873-2909,
or email acaexchangegrievance@
amerihealthcaritas.com.

You can also file a civil rights complaint with the
U.S. Department of Health and Human Services,
Office for Civil Rights, electronically through the
Office for Civil Rights Complaint Portal, available
at https://ocrportal.hhs.gov/ocr/portal/lobby.
jsf or by mail at: U.S. Department of Health and
Human Services, 200 Independence Avenue
SW, Room 509F, HHH Building, Washington,

DC 20201, phone: 1-800-368-1019 (TTY
1-800-537-7697). Complaint forms are available
at https://www.hhs.gov/sites/default/files/
ocr-cr-complaint-form-package.pdf.

OTH-NonDiscrimination(2026)-LA

We speak your language

We provide free language services and information to people whose
primary language is not English. To talk to an interpreter, call the Member
Services number on the back of your card.

Ofrecemos servicios lingiiisticos e informacion sin cargo a las personas
cuya lengua materna no es el inglés. Para hablar con un intérprete, llame
al nimero de Servicios al Miembro que figura en el dorso de su tarjeta.

Nou bay sevis ak enfomasyon gratis pou ede w nan lang pa w si se pa
angle ki lang prensipal ou. Pou pale avéek yon entépret, rele nimewo ekip
sévis pou manm yo ki nan do kat ou a.

Chung t6i cung cap thong tin va cac dich vu ngén nglr mién phi cho
nhiing ngudi c6 ngdn ngit chinh khdng phai la tiéng Anh. DE néi
chuyén véi thong dich vién, hay goi dén s6 dién thoai ctia Dich Vu Hoi
Vién & mat sau thé ctia quy vi.

Prestamos informacdes e servigos linguisticos gratuitos a pessoas cujo
idioma principal ndo é o inglés. Para falar com um intérprete, ligue para o
ndmero de atendimento ao beneficiario indicado no verso do seu cartao.

A AEFRIENATRERBIES RS LER. WF
EEERK, BRITENZ R REENE RIRSHBRIE.

Nagkakaloob kami ng mga libreng serbisyo sa wika at impormasyon
sa mga indibidwal na ang pangunahing wika ay hindi Ingles. Upang
makipag-usap sa isang interpreter, tumawag sa numero ng Member
Services sa likod ng iyong card.

Mbl npegoctaBnsiem becnnatHble A3bIKOBbIE YCAYTA U MHDOPMALKIO
NOAAM, ANA KOTOPbIX aHINMNACKNIA He ABNAETCA POAHbIM. YTOObI
06paTUTbCA K NEPEBOAYMKY, NO3BOHMTE N0 HOMEPY, yKa3aHHOMY Ha
06paTHON CTOPOHE BaLLEro y0CTOBEPEHNUS.

Ll ol Al agiad cpall Gl e slas 5 dpilae a5 Ciledd ais
eb e 2 s sall elac Y1 claad 28 Jhail can ia pa aaill 4 julay)
il

Offriamo servizi linguistici e informazioni gratuiti per individui la cui
lingua principale non € I'inglese. Per parlare con un interprete, chiami il
numero dei Servizi per i membri sul retro della sua tessera.
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Nous fournissons gratuitement des services linguistiques et des informations a ceux dont la langue principale n’est pas I’anglais.
Pour communiquer avec un interpréte, appelez I’équipe service aux adhérents au numéro indiqué au dos de votre carte.

Wir bieten Menschen, deren Muttersprache nicht Englisch ist, kostenlose Sprachdienste und Informationen an. Wenn Sie mit einem
Dolmetscher oder einer Dolmetscherin sprechen mochten, rufen Sie bitte die Nummer des Mitgliederservice auf der Riickseite [hrer
Karte an.

FO{7F 3= A0{7t ot AtEfE S fIo FEZ 210 ME|A HEE NS LICH SHAR Ci=totaH
ZFA ZEE HEHO| 7| M= ZHE AR ME[ A e 2 AEGHYA L.

Zapewniamy bezptatne ustugi jezykowe i informacje dla 0sob, ktorych podstawowym jezykiem nie jest jezyk angielski. Aby
porozmawiac z ttumaczem, nalezy zadzwoni¢ pod numer dziatu obstugi klienta podany na odwrocie Pana/i karty.

UN Aal ASlA [(:91es el Acl Bl HRAL Yelot 530 €l BHoll yabls eunt 203 o1l
ce@an WA ald sl HIR, dHRL sL8e{l Won A Aed Adl ook UR Sld 53

I lusnsnEuazdayawsuag i lildyanmaengeilunaiusa vinnaasdadnIsaAaAuaIN AT TNg
AacanungleuUINITRIN TN M UNAILRTUDIAL
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