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Consent to Release Health Information to Coordinate Physical and Behavioral Health Care

Sometimes you need to see a number of different providers to get all the services you require. This includes behavioral
health providers and physical health providers. All of your providers and managed care organizations should work together
to provide you with the best possible care, but your providers and managed care organizations can only talk to each other
with your permission. Please consider giving this permission. Allowing your providers and managed care organizations to
talk to each other about your care will help ensure that you are receiving all the care you need.

By signing this form, you are telling us that it is OK for your primary care provider, your behavioral health care providers,
your physical health managed care organization and your behavioral health managed care organization to share health
information about you for the purpose of planning and coordinating your health care. This helps your providers and
managed care companies work together to take better care of you.

If you do not sign this form, your benefits will stay the same. Some information may still be shared even if you do not sign
this consent form, but only inthe way it says inthe law. 1f youhave questions about your rights or if you need more details
about how your health information is shared, please call the member services number on the back of your behavioral or
physical health managed care ID card or in your member handbook.

Part 1 Member Information
Last Name First Name Middle Initial
Medical Assistance ID number - MAID# (full 10- | Date of Birth (MM/YYYY) Phone Number (with area code):
digits)
Address City State Zip Code
| Part 2 Who can my health information be given to?

This Consentto Release Information is being requested by:

Organization Name: Phone Number (with area code):

Address

| agree that my health information can be shared with my primary care physician (PCP) below:

Primary Care Provider (PCP) Name: Phone Number (with area code):

Address
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| agree that my health information can be shared with my behavioral health provider below:

Behavioral Health Care Provider Name: Phone Number (with area code):

Address

I agree that my health information can be shared with the other physical health or behavioral health
provider(s) below (if you have more than one physical health or behavioral health provider):

Physical/Behavioral Health Care Provider Name: Phone Number (with area code):
Address
Physical/Behavioral Health Care Provider Name: Phone Number (with area code):
Address

I agree that my health information can be shared with Highmark Wholecare and my Behavioral Health Managed
Care Organization below. Please check your managed care organization(s):

O Community Behavioral Health, Inc. (CBH)
O Community Care Behavioral Health Organization (CCBHO)

O Magellan
O PerformCare
O Beacon Health Options (Formerly Value Behavioral Health)

I agre e thatmy he althinformation can be share dwith Highmark Wholecare and my Community
HealthChoices (CHC) be low. Ple ase check your manage dcare organization(s):

O AneriHealth Caritas

O PA Health and W ellness

O UPMC Commmunity Health Ch oices
O Keystone First

| Part 3 Why are you sharing this health information?

Sharing this information allows your physical health and behavioral health managed care organizations and providers to better manage
and coordinate your health care. While the health careplan developed will be unique to your own needs, some common goals include,
but are not limited to: (1) making sure the medications that you are taking are safe to take together; (2) coordinating the health care
servicesyouare receiving; and (3) making sure the health care you are receiving is helping keepyou healthy and well.

| Part 4 What health information can we share?

My general physical health informationwill be shared if | sign this form.

Some information requires special permissions to release. lamOK with the following information being shared:
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O Pregnancy

O Family Planning

O Mental/Behavioral Health
O Developmental Disabilities

O HIV/IAIDS Testingor Treatment
O Sexually Transmitted Disease

O Alcoholand/ordrug abuse

Do not checkany ofthe boxes ifyou are not OK with sharingany ofthe information listed above

PPart 5 | unde rstand that:

I can take back or cancel my permission (OK) on this consent format any time. This will not take back the informationthat was already
shared, but it will make sure no more of my medical information is shared. If | want to take back my permission (OK), | musttell the
organizationwho requested this formfromPart 2above. I can callthe member services number on the back of my behavioral or physical
health managed care ID card orin my member handbook.

| Part 6 Signature of Member

Evenif 1 do not sign this form, I will stillget the benefitsandtreatment I need.
My medical information thatis shared because | signthis formmay be shared again by thosewhoreceive it. Inthe event there is
drug and/or alcohol treatment information or HIV-related information in my records, that information cannot be shared with
anyone unless I give my permission (OK) in writing again.

e My permission (OK) lasts fortwo (2) years fromthe date I sign this form. | may cancel my permission at anytime by calling the
member services number on theback of my behavioral or physical health managed care ID card or in my member handbook.

I give my permission (OK)to sharethe information listed on this form.

Signature or mark of Member Date

If the member is under the age of 18, the member’s parent/guardian also needs to provide consent:

Signature ormark of Member’s Parent/Guardian Date
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| Part 7 Signature of Authorized Representative (if any) |

If this consent formis signed by someone whoiis not the member listed atthe beginning of this consent form, attach any documents (e.g.
general power ofattorney) that verifies the signer’s legal authority to act forand on behalf of the member.

Signature of person signing on behalf of member Relationship to member
Printed Name Date
Address:
Phone:
Witness:
Signature Date

Printed Name:




We comply with applicable Federal civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, creed, religious affiliation, ancestry, sex gender, gender identity
or expression, or sexual orientation.

We do not exclude people or treat them differently because of race, color, national origin, age,
disability, creed, religious affiliation, ancestry, sex gender, gender identity or expression, or
sexual orientation.

We provide free aids and services to people with disabilities to communicate effectively with us,
such as:

e Qualified sign language interpreters

e Written information in other formats (large print, audio, accessible electronic formats, other
formats)

We provide free language services to people whose primary language is not English, such as:

e Qualified interpreters
e Information written in other languages

If you need these services, contact Highmark Wholecare at 1-800-392-1147

If you believe that ¢ have failed to provide these services or discriminated in another way on the
basis of race, color, national origin, age, disability, creed, religious affiliation, ancestry, sex gender,
gender identity or expression, or sexual orientation, you can file a complaint with:

Highmark Wholecare The Bureau of Equal Opportunity,
Member Appeals, Room 223, Health and Welfare Building,
P.O. Box 22278 P.O. Box 2675,
Pittsburgh, PA 15222 Harrisburg, PA 17105-2675,
1-800-392-1147, [TTY/PA Relay 711], Phone: (717) 787-1127, TTY/PA Relay 711,
Fax # (844)325-3435 Fax: (717) 772-4366, or

Email: RA-PWBEOAO@pa.gov

You can file a complaint in person or by mail, fax, or email. If you need help filing a complaint,
Highmark Wholecare and the Bureau of Equal Opportunity are available to help you.

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 or phone 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 http://www.hhs.gov/ocr/office/file/index.html
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ATTENTION: If you speak English, language assistance
services, free of charge, are available to you. Call: 1-800-
392-1147 (TTY:711).

ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia
linguistica. Llame al 1-800-392-1147 (TTY/PA RELAY: 711).

BHAMAHWME: Ecrnu Bbl roBOpUTE Ha PYCCKOM s3blke, TO BaM AOCTYMHblI 6ecnnaTHble
ycnyrm nepesoga. 3BoHuTe 1-800-392-1147 (Tenetamn/PA RELAY: 711).

AR MREERERAERDX, BUKBEESRESEVRE. FEHEL-800-392-1147
(TTY/PARELAY : 711) ,

CHU Y: Néu ban néi Tiéng Viét, cé cac dich vu hd tro ngdn ngi mién phi danh cho ban.
Goi sO 1-800-392-1147 (TTY/PARELAY: 711).
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ATTENTION :Sivous parlez frangais, des services d'aide linguistiqgue vous sont
proposes gratuitement. Appelez le 1-800-392-1147 (ATS/PA RELAY 711).
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ATANSYON: Si w pale Kreyol Ayisyen, gen sévis ed pou lang ki disponib gratis pou ou.
Rele 1-800-392-1147 (TTY/PARELAY: 711).

ATENCAQ: Se fala portugués, encontram-se disponiveis servicos linguisticos, gratis.
Ligue para 1-800-392-1147 (TTY/PARELAY: 711).
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KUJDES: Nése flitni shqip, pér ju ka né dispozicion shérbime té asistencés gjuhésore,
pa pagesé. Telefononi né 1-800-392-1147 (TTY/PARELAY: 711).
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