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Member Consent/HIPAA Authorization Form

This form lets CareSource Management Group Co. and its affiliated health plans (“CareSource”), share
your health information as described below. All of this form must be filled out. Mail or fax it to the address
listed at the end of this form. Or, you may choose to fill out this form online at www.caresource.com.

Section 1: Member Information

Member Last Name Mi Member First Name Member Date of Birth

Member Street Address City State Zip Code

Member Home Phone Member Cell Phone Member ID Number (Found on
Plan ID Card)

By giving your cell phone number, you are saying that CareSource may use it to contact you.

Section 2: Consent to Share Health Information

The CareSource policy is to share your health information. This includes Sensitive Health Information
(SHI). SHI can be information related to drug and/or alcohol treatment, genetic testing results, HIV/AIDS,
mental health, sexually transmitted diseases (STD), or communicable/other diseases that are a danger
to your health. This information is shared to handle your care and treatment or to help with benefits. This
info is shared with your past, current, and future treating providers. It also is shared with Health
Information Exchanges (HIE). An HIE lets providers view health information that CareSource has about
members. You have the right to ask for a list of everyone who was given your health information by
CareSource.

If you do not want your health information (including SHI) to be shared for treatment, to manage your
care and help with benefits, check here: []

If you check the box above, none of your health information (including SHI) will be shared. It will not be
shared with your providers. (It will be shared with the provider who treats you for the specific SHI.) If you
do not approve sharing, all providers helping care for you may not be able to manage your care as well
as if they could if you did approve sharing.

Section 3: Representative Designation

If you would like to name someone that CareSource may speak to on your behalf, please fill out this
section. CareSource will share all of your health information with the person you name. If you name a
group, like a law firm, the group is called an entity. Please give the entity’s info and the name of a contact
person at the entity.

Last Name First Name Mi Entity Name (if law firm or other
entity)



http://www.caresource.com/

Street Address City State Zip Code

Home Phone Cell Phone

Section 4: Review and Approval
By signing my name, | agree:

To let CareSource share my health information as marked in Sections 2 and/or 3. | agree that signing
this form is my choice. | agree the information shared may be subject to being shared again by the person
or entity receiving it. After that it may no longer be protected by federal privacy laws. Substance use
disorder information from specific treatment programs (42 CFR Part 2), may be kept private and not
allowed to be shared again without my permission. | agree this form is not making a Health Care Power
of Attorney. | agree that | may cancel this permission at any time. To cancel permission, | must send a
written letter to CareSource. | can send the letter to the address at the bottom of this form. | can also fax
it to the number at the bottom of this form. Or, | may cancel my permission on www.caresource.com. |
agree that if | cancel this permission, it will not change any actions CareSource took before | cancelled
permission. | agree that my treatment, payment, enroliment or eligibility for benefits do not depend on
whether | sign this form. Please sign below.

Member/Minor Member’s Parent Signature or Designated Legal Representative Date:
Signature*:

Date this Permission Ends:

If no date given, the permission will remain on your record unless/until you ask us to cancel it. For
minor members, it will end on their 18" birthday.

*If signed by someone other than the member/minor member's parent, that person must be a
designated legal representative. A designated legal representative is someone who has been given
the authority to act on the behalf of the member. If you have not already done so, you must provide a
copy of the Power of Attorney or court papers that prove the person is a designated legal
representative. Also complete these fields:

Legal Representative (print full name) Legal Relationship to Member, e.g., Power of Attorney,
Court-Appointed Guardian or Custodian:

Legal Representative’s street address City State Zip code

Please send your completed form to:
CareSource/ Attn: Privacy Office, P.O. Box 8738, Dayton, OH 45401-8738, or,
Fax it to 1-833-334-4722, or,
you may choose to fill out this form online at www.caresource.com.
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If you, or someone you’re helping, have questions about CareSource, you have the right to get help and
information in your language at no cost. Please call the member services number on your member ID card.
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Isin yookan namni biraa isin deeggartan CareSource irratti
gaaffii yo gqabaattan, kaffaltii irraa bilisa haala ta’een afaan
keessaniin odeeffannoo argachuu fi deeggarsa argachuuf
mirga ni gabdu. Nama isiniif ibsu argachuuf, Maaloo lakkoofsa
bilbilaa isa waragaa eenyummaa keessan irra jiruun tajaajila
miseensaatiif bilbilaa.
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DUTCH

Als u, of iemand die u helpt, vragen heeft over CareSource, hebt
u het recht om kosteloos hulp en informatie te ontvangen in uw
taal. Als u wilt spreken met een tolk. Bel naar het nummer voor
ledendiensten op uw lidkaart

FRENCH (CANADA)

Des questions au sujet de CareSource? Vous ou la personne

que vous aidez avez le droit d’obtenir gratuitement du soutien et
de linformation dans votre langue. Pour parler a un interpréte.
Veuillez communiquer avec les services aux membres au numéro
indiqué sur votre carte de membre.

GERMAN

Wenn Sie, oder jemand dem Sie helfen, eine Frage zu CareSource
haben, haben Sie das Recht, kostenfrei in Ihrer eigenen Sprache
Hilfe und Information zu bekommen. Um mit einem Dolmetscher zu
sprechen, Bitte rufen Sie die Mitglieder-Servicenummer auf lhrer
Mitglieder-ID-Karte an
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ITALIAN

Se Lei, 0 qualcuno che Lei sta aiutando, ha domande su
CareSource, ha il diritto di avere supporto e informazioni nella
propria lingua senza alcun costo. Per parlare con un interprete.
Chiamare il numero dei servizi ai soci riportato sulla tessera di
iscrizione.
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PENNSYLVANIA DUTCH

Wann du hoscht en Froog, odder ebber, wu du helfscht, hot en
Froog baut CareSource, hoscht du es Recht fer Hilf un Information
in deinre eegne Schprooch griege, un die Hilf koschtet nix.

Wann du mit me Interpreter schwetze witt, Bel alstublieft met het
Ledenservice nummer op uw lid ID -kaart.

RUSSIAN

Ecnun y Bac unu y koro-to, Komy Bbl nomoraete, ecTb Bonpocsl
oTHocuTenbHo CareSource, Bbl nmeeTe npaso 6ecnnatHo
nony4YnTb NOMOLLb 1 MHpopmauuto Ha Bawem a3bike. [Ons
pasroBopa c nepeBogynkoM. MNoxanyincra, No3BOHWUTE No
TenedoHy otaena obCnyXMBaHNS KMMEHTOB, YKa3aHHOMY Ha
BaLLlen NOEeHTUPMKALNOHHON KapToYKe KNneHTa.

SPANISH

Si usted o alguien a quien ayuda tienen preguntas sobre
CareSource, tiene derecho a recibir esta informacion y ayuda en su
propio idioma sin costo. Para hablar con un intérprete. Por favor,
llame al nimero de Servicios para Afiliados que figura en su tarjeta
de identificacion.

UKRAINIAN

Akwo y Bac, 4 B ocobu, KOTpilt BU JonoMaraeTe, BUHUKHYTb
3anuTaHHga wopao CareSource, BU MaeTe npaBo 6E3KOLWTOBHO
oTpvMmaTK AoMoMory Ta iHopmaLito BaLlo mosoto. o6
3aMOBUTK Nepeknagada, 3atenedoHyiiTe 3a HOMEPOM
00CcnyroByBaHHS y4aCHKKIB, SIKUMA BKa3aHO Ha BaLIOMY MOCBiAYEHHI
yyacHuka

VIETNAMESE

Né&u ban hodc ai dé ban dang gitp dd, cé thadc méc vé CareSource,
ban c6 quyén dugc nhan trg gitp va théng tin bang ngén ngi clia
minh mién phi. D& ndi chuyén véi mét théng dich vién. Vui long goi
s0 dich vu thanh vién trén thé ID thanh vién cla ban.
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Notice of Non-Discrimination CareSource

CareSource complies with applicable state and federal civil rights laws and does
not discriminate on the basis of age, gender, gender identity, color, race, disability,
national origin, marital status, sexual preference, religious affiliation, health status,
or public assistance status. CareSource does not exclude people or treat them
differently because of age, gender, gender identity, color, race, disability, national
origin, marital status, sexual preference, religious affiliation, health status, or public
assistance status.

CareSource provides free aids and services to people with disabilities to
communicate effectively with us, such as: (1) qualified sign language interpreters,
and (2) written information in other formats (large print, audio, accessible electronic
formats, other formats). In addition, CareSource provides free language services
to people whose primary language is not English, such as: (1) qualified interpreters,
and (2) information written in other languages. If you need these services, please
call the member services number on your member ID card.

If you believe that CareSource has failed to provide the above mentioned services
to you or discriminated in another way on the basis of age, gender, gender identity,
color, race, disability, national origin, marital status, sexual preference, religious
affiliation, health status, or public assistance status, you may file a grievance, with:

CareSource
Attn: Civil Rights Coordinator
P.O. Box 1947, Dayton, Ohio 45401
1-844-539-1732, TTY: 711
Fax: 1-844-417-6254

CivilRightsCoordinator @ CareSource.com

You can file a grievance by mail, fax, or email. If you need help filing a grievance,
the Civil Rights Coordinator is available to help you.

You may also file a civil rights complaint with the U.S. Department of Health and
Human Services, Office for Civil Rights, electronically through the Office of 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, D.C. 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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