
    

 

  
 
 

      
 

 
  

 
      

 
  

 
   

 
    

        
      
      

  
    

 
     

 
    

 
     

 
     

    
  

       
  
      

       
      

      
      

     
   

         
 

  
 

  
  

   
   

   
    

 
    

 
     

 
     

 
  

  
 

  

  

Authorization to Disclose Protected Health Information 
(PHI) to a Third Party 

PLEASE RETURN THIS FORM TO: BlueChoice HealthPlan of South Carolina, Inc., Attn: Privacy Official (AX-400), P.O. Box 6170, 
Columbia, SC 29260-6170. Fax number 803-714-6443 

SECTION 1. MEMBER INFORMATION. (INDIVIDUAL WHOSE INFORMATION MAY BE DISCLOSED) 

Name: Date of Birth: Telephone: 

Address: 

Primary Member’s ID Number or Social Security Number: 

Spouse’s Name: (if included in authorization) Date of Birth: 

Dependent’s Name, Age 16 or Older: (if included in authorization) Dependent’s Name, Under Age 16: (if included in authorization) 

SECTION 2. AUTHORIZED INDIVIDUAL/ENTITY. (PERSON OR ORGANIZATION RECEIVING YOUR INFORMATION)
I authorize BlueChoice HealthPlan to disclose my PHI to: 

Name: Relationship: 

Address: Telephone: 

Name: Relationship: 

Address: Telephone: 
SECTION 3. DESCRIPTION OF INFORMATION TO BE RELEASED. (TYPE OF INFORMATION THAT WILL BE USED OR DISCLOSED.)
Please check only one: 

I authorize BlueChoice HealthPlan to disclose any of my PHI (except psychotherapy notes) that the above-named 
individual/entity may request. I understand the information may include information pertaining to chronic diseases, behavioral 
health conditions and communicable diseases, including HIV or AIDS and/or genetic information. 

Also include any alcohol and substance abuse records, if applicable. (Indicate by initialing) 
This authorization will not apply to alcohol or substance abuse information unless specifically authorized. 

I authorize BlueChoice HealthPlan to disclose ONLY the following PHI: 

This authorization is made at my request or for this purpose(s): 
SECTION 4. EXPIRATION AND REVOCATION. (WHEN THIS AUTHORIZATION WILL END)
Expiration: This authorization will expire (Chose one): 

On / / . 12 months after termination of my coverage with BlueChoice HealthPlan. 

Revocation: I understand that I may revoke this authorization by sending written notice of my revocation to the address shown 
above. I understand that revocation of this authorization will not affect any action taken by BlueChoice HealthPlan on this 
authorization before my written notice of revocation was received. 
SECTION 5. SIGNATURE. 
I am making this authorization voluntarily and have had full opportunity to read and consider the contents of this authorization. I 
understand that BlueChoice HealthPlan will not condition my enrollment in a health plan, eligibility for benefits or payment of claims 
upon my signing this authorization. I further understand the Authorized Individual/Entity may not be subject to federal/state privacy 
laws and they may further release my PHI. 

Signature: Date: 

Spouse’s Signature: Date: 

Dependent Age 16 or Older Signature: Date: 

Dependent Age 16 or Older Signature: Date: 

If the individual’s legal Personal Representative is completing this authorization, the Personal Representative must sign below and 
attach legal documentation that establishes his or her authority to act on the individual’s behalf. 

Personal Representative’s Printed Name/Signature: 

You should keep a copy of this signed authorization for your records; however, we will provide you a copy upon your request. 

Auth (Rev. 12/2018) 



Non-Discrimination Statement and Foreign Language Access 

We do not discriminate on the basis of race, color, national origin, disability, age, sex, gender identity, 
sexual orientation or health status in our health plans, when we enroll members or provide benefits. 

If you or someone you 're assisting is disabled and needs interpretation assistance, help is available at the 
contact number posted on our website or listed in the materials included with this notice (TDD: 711). 

Free language interpretation support is available for those who cannot read or speak English by calling 
one of the appropriate numbers listed below. 

If you think we have not provided these services or have discriminated in any way, you can file a 
grievance by emailing contact@hcrcompliance.com or by calling our Compliance area at 1-800-832-9686 
or the U.S. Department of Health and Human Services, Office for Civil Rights at 1-800-368-1019 or 1-
800-537-7697 (TDD). 

Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de este plan de salud, tiene derecho a 

obtener ayuda e informaci6n en su idioma sin costo alguno. Para hablar con un interprete, llame al 1-844-396-
0183 . (Spanish) 

~~~. ~-~~amM~fia . ~~~*••tt•~~~~~ . ~~-~~-~~~m~~~•M~m 
,~,o 5i3'ITTi:l-1Il:i~~~l~ . ~~~ 1-844-396-01880 (Chinese) 

Neu quy vi, ho~c la nglfCYi ma quy vi dang giup d5', co nhfrng cau hoi quan tam ve chlfO'ng trlnh sl'.rc khoe nay, quy 

vi se dlfqc giup da v&i cac thong tin b~ng ngon ngfr cua quy vi mi~n phi. De n6i chuy~n v&i m9t thong dich vien, 

xin gQi 1-844-389-4838 (Vietnamese) 

01 {j~_!i!_~OJl-E!-o~~ ~ii~NgJ-~~ ~go1~1°AI~1-844-396-0187£ <2!~oH ~~Al.2-. 

-111 o~ QI l:l I-§- ¥'a fil 0 I ~~ Oj £ .!i.2~ c ~ LI q. (Korean) 

Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa planong pangkalusugang ito, may 

karapatan ka na makakuha ng tu long at impormasyon sa iyong wika nang walang gastos. Upang makausap ang 

isang tagasalin, tumawag sa 1-844-389-4839 . (Tagalog) 

Ecm-1yBae11n11 n11u,a, KOTopoMy Bbl noMoraeTe, 11Me10TCR sonpocb1 no noBOAY Bawero nnaHa MeA11U,11HCKoro 

06cny>1<11saH11R, rn Bbl 11MeeTe npaso Ha 6ecnnaTHoe nony4eH11e noMow,11 11 11H¢opMau,1111 Ha pyccKoM R3b1Ke . ,ll,nR 
pa3rosopa c nepeBOA411KOM no3BOHl1Te no Tene¢oHy 1-844-389-4840. (Russian) 

wL. _,h...JI_, o~L......ll ~ J~I c} tYJI 4..ili 'o~ ~\ ~ !.>"' ~ ~\ o~L....:i ~ lS.ll _,\ 4..ll u\.S u] 

(Arabic} 1-844-396-0189 y J,...a:il r;-fa C"' 6..l..:..'.i.l.l.J..ilS.:i ~I l.J3..l i.J-o ~ ~_)_,y.a.JI 

Rvs 3/13/2017 1 19199v 3v 2017 



3/[Type	  here] [Type	  here] [Type	  here]
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