3iE Providence

Health Assurance

®OPMA PASPELHIEHUA YYHACTHUKA (-IIbI)
MEMBER AUTHORIZATION FORM

3anosiauTe 3Ty (hopMy 11st ipeocTapieHust komnanuu Providence Health Assurance (PHA) paspermienus
Ha niepeavdy Bammx MeIuIMHCKUX TaHHBIX APYTHM JIMaM. [J1s1 KOppEeKTHOTo 3aroJIHeHUs] HH(POpMaIn
B 4aCTH A UCIOJIb3YHTE CBOIO WACHTU(PUKAIIMOHHYIO KapTy y4yacTHuKa (ID-kapty).

R/ R/
L0 L0 L X4 L X4 L X4

YACTD A. CBEAEHUSA Ob YYACTHUMKE (-IUE) (Ykasxcume ceou umsa, pamunuro u

JUYHYI0 UH(OpMayuo)
PART A: MEMBER INFORMATION (Provide your name and personal information)

daMuiins y4acTHUKA (-I1bI) Nms yyacTHuKa (-11b1) Nuaunnman BToporo nMeHu
Member Last Name Member First Name Middle Initial
JlaTta poxIeHusl y4aCTHUKA Nnentudukanuonnsiii Homep | Homep rpynmsl (cm. ID-kapTy)
(-11BI) yuacTtHuKa (-1161) (cM. ID-kapty) | Group Number (see your
Member Date of Birth Member Identification Number | ID card)

(see your ID card)
AJipec ydacTHUKa (-11bI) C ['opon, mTatr u NOYTOBBII OcHoBHO HOMep TenedoHa
yKa3aHUEM yJIHIIBl 1 HOMepa WHJIEKC Preferred Phone Number
aoma City, State, and Zip Code
Member Home/Street Address

YACTB B. KOMY MOXET BbITb IIEPEJAHA MOSI UH®OPMALUSA (Ykarxcume
uMeHa auy, Komopule mo2ym noayuamo Bawu meouyunckue oannole)

PART B: INDIVIDUAL(S) WHO MAY RECEIVE MY INFORMATION (Name of the
individual(s) you are authorizing to receive your health information)

S moHMMaro, 4TO BCE MEPEUUCIICHHBIC HIDKE JIUIA TOJKHBI OBITH cTapiie 18 Jer.
[ understand the below-named individual(s) must be 18 years of age or older.

1. Imst u pamMunmst yIioTHOMOYEHHOTO JIUTIA:
Name of authorized individual:




Kem npuxoaurcs yuactauky (-ue): [ Cynpyr (-a) U IMaprtuep (-ma) [ Jdpyr/moapyra
L] JIuno, ocymectsistomiee yxon [ Ctpaxosoii Opokep [ [pyroe
Relationship to Member: [ Spouse [] Domestic Partner [ Friend [ Caretaker [ Broker [ Other

2. Ims u paMuinust ynolmHOMOYEHHOTO JIULIA:
Name of authorized individual:

Kem npuxoaurcs yuactauky (-uie): [ Cynpyr (-a) U IMapruep (-ma) [ Jdpyr/moapyra
[1 JIumo, ocymectpistoniee yxon [ Crpaxosoii Opokep [l JIpyroe
Relationship to Member: [1 Spouse [1 Domestic Partner [ Friend [ Caretaker [ Broker [ Other

3. Ims 1 pamunus ynoJTHOMOYEHHOTO JIUIIA:
Name of authorized individual:

Kem npuxoaurcs yuactauky (-uie): U Cynpyr (-a) U IMaptuep (-ma) [ JIpyr/moapyra
L] JTuno, ocymectsistoriee yxon [ Crpaxooii Opokep [ [pyroe
Relationship to Member: [ Spouse [] Domestic Partner [ Friend [ Caretaker [ Broker L[] Other

YACTD C. HEJIb PASPEINEHUA (Ykaxcume npuuuny évioauu 3mozo paspeuienus,
OMMeEmue coOomeem cmeyouwiuil NyHKm Huice)

PART C: PURPOSE OF MY AUTHORIZATION (Select your reason for making this
authorization by checking the appropriate box below)

[ MaunmaTuBa ydacTHHUKA (-11bI) (JIMIHAS PUYHHA)
Member Request (personal reason)

L1 Ipyroe (yrounwure):
Other (please specify):

YACTD D. CBEAEHUS, KOTOPBIE MOKET IIEPEJIABATDB PHA (Ommemvme nuosice
6UO0bl UHopMmayuu, Komopule Bol paspeuiaeme nam packpuvieams)

PART D: INFORMATION THAT CAN BE SHARED BY PHA (Select the information you are
authorizing to release by checking the appropriate box(es) below)

[ AneisiinoHHbIe 00paeHUs
Appeals

L1 JIbrotel 1 00beM CTPAXOBOTO MOKPBITHS
Benefits and Coverage

L] Muadopmarust 0 CTpaxoBBIX CIIyYasx U BbIIIIATax
Claims and Payment Information

O MenuumHCcKHUe 3armmucu
Clinical Notes

[] JInarHo3sl 1 METUITUHCKHE MPOTICTYPhI
Diagnosis and Procedure

[ CooTBeTcTBHE TPEOOBAHUSIM U PETUCTPALIUS B IPOTPAMME
Eligibility and Enrollment




[ ®dunancoBas uHpOpManus
Financial

[ CBeneHMs 0 CTPAaxOBBIX B3HOCAX, MOMOIIb C BOITPOCAMH/TIPOOJIEMaMHU 10 cYeTaM
Premium Information/Resolve Billing Questions/Problems

[] HampapJieHHs K CIICIIUAIMCTaM M MPEABAPUTEIBHOE COTIACOBAHME METUITUHCKUX YCITyT
Referrals and Preauthorizations for Medical Services

[ Ipyroe (yrounwure):
Other (please specify):

YACTDb E. KOHOUJTEHIINAJBHAS NTHO®OPMAILIMA, KOTOPYIO MOXET
IMEPEJIABATD PHA (Hanuwume céou unuuuanvl Hanpomue Kaxcoo2o euoa

KOH@uoeHyuanvHoul ungopmayuu, komopyro Bol paspewaeme nepeoasams)
PART E: SENSITIVE INFORMATION THAT CAN BE SHARED BY PHA (Write your
initials on the line next to each type of sensitive information you are authorizing to share)

Ecnu B Hamumx cucremax XpaHUTCS JII00ast U3 yKa3aHHBIX HIDKE KaTeropuil HHPpopMaIuu, ee
WCIIOJIb30BaHUE U Mlepeaada MOTYT NMOANAAaTh MO ACHCTBUE JIOTIOJHUTEIbHBIX 3aKOHOATEIbHBIX
HOPM.

*Mue uzeecmmo, umo Hekomopwvie 8U0bl KOHOUOCHYUATbHBIX CBEOeHUl, 8 YACIMHOCMU
Kacarowuecs ynompeoaeHus anko2ois/NCUX0aKmMUBHbIX 6eujecma, Haxo0amces noo 3aujumot
GhedepanbHbIX U PecUOHAILHBIX 3AKOHO8 0 KOHGDUOCHYUAILHOCIU U He NOOJIeHCam
pazenaueHuio 6e3 Moe2o NUCbMEHHO20 pa3peuetUs, 34 UCKTIOYEeHUEeM CTy4aes, YCmMaHOGIeHHbIX
3aKOHOO0AMENLCMBOM. ST NOHUMAIO U NOOMBEPHCOAt0, YMO PA3IAULEHUIO NOOTIEHCAN MOTILKO
me KOHQQUOeHyuaibHvle C6e0eHUsl, HaNpOmuUe KOMOpPbIX YKA3AHbL MOU UHUUUAITDL.

CBenenus, kacaromecs BUUY JIoKymMeHTanus u CBEICHUS
(mpoBeAeHUS TECTOB U JICUEHUS) 0 TICUXHATPUYECKOM CTaTyCe
HIV (testing and treatment) Mental Health Data and Records

*Nudopmarst 00 ynotpedIeHUr amKoros

Y MPOYUX IICUXOAKTUBHBIX BEIICCTB JlaHHbIe 0 OEpEMEHHOCTH
(IMarHoCTUKE, JICUCHUH, HATIPABJICHHUSIX K U pojiax (pernpoyKTHBHOM
CITCIIHATHICTaM ) 3JI0POBBE)

* Alcohol/Drug/Substance Use Maternity/Pregnancy
(diagnosis, treatment, referral information) (reproductive health)

Caenenus, Kacarolmecs
uHDEKIui, epeamuxcs
MIOJIOBBIM TTyTEeM (TIPOBEACHUS
I'enernueckas nnpopmaius (qaHHbIE 00 TECTOB U JICUCHHUS)
yCIyrax u TECTUPOBAHUM ) Sexually Transmitted lllness/
Genetic Information (services or tests) Disease (testing and treatment)




Ipumeyanue. Banmanuio poauTeseil/3aKOHHBIX OTMIEKYHOB HECOBEPIIICHHOJIETHUX : TT0
3aKOHOJIaTeIbCTBY HEKOTOPHIX mTaToB PHA MokeT ObITh 3ampeiieHo oopadbaTreiBaTh
Bamr 3anpoc o korpuAeHITMANBHON HHPOpMaIuu 0€3 THCEMEHHOTO COTIacHs
HECOBEPIIICHHOJIETHETO (-€i1) yuacTHUKA (-11bI).

Please note: To parents/legal guardians of minors, some state laws may prohibit PHA
from acting on your request about Sensitive Information without written authorization
from the minor member.

Iloonuce Hecosepuiennonemnezo (-eti) Jlama
yuacmuuka (-ybvt) Date
Minor Member’s Signature

YACTH F. PASPEIIIEHUE HA COBEPIIEHME JJEHCTBUM OT MOEI'O UMEHHA
(Huotce Bol mostceme ommemums admMunucmpamuenvle YynKyuu, Komopuie 0yoym

6bInoIHAmMb om Bawiezo umenu 00no unu neckonvko nuu, ykazaunvlx 6 YACTH B)
PART F: PERMISSION TO ACT ON MY BEHALF (You may authorize the individual(s)
named in Part B to perform administrative functions on your behalf as indicated below)

[] 3aka3 HOBOI UACHTHU(PUKAIIMOHHON KapThI
Request a new ID card

[] M3menenue moero aapeca
Change my address

[] BeiOop wiin u3MEHEHHE MOCTO TeparieBTa, MOJyYeHUEe OT Hero HHpopMaIuu
Inquire/choose/change my primary care provider

] OdopmiteHne/pekpaiieHue MOSro y4acTus B IJIaHE
Enroll/disenroll me from the plan

[ KoppekTupoBKa HEMOJHBIX/HEIOCTOBEPHBIX JeMOTrpadUuecKuX JaHHBIX (BO3pacTa, TeHiepa,
CEMEHHOro cTaTyca, pacoBOW MPUHAIIEKHOCTH)
Correct missing/erroneous demographic information (age, gender, marital status, race)

YACTbD G. JATA UCTEUEHUMS CPOKA JIEUCTBHUS BAILIEI'O PASPEIIEHUS
(Hacrosiee pa3penieHue 1ecTBYeT B TeueHHe 3 (Tpex) JIeT € AaThl ero NoANMCaHUus, eCJIu

Bbl He yka:keTe 00Jiee PAHHIOI ATy UCTEYEHH I 3TOr0 CPOKA)
PART G: DATE YOUR AUTHORIZATION EXPIRES (This authorization will remain in
effect for three (3) years from the date it is signed unless you specify an earlier expiration date)

[0 3 (tpm) roxa 0 JIpyrasi/6osee paHHss 1aTa HCTEICHUSI
Three (3) years Cpoka (YKaXUTe):
Other/earlier expiration date (please specify):




s orcumenen Kanughopruuu: Paspewenue, évioannoe ¢ Kanugopruu, ooviuno oeticmayem

1 (00umn) 200 ¢ damwvi noonucanus, eciu He yKazamos 0py2otl cpok. Makcumanvbhviil cpok Oelicmeus,
paspewennviii PHA, cocmasenaem 3 (mpu) cooa.

California Residents: An authorization form in California generally expires one (1) year from the
date it is signed unless a different expiration date is specified. The maximum expiration date
permitted by PHA is three (3) years.

YACTb H. AHHYJIMPOBAHMUE PASPEIHIEHUA U NIOATBEPXKXJAEHUE (Bawu npasa,
C6A3AHHbIE C OAHHBIM PA3PEULeHUEM, 6KIII0YAA RPAGO HA €20 AHHYUPOBAHUE)

PART H: REVOCATION AND ACKNOWLEDGEMENT (Your rights related to this
authorization, including the right to revoke your authorization)

Bbl uMeeTe mpaBo MMCbMEHHO aHHYJIMPOBATH JAHHOE pa3pellieHue B JI000E BpeMs JI0 1aThl €ro
rucreueHusd. B cnydae anHynmupoBaHus Bamu HacTosimero pa3peneHus NCnojib30BaHUE

U packpeiTue Bameil nHpopmanuu i yKa3aHHBIX 3[1€Ch LIeel MpeKpallaercs, 3a UCKIIOUeHUEM
JIeUCTBUM, yxe npeanpuHsaTeix PHA Ha ocHoBaHuu Baiiero npeapiaymero pa3penieHus.
Pe3ynbrarhl ucnionp30BaHms U niepeaadn Bameit nadopManmu, oCyIeCTBICHHBIX HA OCHOBAHHUH
Bamero paspemenus, OTMEHE HE TIOJJIEKAT.

Y1005l 100aBUTH YIOJTHOMOYCHHBIX JIUI] WM U3MEHHUTH pa3pelieHue, Bol JOMKHbBI 3a1I0JTHUTh

U TI0J1aTh HOBY1O (hopMy pazpelieHus. [ OTMEHBI CyIIECTBYIOMIETO pa3pelieHns He00X0aMMO
IIOJATh COOTBETCTBYIOIIEE MMCbMEHHOE 3asBIICHUE. AHHYJIMPOBAHUE BCTYNAET B CUJIY C MOMEHTA
o0pabotku PHA Bamiero nucbMeHHOT0 3asiBieHus. B 3asBneHnn q0mKHBI ObITh YKa3aHbl: Baie
MOJIHOE UMS, UACHTU(DUKAIIMOHHBIM HOMEp YYacTHHUKA (-11bl) U JaTta pokaeHus. JlIOKyMEeHT ciieyer
otrpaBuTh Ha aapec: Providence Health Assurance, P.O. Box 5548, Portland, Oregon, 97228-5548.

[TonnuckiBas yacte I, Bl genaere crnenyroniue 3asBIeHUS:

« Al nonumaro, paspewaio u npedocmasisiro komnanuu Providence Health Assurance npaso
UCNONb308aMb U NEPEOAsamyb MOU C8E0eHUsl HA YKA3AHHBIX gblude YCosusx. A noomeepaicoaio,
YUMo NOONUCHIBAIO SM) hopMY paspeuterust 00OPOBOIbHO. A NOHUMAr0, Ymo MHe Heo0S3ameNbHO
ROONUCLIBAMb MY (hopMY paspeuierust 01 NOTYYeHUs NedeHUs U OCYUeCmBIIeHUs: naamedicell
unu npas Ha 1veomuvl om komnanuu Providence Health Assurance.

A nonumaro, umo nocne nepedayu Moux OaAHHbIX YHOIHOMOYEHHOMY TUYY OHO CMOMCEM
UCNOIb306aMb U PACKPLIBAMb UX, 8 Pe3)Ibmame 4e20 OHU MO2Ym Ympamums 3auumy,
npeoyCMOmMpPeHHYI0 (edepanbHbiM 3aKkoHo0amenbcmeom. Ilpu smom s nonumaro, ymo
gedepanvroe unu pecuoHanIbHoOe 3aKOHOOAMenNbCME0 MONCEM YCMAHABIUBAMb 02D AHUYEHUS
Ha no8mopHoe pazaiauierue uHgopmayuu o mecmupoganuu va BUY unu ux pezynemamasx,
C8e0eHUll 0 NCUXUAMPUUECKOM Cmamyce, 2eHemuyeckol UHGopmayul, a maxkice OaHHbIX

0 HAPKOJI02UYECKOU OUACHOCUKE, JeYeHUU UL HANPABIeHUsIX K CNeYyUaIuCmamy.




YACTD 1. PASPEILIEHUE YYACTHMUKA (-IIbI) (/Ina opopmnenus pazpewienusn
pacnumiumecs U npocmasvme 0amy Huice)

PART I: MEMBER AUTHORIZATION (7o finish your authorization, sign your name and
write the date below

Iloonuce yuacmunuka (-yvt) Llama
Member’s Signature Date
Iloonucs ynonnomouenHo2o 3aKOHHO20 npedcmagumelis / Jlama
ONeKyHa y4acmuuxa (-yvl) . Date

Member’s Designated Legal Representative/Guardian Signature

Kem npuxooumcs yuacmuuxy (-ye): [ Pooumenv necosepuiennonemmneeo yuacmuuxa (-yot)
U *3axonnsiii onexyn U *Josepennocmo
Relationship to Member: [ Parent of a Minor [ *Legal Guardian U *Power of Attorney

*Ecau asma ¢hopma noonucvieaemcs e y4acmuukom (-yetl), cieoyem npuiodcums
ropuoudecKuti OOKyMeHm, noOmeepHCcOaouuli ONeKyHCcmao, Ui 008epeHHOCHb.
*If this form is signed by someone other than the member, please attach authorizing
legal documentation of guardianship or power of attorney.

YACTDB J. OTIIPABBTE 3AITIOJTHEHHYIO ®OPMY B KOMITAHUIO PROVIDENCE
HEALTH ASSURANCE

PART J: RETURN THE COMPLETED FORM TO PROVIDENCE HEALTH ASSURANCE

AJpec 31eKTPOHHOM MOYTHI: dakc: IHouToBbIi agpec:

Providence Health Assurance

o : Attn: Cust Servi
memberauthorizationrequest@providence.org | 503-574-8116 nP (;l S];);?(e; 5 4e8r viee

Portland, Oregon 97228-5548

C mobsiMu Bompocamu oOpaiaiitecs B Providence Medicare Advantage Plans mo Homepy 503-
574-8000 mmm 1-800-603-2340. JIunus a1 monb3oBareneit Teneraiina: 711. Mel paboraem 6e3
BbIXOAHBIX ¢ 8:00 10 20:00 (mo TMXookeaHCKOMY BpeMeHU). MbI He paboTaem 1o cyo0oTam u
BOCKpeceHbsIM B nepuof ¢ 1 anpenst mo 30 ceHTa0psi.

COXPAHUTE KOIIHUIO 3TON ®OPMbI
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