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Note, some level of risk is associated with sending your health information via unencrypted email
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(Summary of claims paid or denied. Does not include information on claims received but
not yet processed. If you would like the status of those claims, contact Customer Service.) /
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Provider(s) / $& it :
Details of request /

HIB TR -

[] Case Management/Medical Management/Utilization Management (Prior Authorizations) /
MNREH/ BT EEAAEE (FEELD

Date(s) of service /
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[0 Customer Service Inquiry (CSI) / & F? iR 2&# (CSI)
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PART D: SENSITIVE INFORMATION THAT CAN BE DISCLOSED BY PHA (Write your
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If our records contain any of the types of information listed below, additional laws relating to the
use and disclosure of the information may apply. /41 RIFRA T IEF A E UL B RMFHMEE, N
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*[ understand that certain types of sensitive information, including some that are related to
alcohol/substance use, are protected under Federal and State privacy laws and regulations
and cannot be disclosed without my written consent unless otherwise provided for in the
laws and regulations. I understand and agree that the below information will only be
disclosed if  write my initials on the line next to the specified sensitive information. / *7 ‘7
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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
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Minor Member’s Signature / K/ 5177 25+ Date / [H#]

PART E: MEMBER SIGNATURE AND DATE (Sign your name and write the date below) |
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Relationship to Member / 53 19K %: O Parent of a Minor / K FEN 9557
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*If this form is signed by someone other than the member, please attach authorizing
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