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MEMBER AUTHORIZATION FORM
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PART A : MEMBER INFORMATION (Provide your name and personal information)

ARG XRIER (BLEEHEENINIEE)

Member Last Name Member First Name Middle Initial

=R X RYT i) 44 B

Member Date of Birth Member Identification Number | Group Number (see your

2R A H I (see your ID card) ID card)
R Eminls G IE |45 GEZWER ID R
1D £)

Member Home/Street Address | City, State, and Zip Code Preferred Phone Number

2 T X RE T i H YT A S i H I S

PART B : INDIVIDUAL(S) WHO MAY RECEIVE MY INFORMATION (Name of the

individual(s) you are authorizing to receive your health information)

B #4r: ATERWRIEERNN (BGRERERFE S INLEE)

| understand the below-named individual(s) must be 18 years of age or older.
W T AEUL AN N4 18 Jil %
1. Name of authorized individual :

1 RN

Relationship to Member : [1 Spouse [1 Domestic Partner [ Friend [ Caretaker [ Broker [1 Other
Haoikk: O OxEHE Ok ORBE O O HAR




2. Name of authorized individual :

2. AN WEA -
Relationship to Member : [ Spouse [1 Domestic Partner [ Friend [ Caretaker [ Broker [ Other
5k sk: ORE OxEMfE Ok ORBE Of24AN O Hih

3. Name of authorized individual :

ECOUN =P

Relationship to Member : [1 Spouse [1 Domestic Partner [ Friend [ Caretaker [ Broker [1 Other
Haoimkk: O OXEMfE Ok ORBE Of24 A O HAl

PART C : PURPOSE OF MY AUTHORIZATION (Select your reason for making this

authorization by checking the appropriate box below)

C #5: R B B (GFLL FHEAAIGHE, SEFERLE R AR AT

L1 Member Request (personal reason)

O &gk (O NEED
L1 Other (please specify) :
O A GHEBHD -

PART D : INFORMATION THAT CAN BE SHARED BY PHA (Select the information you

are authorizing to release by checking the appropriate box(es) below)

D #4)r: WIH PHA D ZERIEE GFAZE FEIENE THE, EFEERRR ARG E)

[ Appeals
O Lif
[ Benefits and Coverage

O A ) 0 £

1 Claims and Payment Information
O RIG AT E B

L1 Clinical Notes

O i PR i s

[1 Diagnosis and Procedure

O 2 Wi AR Fr

L1 Eligibility and Enrollment

O Bk AR

[] Financial

O 455

[ Premium Information/Resolve Billing Questions/Problems
O £ 2l 45 JE /At R T B i) R/ 4




O Referrals and Preauthorizations for Medical Services

O F2r AB 7 AR 55 PS54

[ Other (please specify) -
O FAfth GEEND -

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)

E#4%: WH PHA FERBRGER (FELERNA ZRFEE G BEL % L, B
B4 571
RIS DU MERISSRAE S, W AT REE M -5 45 B8 AT A S i H AR A

* I RIS IR G B CIT— L5 P (e B KM 15 8 BRI
RIEEIZHIIRY s G ATELEZ T FHIE I REETNI T3 10 [ AU - e
HREH e, R A TR AR B 2 LB E RIS B F R 7, LT 158
A SR -

HIV (testing and treatment) Mental Health Data and Records
g R Gl AnadT ) O PR FEHEEATIE K
*Alcohol/Drug/Substance Use Maternity/Pregnancy
(diagnosis, treatment, referral information) (reproductive health)
kG217 A% B

CizWr. 3897 HEMEED CAEBE D

Sexually Transmitted lliness/
Disease (testing and treatment)
Genetic Information (services or tests) PEAE R/
AR AE S (RSB e Chanill AR 7 )

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.

BHER: N TARBEENBEHEE RPN, FELE R T RE 25 1k PHA 7ER
BRAFAR BLAF 23 3 A5 TP A B 00 T o6 FS 32 (0 S BURE BB SR R BT BN«

Minor Member’s Signature Date

AKIHTF 2R 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)

F #0Y: REBATEMBA (H LR B AP RE T NELSEITH FITBORRE)
[1 Request a new ID card

O HiFH7 ID

[1 Change my address

O 58 R ik

L1 Inquire/choose/change my primary care provider

[ i) i /326 6/ 58 5 FR W) S DR A i

1 Enroll/disenroll me from the plan

O AL IRGR IR TR

L1 Correct missing/erroneous demographic information (age, gender, marital status, race)
O F RS IEPA LGS GRS . SWIREL. Mg

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)

G #ar: BRI ARR (EENEEEEZAR= Q) EFAEN, BRIEREETER
A R )

0 Three (3) years [0 Other/earlier expiration date (please specify):
= (3) oAt/ 58 FL A ROUIR. GEESD -

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.

NG R M, BT R 7 F 45 2 Htd— (1) F. BrF7H75E. PHA
T HFHIR A ZHIET = (3) -

PART H: REVOCATION AND ACKNOWLEDGEMENT (Your rights related to this

authorization, including the right to revoke your authorization)

H#5: WS\ (ESERREGKHRT, CRE#HEBERAIIF)

T BAEA FOWHPR 2 A B I DU TR U AR . R EHREH AL, AN F T AL
W BT 1 B A B3 B S S R, H PHA MR 2 B A O & R B ATATT AT BIER Sk
2 IEERE CHEAT B AR AT FH Bl R 2 AN Pl e
WA NBOS AT HANE L, EHEE IR HRENER .. MFHREEI A%
B BRI HIE, HEESAT AR RN . B HE 24 PHA BT, HhidH
BIAERL. B HRIELABE BN A24. =0 ID SAHAHB, HaUllE 2 Providence
Health Assurance, #hilik: P.O. Box 5548, Portland, Oregon, 97228-5548.




BB E RN R, AR\ EEZ DL F N A
“TCEERE, 7 E £ 70 ¢F Providence Health Assurance 7248761 |- 2K [ A1 226 1
156 . FeUFHIF RS Z LB 5. F6 8 F Providence Health Assurance 7745852
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PART I: MEMBER AUTHORIZATION (To finish your authorization, sign your name and

write the date below)

| 35y SR (EmEBRR, EFE T USZEHHEH S L)

Member’s Signature Date
RABH HH
Member’s Designated Legal Representative/Guardian Signature Date
RRIGE LR B NTL HA

Relationship to Member: [ Parent of a Minor [ *Legal Guardian LI *Power of Attorney
GLAHIRF: O KEFAILE O*LERT A O*AEHK

*|f this form is signed by someone other than the member, please attach authorizing
legal documentation of guardianship or power of attorney.

* YR AT 2207 LIS TN FE, 15 LN 2T 135 B RGEE A

PART J: RETURN THE COMPLETED FORM TO PROVIDENCE HEALTH ASSURANCE

J#4r: KIEZHRALE PROVIDENCE HEALTH ASSURANCE
T HR4A - R MR 25 -

Providence Health Assurance
berauthorizat . .4 503-574-8116 Attn: Customer Service
memberauthorizationrequest@providence.org -374- P.O Box 5548

Portland, Oregon 97228-5548




MEEEAE#E, FRALTHESHMETREMLFETTR] (Providence Medicare Advantage Plans
), EiE: 503-574-8000 =% 1-800-603-2340, TTY AANILFT 711, BNEELXBYFNR
, REEEIALF 8 mEBE 8 & (KF*ME) . M4B1BZEZ9IA30H, AREE

ARS5

BRE LR BIADEER
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