3iE Providence

Health Assurance

®OPMA PASPEHIEHUSA YUYACTHHUKA (-LIbI)
MEMBER AUTHORIZATION FORM

3anonHuTe 3TY hopMy 1s TipenocTapieHus komnanuu Providence Health Assurance (PHA) pasperenust
Ha nepeavdy Bammx MeIuIMHCKUX TaHHBIX APYTHM JIMaM. 7151 KOppEeKTHOTo 3aroJIHeHUs] HH(pOpMaIn
B YacTH A UCIOJIb3yHTE CBOIO UACHTU(PUKAIIMOHHYIO KapTy y4yacTHuka (ID-kapry).

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

YACTD A. CBEJIEHUS Ob YUYACTHMKE (-IIE) (Ykaxcume céou ums, pamuuio u

JUYHYI0 UH(OpMmayuo)

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

damwns ygacTHUKA (-1161)
Member Last Name

Nwms yaactauka (-1161)
Member First Name

HNuunuman BToporo uMeHu
Middle Initial

Jlata poxxaeHus ydaCTHUKA
(-1tb1)
Member Date of Birth

N nenTudukaiioHHBIA HOMEP
yuyacTHUKa (-1161) (cM. ID-kapTy)
Member Identification Number
(see your ID card)

Howmep rpymnmst (cM. ID-kapty)
Group Number (see your
ID card)

Anpec ydactauka (-11b1) ¢
YKa3aHHUCM YJIMIBI 1 HOMCpPa
aoMa

Member Home/Street Address

['opon, mTat ¥ MOYTOBBIM

HHACKC
City, State, and Zip Code

OcHoBHOM HOMep TenedoHa
Preferred Phone Number

YACTB B. KOMY MOJXET BbITb IIEPEJAHA MOSI UH®OPMAILUSA (Ykarxcume
uMeHa auy, Komopule mo2ym noayuams Bawiu 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 moHuMMaro, 4TO BCE MEPEUNCIICHHBIC HIDKE JIUIA TOJDKHBI OBITh cTapiie 18 Jer.
| understand the below-named individual(s) must be 18 years of age or older.

1. Ums u pamunust ynoTHOMOYEHHOTO JIMLA:
Name of authorized individual:




Kem npuxoaurcs yuactauky (-ue): [ Cynpyr (-a) U IMapruep (-ma) [ Jdpyr/moapyra
L] JIuno, ocymectristomiee yxon [ Crpaxooii Opokep [ pyroe
Relationship to Member: [ Spouse [1 Domestic Partner [ Friend [ Caretaker [ Broker [ Other

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

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

3. UM u (baMHJ]HH YIIOJTHOMOYEHHOTO JIMIIA:
Name of authorized individual:

Kem npuxoaurcs yuactauky (-uie): U Cynpyr (-a) U IMapruep (-ma) [ JIpyr/moapyra
L1 JTuno, ocymectsistoriee yxon [ Ctpaxooii opokep [ Ipyroe
Relationship to Member: [ Spouse [ Domestic Partner [ Friend [ Caretaker [ Broker [ 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)

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

YACTDb D. CBEAEHUS, KOTOPBIE MOXKET IIEPEJIABATDB PHA (Ommemuvme nuoice
6UO0bl UHoOpMauuu, Komopule Bol pazpewiaeme nam packpvieams)

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

[ AneisinoHHbIe 00paeHUs
Appeals

[ JIbroTsl 1 00bEM CTPAXOBOTO MOKPBITHS
Benefits and Coverage

L1 Madopmanus o CTpaXxoBBIX CIydYasX W BbIILIATAX
Claims and Payment Information

O Meauuuuckue 3anucu
Clinical Notes

[ JInarao3sl © MEIUIIMHCKUE MpOLETYPHI
Diagnosis and Procedure

[ CooTBeTcTBUE TPEOOBAHUSIM U PETUCTPALIUS B IPOTPAMME
Eligibility and Enrollment




[ ®dunancoBas uHpOpManus
Financial

O CBCI[CHI/ISI O CTpaxOBbIX B3HOCAX, IIOMOIIb C BOHpOC&MI/I/Hp06JICMaMI/I 110 CU€TamM
Premium Information/Resolve Billing Questions/Problems

D HaHpaBJIeHI/IH K criciquajancramM u Hp@I[BapI/ITeJ'IBHOG COorjiaCoBaHUC MCAUIIMHCKUX ycnyr
Referrals and Preauthorizations for Medical Services

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

YACTDb E. KOHOUJTEHIINAJBHAS NTHO®OPMAILIUA, KOTOPYIO MOXET
IMEPEJIABATD PHA (Hanuwume céou unuuuaivl Hanpomue Kax@coo2o euoa

Kon@huoenyuanvnou ungopmayuu, komopyio Bol pazpewmaeme nepeoaseamn)
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 Hamux cucreMax XpaHUTCS JII00ast U3 yKa3aHHBIX HIDKE KaTeropuil HHPpopMaluu, ee
WCIIOJIb30BaHUE U Miepeaada MOTYT NMOANAAaTh MO ACHCTBUE JIOTIOJHUTEIBHBIX 3aKOHOIATEIbHBIX
HOPM.

* MHe uzeecmmo, 4umo HeKomopbwle 8U0bl KOHOUOCHYUATbHBIX CBEOCHULL, 8 YACMHOCIU
Kacaroupuecst ynompeoieHust anko20J1/NCUX0aKmuHbIX 8euecms, Haxo0amcs noo 3auumon
GhedepanbHbIX U PeCUOHAILHBIX 3AKOHO8 0 KOHDUOCHYUAILHOCIU U He NOOJIeHCam
pasenauenuio 6e3 Moe2o NUCbMEHHO020 PA3PeuteHUsl, 3a UCKIIOUeHUEM CIyuaes, YCMAHOBIeHHbIX
3aKOHOOAMENbCMBOM. A NOHUMAI0 U NOOMBEPIHCOaIo, MO PA32NAUEHUIO NOOAEHCAM MOTLKO
me KOHMUOEHYUATbHbIE CBeOEHUS, HANPOMUG KOMOPbIX YKA3AHbL MOU UHUWUATIBL.

CBenenus, kacaromecs BY JIoKymMeHTanus u CBEICHUS
(mpoBeAeHUS TECTOB U JICUEHUS) 0 TICUXHATPUYECKOM CTaTyCe
HIV (testing and treatment) Mental Health Data and Records
*Nudopmarus 06 ynotpeOIeH!H aIKOTos

" IMPOYUX IICUXOAKTHBHBIX BCIICCTB I[aHHBIe (0] 6€peMeHHOCTI/I
(IMarHOCTHKE, JICUCHUH, HATIPABJICHUAX K Y poaax (pernpoayKTUBHOM
CITCIIHATHICTaM) 3JI0POBBE)
*Alcohol/Drug/Substance Use Maternity/Pregnancy

(diagnosis, treatment, referral information) (reproductive health)

Caenenus, Kacarolecs
uHDEKIui, epearmuxcs
MIOJIOBBIM TTyTeM (TIPOBEACHUS
I'enernueckas nnpopmaius (qaHHbIE 00 TECTOB U JICUCHHUS)
ycIyrax U TeCTUPOBAHHH) Sexually Transmitted lllness/
Genetic Information (services or tests) Disease (testing and treatment)




Ipumeyanue. Banmanuio poauTeseil/3aKOHHBIX OTMIEKYHOB HECOBEPIICHHOJIETHUX : TTO
3aKOHOJIaTeIbCTBY HEKOTOPHIX mTaToB PHA MokeT ObITh 3ampeiieHo oopadbaTeiBaTh
Bamr 3anpoc o korpuACHITMANBHON HHPOpMaIuu 0€3 THCEMEHHOTO COTIacHs
HECOBEpIICHHOICTHETO (-¢if) yaacTHUKA (-1161).

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 necosepwennonemnezo (-et) Jlama
yuacmnuuxa (-ywt) Date
Minor Member’s Signature

YACTH F. PASPEIIIEHUE HA COBEPIIEHHUE JJEUCTBUAM OT MOET'O UMEHHU
(Huotce Bol mostceme ommemums admMunucmpamuenvle YynKyuu, Komopuie 0yoym

8bInoIHAMb om Bawezo umenu o0no unu neckoivko auu, ykazannvix ¢ 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

[J] M3menenue moero aapeca
Change my address

[ BeiOop viiu M3MEHEHUE MOETO TepareBTa, MOJyuYeHHE OT HEero HH(MOPMAIUH
Inquire/choose/change my primary care provider

] OdopmiteHne/mpekpaiieHue MOSTro Y4acTus B IJIaHE
Enroll/disenroll me from the plan

D KOppCKTI/IpOBKa HGHOJ’IHI)IX/ HCIOCTOBCPHLIX )ICMOFpa(I)I/I‘{eCKI/IX JAHHBIX (BOBpaCTa, reHacpa,
CEMEHWHOro cTaTyca, pacCoBOM MPUHATICKHOCTH)
Correct missing/erroneous demographic information (age, gender, marital status, race)

YACTD G. JATA UCTEUEHHMSA CPOKA JIEUCTBHUSA BAIIET'O PASPEIIEHUSA
(Hacrosimee pa3penieHue 1elcTBYeT B TeueHHe 3 (Tpex) JIeT € AaThl ero NoANMCaHUus, eCJIU

Bbl He ykaxkeTe 0oJiee PAHHIOI ATy HCT€YEHHS 3TOI0 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 O JIpyrasi/6osee paHHss 1aTa HCTEICHUSI
Three (3) years cpoka (YKaKuTe):
Other/earlier expiration date (please specify):




s orcumeneu Kanugpopruu: Pazpewenue, svloannoe ¢ Kanughoprnuu, ooviuno oeticmgyem

1 (00umn) 200 ¢ oamwvi noonucanus, eciu He yKazamo 0py2oti cpok. MakcumanbHvill cpoK Oelcmaeus,
paspewennwviii PHA, cocmasnsiem 3 (mpu) 2ooa.

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 PASPEHIEHUA U NIOATBEPXJAEHUE (Bawu npasa,
C6A3AHHbIE C OAHHBIM PA3PEULeHUEM, 6KIIIOUAA NPAGO HA €20 GHHYUPOBAHUE)

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

Bbl uMeeTe mpaBo NMMCbMEHHO aHHYJIMPOBATH JAHHOE pa3pelieHue B JII000€ BpeMs JI0 1aThl €ro
rucreueHusd. B cnydyae anHynmnpoBanus Bamu HacTosimero pa3peneHns NCoJIb30BaHUE

U packpeiTue Bameil nHpopmanuu A yKa3aHHBIX 3[1€Ch Leel MpeKpallaercs, 3a UCKIIOUeHUEM
JeUCTBUM, yxe npeanpuHsaTeix PHA Ha ocHoBanuu Baiiero npeapiaymero pa3penieHus.
Pesynbrarhl Mcnonp30BaHms U niepeaaqn Bameit nadopManmm, oCyeCTBICHHBIX HA OCHOBAHHUH
Bamero paspemnienus, OTMEHE HE TIOJJIEKAT.

Y10o0nI I[OG&BI/ITB YIHOJHOMOYCHHBIX JINI UJIN U3MCHUTD PA3pPCIUICHUC, Bur JOJI’KHBI 3aIl10OJIHUTH

U TI0JIaTh HOBYIO (popMy pasperieHus. J{is OTMEHBI CyIIECTBYIOMIETO pa3peieHus He0OX0AMMO
noJaTb COOTBCTCTBYIOIICC ITMCbMCHHOC 3asBJICHHC. AHHyJ'H/IpOBaHI/Ie BCTYIIACT B CHUJIYy C MOMCHTA
o0pabotku PHA Bamero nucbMeHHOT0 3asiBieHus. B 3asBneHnn oM KHBI ObITh YKa3aHbl: Baie
MOJTHOE UMsI, UICHTU(HUKAIIMOHHBIA HOMEp YJacTHUKA (-11b1) U JaTa poXKACHUA. JJOKyMeHT cienyeT
oTrpaBuTh Ha aapec: Providence Health Assurance, P.O. Box 5548, Portland, Oregon, 97228-5548.

[ToanuceiBas yacts I, Bel genaere ciuenyromme 3asBICHUA:

«A nonumaio, paspewaro u npedocmagnsio komnanuu Providence Health Assurance npaso
UCNONb308aMb U NEPEOAsamyb MOU C8E0eHUsl HA YKA3AHHBIX gbluie YCosusx. A noomeepaicoaio,
UmMo NOONUCHIBAIO SM) hopMY paspeuterust 00OPOBOIbHO. A NoHUMAro, Ymo MHe Heo0s3amenbHO
nOOnUCHLBAMs Ny Ghopmy paspeuienus: 07 NOJYYEHUs NeUeHUsl U OCYeCmBIIeHUs: naamedicell
unu npas Ha aveomel om komnanuu Providence Health Assurance.

A nonumaro, umo nocne nepedayu Moux OAHHbIX YHOTHOMOYEHHOMY 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 pecuoHaIbHOe 3aKOHOOAMeNbCME0 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 HANPABIeHUSX K CNeYUAIUCmamy.




YACTD 1. PABPEHIEHUE YUYACTHUKA (-11bI) (/{nsn opopmaenus paspewmenus
pacnumiumecy U npocmasvme 0amy Huice)

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

Iloonuce yuacmuuxa (-ywt) Llama
Member s Signature Date
Ioonuce ynonnomouenno2o 3akonno2o npeocmasumens | Jlama
onekyHa yuacmuuxa (-ywl) » Date

Member’s Designated Legal Representative/Guardian Signature

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

*Ecau sma popma noonucwvieaemes ne yuacmuuxkom (-yeit), ciedyem npuiodcume
ropuoudecKuti OOKyMeHm, noOmeepHCcOaouuli ONeKyHCcmao, Ui 008epeHHOCb.
*|f this form is signed by someone other than the member, please attach authorizing
legal documentation of guardianship or power of attorney.

YACTD J. OTITIPABBTE 3AIIOJTHEHHY IO ®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
Attn: Customer Service

memberauthorizationrequest@providence.org | 503-574-8116 P.O. Box 5548

Portland, Oregon 97228-5548

C mo6siMu BompocamMu oOpaiaiitecs B Providence Medicare Advantage Plans mo nHomepy 503-
574-8000 mmm 1-800-603-2340. Jlunus a1 monb3oBareneit Teneraiina: 711. Ml paboraem 6e3
BbIXOAHBIX ¢ 8:00 10 20:00 (mo TMXookeaHCKOMY BpeMeHU). MbI He paboTaem 1o cyo0oTam u
BOCKpeceHbsIM B nepuof ¢ 1 anpenst no 30 ceHTa0psi.

COXPAHUTE KOIIHIO TON ®OPMbI
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