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AUTHORIZATION FOR USE OR DISCLOSURE OF HEALTH INFORMATION
If you have any questions, please call Member Services at 916.563.2250, 888.563.2250 toll-free or 888.877.5378 TDD/TTY.

A. Use this form to authorize Western Health Advantage ("WHA") to use or to disclose your health
information to another person or organization.

1. Person (the "Member"”) whose information is to be disclosed

Member name and address:

Member ID number: Date of birth:

2. Person (the “Recipient”) authorized to receive the Member’s information

Recipient’s name:

Recipient’s address:

Recipient’s relationship to the Member:

3. Information to be disclosed to the Recipient

check one:  Any or all information that WHA maintains. This may include information relating to the Member’s medical
care, diagnosis, providers, insurance or benefit claims/payments, and/or financial/billing information. This
does not include Sensitive Information unless specifically approved below.
OR Only the following information, or types of information, WHA maintains (check all that apply):
1 Claims status [ Authorization status [ Referral status [ Other

4. Is the Recipient authorized to receive Sensitive Information as described below?
check one: d NO - PROCEED TO SECTION 5
OR QYES - SELECT ONE (a or b) OF THE FOLLOWING

| specifically authorize the Recipient to receive:

a. d Psychotherapy notes: If you check this box, you may not check any of the other boxes in section b.
below. An authorization for the release of psychotherapy notes may not be combined with an authorization
for disclosure of any other type of information. PROCEED TO SECTION 5.

OR b. d Complete this section ONLY IF you did not check box 4(a) above and you wish to authorize disclosure of
any of the following types of Sensitive Information* (check all that apply):

[ All sensitive information OR [ Abortion 1 Alcohol/substance abuse** 1 Genetic information
O HIV/AIDS 1 Mental health 1 Pregnancy

O Sexual, physical, or mental abuse [ Sexually transmitted illness

*Note to parents/legal guardians of minors 12 years of age or older: You may be unable to obtain or authorize the use or disclosure
of certain types of Sensitive Information about the minor without the minor’s own written authorization. This may include the types of
Sensitive Information listed above as well as information regarding infectious diseases, rape/sexual assault, and certain outpatient mental
health counseling/treatment. If the minor is 17 years of age or older, disclosure of information relating to domestic violence and blood
donations also requires the minor’s authorization.

**For Recipient of Substance Abuse Information: This information has been disclosed to you from records protected by the Federal
Confidentiality of Alcohol or Drug Abuse Records rules (42 CFP part 2). The Federal rules prohibit you from making any further disclosure
of this information unless further disclosure is expressly permitted by the written consent of the person to whom it pertains or as otherwise
permitted by 42 CFR part 2. A general authorization for release of medical information or other information is not sufficient for this purpose.
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5. Reason for this authorization
check one: 1 The information is about me and is to be used or disclosed at my request.

1 Other (please specify):

B. Expiration and revocation

This authorization will remain in effect for one year from the date of your signature below UNLESS a different date is
specified here: Month Day Year

You have the right to revoke this authorization at any time by notifying WHA in writing. Revoking this authorization will
not affect information we use or disclose before we receive your revocation request. If this authorization is given by a
parent or legal guardian on behalf of a minor, it will expire on the minor’s eighteenth birthday.

C. Signature

| have read this form, and | understand and agree to its terms. | direct WHA to use or to disclose the information to
the Recipient as directed above. | understand that once my information is disclosed, it could be re-disclosed by the
Recipient and may no longer be protected by privacy laws, including the federal Health Insurance Portability and
Accountability Act of 1996. | also understand that signing this form is of my own free will.

I understand that WHA may not condition payment, enrollment in a health plan or eligibility for benefits on whether |
sign this authorization. | am entitled to a copy of this form.

Signature Date

Print name

D. Personal or legal representatives or guardians

If this form is signed by someone other than the Member or the parent of a minor, such as a personal/legal
representative, guardian or executor, you must also submit legal documentation showing your authority to act on behalf
of the Member (or the Member's estate) to authorize the use or disclosure of the Member’s health information. Such
documentation may include, for example: 1) Durable Health Care Power of Attorney; 2) current, valid documentation

of court-ordered guardianship; or 3) other valid legal documentation showing your authority to act on behalf of the
Member (or the Member's estate).

Please also complete the following:

Representative’s name (print):

Relationship to Member:

Type of documentation submitted:

Keep a copy of this Authorization for your records.

Mail completed form to: Western Health Advantage, Attn: Member Services
2349 Gateway Oaks, Suite 100, Sacramento, CA 95833

Fax to: 916.568.0126
Email to: memberservices@westernhealth.com

Questions? Call:  916.563.2250 | 888.563.2250 toll-free | 888.877.5378 TDD/TTY
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Western Health Advantage complies with applicable Federal and California civil rights laws and does not
discriminate on the basis of race, color, natfional origin, ancestry, religion, sex, marital status, gender, gender identity,
sexual orientation, age, or disability, as applicable. Western Health Advantage does not exclude people or treat
them differently because of race, color, national origin, ancestry, religion, sex, marital status, gender, gender identity,
sexual orientation, age, or disability.

Western Health Advantage:
Provides free aids and services to people with disabilities to communicate effectively with us, such as:
¢ Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other formats)
Provides free language services to people whose primary language is not English, such as:
¢ Qualified interpreters
¢ Information written in other languages
If you need these services, contact the Member Services Manager at 888.563.2250 and find more information online
at https://www.westernhealth.com/legal/non-discrimination-noftice/.

If you believe that Western Health Advantage has failed to provide these services or discriminated in another way on
the basis of race, color, national origin, ancestry, religion, sex, marital status, gender, gender identity, sexual
orientation, age, or disability, you can file a grievance by telephone, mail, fax, email, or online with: Member Services
Manager, 2349 Gateway Oaks Drive, Suite 100, Sacramento, CA 95833, 888.563.2250 or 916.563.2250, 888.877.5378
(TTY), 916.568.0126 (fax), memberservices@westernhealth.com, https://www.westernhealth.com/legal/grievance-
form/. If you need help filing a grievance, the Member Services Manager is available to help you. For more
information about the Western Health Advantage grievance process and your grievance rights with the California
Department of Managed Health Care, please visit our website at https://www.westernhealth.com/legal/grievance-
form/.

If there is a concern of discrimination based on race, color, national origin, age, disability, or sex, you can also file a
civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, electronically
through the Office for Civil Rights Complaint Portal, available at:

Website: https://ocrportal.nhs.gov/ocr/portal/lobby.jsf; Mail: U.S. Department of Health and Human Services,
200 Independence Avenue, SW, Room 509F, HHH Building, Washington, D.C. 20201; Phone: 800.368.1019 or
800.537.7697 (TDD). Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

ENGLISH
If you, or someone you're helping, have questions about Western Health Advantage, you have the right to get help
and information in your language at no cost. To talk to an interpreter, call 888.563.2250 or TTY 888.877.5378.

SPANISH

Si usted, o alguien a quien usted estd ayudando, tiene preguntas acerca de Western Health Advantage, tiene
derecho a obtener ayuda e informaciéon en su idioma sin costo alguno. Para hablar con un intérprete, llame al
888.563.2250, o al TTY 888.877.5378 si tiene dificultades auditivas.

CHINESE
MREE  HEEBEEHBNER , BEMWestern Health Advantage FEIRERE , B EEAN R BULENBESEIEE
MAL, A —(UBES , FEREFEs88.563.2250 FEFE A L E4R(1TY) 888.877.5378,

VIETNAMESE

Néu quy vi, hay ngudi ma quy vi dang giup dd, c6 cau hoi vé Western Health Advantage, quy vi s& c6 quyén duogc gitp va co
thém thong tin bang ngdn ngir ciia minh mién phi. Dé ndi chuyén véi mot théng dich vién, xin goi s6 888.563.2250, hoic goi
dudng day TTY danh cho ngudi khiém thinh tai s 888.877.5378.

TAGALOG

Kung ikaw, o ang iyong tinutulangan, ay may mga katanungan fungkol sa Western Health Advantage, may
karapatan ka na makakuha ng tulong at impormasyon sa iyong wika ng walang gastos. Upang makausap ang
isang tagasalin, ftumawag sa 888.563.2250 o TTY para sa may kapansanan sa pandinig sa 888.877.5378.
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KOREAN
Oter 26t L= Aol 810 Ues HHE AFZE0| Western Health AdvantageOll 2ol M 2201 JCHH A ol= el st
T2 ZFEE SIS AHZ HIE 2Y Q10| €2 == U= Al ASLICH DZH S AL 012156421
888.563.22500| L} & 2f HOHOI S TTY 888.877.5378=2 HEGIYAIL.

ARMENIAN
Bpt Mnip jud 2tp Ynnuhg ogunipinitt unwugnn wtdp hwpgkp niith Western Health Advantage-h dwuht, nip
hpwyniup nittp wdwp ogunipinit b mbnklnipnitubp vnwbwnt bp twpiptnpws 1kqyny: Fupqduish hkwn
Junubkym hwdwp quiquhwpt’p 888.563.2250 hwdwpny Ywd TTY 888.877.5378 junnnipjul hkwn jutghplbp
niukgnnubph hwdwn:
PERSIAN-FARSI )
A4S 2 )l )y ol G 2l 438l (i sal Gl () jius) Western Health Advantage 2,se 5o J) s ¢ wiSae S 5l 43 ladi 48 S L i )
GRS A8 A 8l «5888.563.2250 4o jled b ikl aplat il By k4 ) sk L3 2 e 5SS
g Ll 2 2l 888.877.5378 lad

RUSSIAN

Ecany Bac unu nnuya, KOToOpomy Bbl NOMOraeTe, UMeKTCA BONpochkl No nosoagy Western Health Advantage, To Bbl
nMmeeTe NpPaBo Ha becnaaTHoe NoAyYeHWe NOMOLLM U MHPOPMALLIMKM Ha Ballem A3biKke. [1na pa3rosopa ¢
nepeBoAYMKOM NO3BOHUTE NO TenedoHy 888.563.2250 unm Bocnonbayntecb AMHMen TTY Ana nnL, ¢ HapyLeHUamm
cnyxa no Homepy 888.877.5378.

JAPANESE
CARABR., FEEFHROEDEIY DA TE., Western Health Advantage [T DWT ZEBIN S SWELE=H, ZFE
SETHR—FEZITY, BREAFLEYTDHZIENTEET, HEEIHINYFEFRA, BREBEINSS
&. 888.563.2250F THEFEC L\, HEEENWNERTIYZ CHADIES(E, 888.877.5378F THEFEC F LY,
ARABIC
@ Lasleal) gaclial) e Jgeanll 8 5all clali cWestern Health Advantage  swadd Lid aclud (add gal f bal \S )
.888.877.5378 aaull Cilaial (TTY) (il il o8 5 51 <888.563.2250 = duail an yie g ianill A& &) (90 (po Slinlydy ) 5 juiall

PUNJABI
Aad A, A A f3A € 3A He' 99 9J I, ® Western Health Advantage 519 AT & 3, 3% wiet 37T &9 Hee
W3 ArEdl ITHS JI6 T Wi J1 TIHIE &% 318 d96 B8, 888.563.2250 ‘3 H U 3 HES R wiAHIE JIded

Zer 888.877.5378 ‘3 B IJ|

CAMBODIAN-MON-KHMER

PEOSIOHA USINMMEURNNGWER NSAIAMNGH Western Health Advantage 18, HRAMSAIGSGUSSWSHARNS
istigimanuRsER EwsHAMAY HERUNWMGWHAUALY ABGIATY 888.563.2250 U TTY AIUHANIGIAGS Muia
888.877.53784

HMONG

Yog koj, los yog tej tus neeg uas koj pab ntfawd, muqj lus nug txog Western Health Advantage, koj muaj cai kom lawv
muab cov ntshiab lus ghia uas fau muab sau ua koj hom lus pub dawb rau koj. Yog koj xav nrog ib fug neeg txhais
lus tham, hu rau 888.563.2250 los sis TTY rau cov neeg uas tsis hnov lus zoo nyob ntawm 888.877.5378.

HINDI

gfe 319, At g fdr 1 39 #Ace 1%’ ET,QF Western Health Advantage FH IR H 9T % <‘-|T,3-1T':|T=Iff YT
HIYT H Hee Ul SRl YIed = 1 SR g1 G & @y o1d A & AT, 888.563.2250 0 A1 G RE
HauT & AN EAS & fov 888.877.5378 U dhiel |

THAI

WINAM visaAuNAMAYa A AaNNNeaiL Western Health Advantage
AuNANENazlffumnudasmaauazdoyaluntmnaesguldlaglaifianldany iayanaiuas s 888.563.2250 visal4TTY
duiuauynuaninging 888.877.5378
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