'a-etna Authorization to Release ECHS Category - PHIA
Protected Health Information
(PHI)

Protected Health Information (PHI) means information about your health. Federal and state laws
protect the privacy of your PHI. By signing this paper, you give us your OK. We will only give out the
PHI that you say we can share. And, we will only give it to the people or agencies that you list.

1. Who is the Medicaid Member?

First name Last name Middle initial
Member ID number Birthdate (MM/DD/YYYY) Phone number
Street

City, state, ZIP code

2. Who can the PHI be given to?
Person or company name Phone number

Street

City, state and ZIP code

Person or company name Phone number

Street

City, state and ZIP code

Person or company name Phone number

Street

City, state and ZIP code

Person or company name Phone number

Street

City, state and ZIP code

“‘Aetna” also includes Aetna’s subsidiaries, affiliates, employees, agents and subcontractors.
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ECHS Category - PHIA
3. What PHI can we share?

We will only share the PHI that you OK. Tell us the type of PHI by checking the box.
[] Any information requested [ ] Health (medical, dental, pharmacy, vision)
[] Long term care [ ] Patient management records

Sensitive Information: (this information may include diagnosis and/or treatment information)
[ ] Substance use disorder (alcohol/drug) [ | HIV/AIDS [ ] Sexually transmitted diseases
[] Behavioral health/Mental health (but NOT psychotherapy notes).

[] Other (please explain)

4. Why are you giving out this PHI?
Reason/Purpose:

5. This form is good for 1 year unless you give a shorter time below.
My OK is good from:

to
MM/DD/YYYY MM/DD/YYYY

“‘Aetna” also includes Aetna’s subsidiaries, affiliates, employees, agents and subcontractors.
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ECHS Category - PHIA
By signing below, | understand and agree:

e | can take back my OK by writing to the address on this form.

e |If you take back your OK it won’t take back the PHI we already shared. But we will not share any
more of your PHI.

e My chance to sign up for insurance will not change if | don’t sign this form.

o Whoever gets my PHI may share it with others. That means laws may not be able to protect my
PHI.
e The PHI | OK to share may include:
— Health condition and treatment information
— Chronic diseases
— Behavioral/Mental health conditions
— Substance use disorder diagnosis or treatment (alcohol/drug)
— Transmissible diseases, sexually transmitted diseases (HIV/AIDS), and genetic marker
information.
e | can get a copy of this OK by writing to the address on this form.

e Aetna will not share my PHI with whom | named unless | sign this form, and not with anyone else.

ATTENTION:
| must sign this form if any of the options below apply.

e | am 18 years of age or older.
e | am under 18 years of age and | am married or emancipated.
¢ My state allows me to be treated even if my parents or legal guardian do not agree.
e My PHI being shared may include one or more of the below conditions:
— Behavioral/Mental health conditions
— Substance use disorder diagnosis or treatment (alcohol/drug)

— Sexually transmitted disease (including HIV/AIDS)
— Reproductive health (including contraception, prenatal care and abortion).

6. Signature of Member or Authorized Representative.
Signature Date

Print name

If a legal representative signed this form, describe the relationship: (parent, legal guardian, Power of
Attorney, personal representative)

“‘Aetna” also includes Aetna’s subsidiaries, affiliates, employees, agents and subcontractors.
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ECHS Category - PHIA

Authorized Representative means you have legal proof that you can act for this person.
A representative signs for a person who cannot legally sign on his or her own. If the member is less than

18 years old, a parent, or guardian should sign for the minor. If you are a representative, signing this
form you must send legal proof you can act for this person.

Do you have questions? We can help. Call Aetna at 1-800-279-1878.

Please sign and return this completed form to: Aetna HIPAA Member Rights Team
PO Box 14079
Lexington, KY 40512-4079

Documents can also be faxed to: 1-859-280-1272

“‘Aetna” also includes Aetna’s subsidiaries, affiliates, employees, agents and subcontractors.
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vaetna

AETNA BETTER HEALTH® OF VIRGINIA

Nondiscrimination Notice

Aetna complies with applicable federal civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability or sex. Aetna does not exclude people or treat them differently
because of race, color, national origin, age, disability or sex.

Aetna:

e Provides free aids and services to people with disabilities to communicate effectively
with us, such as:
o 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:
o0 Qualified interpreters
o Information written in other languages

If you need a qualified interpreter, written information in other formats, translation or other services,
call the number on your ID card or 1-800-385-4104.

If you believe that Aetna has failed to provide these services or discriminated in another way on the
basis of race, color, national origin, age, disability or sex, you can file a grievance with our Civil Rights
Coordinator at:

Address: Attn: Civil Rights Coordinator
4500 East Cotton Center Boulevard
Phoenix, AZ 85040

Telephone: 1-888-234-7358 (TTY 711)

Email: MedicaidCRCoordinator@aetna.com

You can file a grievance in person or by mail or email. If you need help filing a grievance, our Civil Rights
Coordinator is available to help you.

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 https://ocrportal.
hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of Health and Human Services,

200 Independence Avenue, SW Room 509F, HHH Building, Washington, D.C. 20201, 1-800-368-1019,
1-800-537-7697 (TDD).

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Aetna is the brand name used for products and services provided by one or more of the Aetna group of
subsidiary companies, including Aetna Life Insurance Company, and its affiliates.

VA-16-09-02

“‘Aetna” also includes Aetna’s subsidiaries, affiliates, employees, agents and subcontractors.
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Multi-language Interpreter Services

ENGLISH: ATTENTION: If you speak English, language assistance services, free of charge, are available to you.
Call the number on the back of your ID card or 1-800-385-4104 (TTY: 711).

SPANISH: ATENCION: Si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia lingiiistica. Llame
al numero que aparece en el reverso de su tarjeta de identificacion o al 1-800-385-4104 (TTY: 711).

KOREAN: =2|: $t=20E AEstA = AR, A0 XY MH|AS REE 0[5t = JELICH #5te| 1D 7t= KT
U= HSZL 1-800-385-4104 (TTY: 711) HO 2 Qiats] FAA Q.

VIETNAMESE: CHU Y: néu ban ndi tiéng viét, cé cac dich vu hd tre ngdn ngir mién phi danh cho ban. Hiy goi s&
c6 & mat sau thé id cta ban hoac 1-800-385-4104 (TTY: 711).

CHINESE: J3 & : MREFHERE P - B GEEESESIEDRT - FEELHN ID FEHERER
&5} 1-800-385-4104 (TTY: 711) °

ARABIC: S sall pdl e Jos) laally el a0 65 2 pall sacLiaall ciladd o ey yal) Aol aani i€ 13 2 sale
(711 ;2S00 5 aall) 1-800-385-4104 Jo o dnad al) eliithy Cala

TAGALOG: PAUNAWA: Kung nagsasalita ka ng wikang Tagalog, mayroon kang magagamit na mga libreng serbisyo

para sa tulong sa wika. Tumawag sa numero na nasa likod ng iyong ID card o sa 1-800-385-4104 (TTY: 711).

PERSIAN: oobed b, 2n3l 45213 an jiud () S Ciland 45 2 55 o G801 ) o g 4 S (o Casmaa sl gl 40 S
2,80 O (TTY: 711) 1-800-385-4104 o bedi L b (Jilid & S Cally jnoadiz o

AMHARIC: “7900.9:- A7ICT 291.57%- Dy £A 9°79° he P e87% 296 RIAeFT? T1TT T @Fafes (ACHS A4 hee
£ca o80T ah ¢rC @29° Nhah #7C 1-800-385-4104 (TTY: 711) LLM-4-:

URDU: - o ol cde 23 25 ol oboas S sie Glate o 0U) 55 o = 0l sl of Slis 25
-oeS Aaily  (TTY: 711) 1-800-385-4108 U, i 35250 gz =5 5,6 slid

FRENCH: ATTENTION: si vous parlez frangais, des services d’aide linguistique vous sont proposés gratuitement.
Appelez le numéro indiqué au verso de votre carte d’identité ou le 1-800-385-4104 (ATS: 711).

RUSSIAN: BHUMAHME: ecnu Bbl roBOpUTE Ha PYCCKOM A3bIKE, BAM MOTYT NPeAocTaBmMTb BecnnatHble yeayru
nepesoaa. Mo3BOHWUTE NO HOMEPY, YKa3aHHOMY Ha 0BpaTHOW CTOpOoHe Bawel MAeHTUPUKALMOHHON KapToUuKH,
unu no Homepy 1-800-385-4104 (TTY: 711).

HINDI: &7+ & Ife T Bt e sferd € aT afraeh forg wet |graar J4ard. {790 3T & | S0 srssf
FTE % TY WHT § {30 T T 72497 1-800-385-4104 (TTY: 711) TT FHiT F

GERMAN: ACHTUNG: Wenn Sie deutschen sprechen, kénnen Sie unseren kostenlosen Sprachservice nutzen.
Rufen Sie die Nummer auf der Riickseite Ihrer ID-Karte oder 1-800-385-4104 (TTY: 711) an.

BENGALI: T3 FFal: IMM IS IR FAT IEE, O RAF6@ ST ST¥el A&H@ar 5695
AR AFAE AFEIMIT SEOIMWE AT T5F IYTT 1-800-385-4104 (TTY: 711) T (FIF FF|

KRU: TU DE NA JiE BO: € yema wlu bé2 fi a po Klao Win, néé 4-4 win kwa cetlyo+ ne-14, i belé-6 bi

ma-6 mi bo ko putu bo. Da nobi né & nea-o fi-a jie jipolé katéh je na kpoh, md5 1-800-385-4104 (TTY:711).
IGBO {IBO): NRUBAMA: Q buru naina asu Igbo, oru enyemaka asusu, n’efu, diiri gi. Kpoo nomba di n'azu nke
kaadi ID gi ma o bu 1-800-385-4104 (TTY: 711).

YORUBA: AKIYESI: Ti o ba so &dé Yoruba, awon oluranléwo ipése eéde ti wa ni I fun o 16feé, pe ndnba ti
6 wa léyin kdadi idanimao re tabi 1-800-385-4104 (TTY 711).

VA-16-09-02

“‘Aetna” also includes Aetna’s subsidiaries, affiliates, employees, agents and subcontractors.
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