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Authorization to Use and Disclose

Health Information

Notice to Member:

o Completing this form will allow WellKids by PA Health & Wellness to (i) use your health information for a
particular purpose, and/or (ii) share your health information with the individual or entity that you identify on this
form.

e You do not have to give permission to use or share your health information. Your services and benefits with
WellKids by PA Health & Wellness will not change if you do not submit this form.

o If you want to cancel this authorization form, send us a written request to revoke it at the address on the bottom
of this page. A revocation form can be provided to you by calling Member Services at the phone number on the
back of your Member ID card.

WellKids by PA Health & Wellness cannot promise that the person or group you allow us to share your health
information with will not share it with someone else.

Keep a copy of all completed forms that you send to us. We can send you copies if you need them.

If you need help, contact Member Services at the phone number on the back of your Member ID card.

Fill in all the information on this form. When finished, mail the form and any supporting documentation to
WellKids by PA Health & Wellness

ATTN: Compliance Department

1700 Bent Creek Blvd., Suite 200

Mechanicsburg, PA 17050

Aviso al (la) afiliado(a):
o Al llenar este formulario, usted autoriza a WellKids by PA Health & Wellness a (i) que use su informacion de
salud

para un fin en particular, y/o (ii) que la dé a conocer a la persona o entidad que usted identifique en
este formulario.

o Usted no tiene que firmar este formulario ni dar permiso a usar o dar a conocer su informacion de salud. Sus
servicios y beneficios de WellKids by PA Health & Wellness no cambiaran si usted no firma este formulario.

o Si desea cancelar este formulario de autorizacion, envienos por escrito una solicitud para revocarlo a la
direccién que aparece al final de esta pagina. Servicios para los afiliados puede proporcionarle un
formulario de revocacion si les llama al numero telefénico que se encuentra en la parte trasera de su
tarjeta de identificacion de afiliacion.

o WellKids by PA Health & Wellness no puede prometer que la persona o el grupo al que nos permita dar a
conocer su informacion de salud no la dara a conocer a alguien mas.

o Conserve una copia de todos los formularios llenos que nos envie. Si las necesita, podemos enviarle copias.

¢ Si necesita ayuda, comuniquese con Servicios para los afiliados al nimero telefénico que aparece en la
parte trasera de su tarjeta de identificacion de afiliacion.

e Llene toda la informacion en este formulario. Al terminar, envie el formulario y todos los documentos de
apoyo a
WellKids by PA Health & Wellness
ATTN: Compliance Department
1700 Bent Creek Blvd. Suite 200
Mechanicsburg, PA 17050
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PLEASE READ THE INSTRUCTIONS CAREFULLY AND COMPLETE THE FORM BELOW.
INCOMPLETE FORMS CANNOT BE ACCEPTED.

MEMBER INFORMATION:
Member Name (print):

Member Date of Birth: Member ID Number:

I GIVE WellKids by PA Health & Wellness PERMISSION TO USE MY HEALTH INFORMATION FOR
THE PURPOSE IDENTIFIED OR TO SHARE MY HEALTH INFORMATION WITH THE PERSON OR
GROUP NAMED BELOW. THE PURPOSE OF THE AUTHORIZATION IS (check one option below):

LI to allow WellKids by PA Health & Wellness to help me with my benefits and services, OR
L1 to permit WellKids by PA Health & Wellness to use or share my health information for

e PERSON OR GROUP TO RECEIVE INFORMATION (add more Persons or Groups on next page):

Name (person or group):
Address:
City: State: Zip: Phone: () -

I AUTHORIZE WellKids by PA Health & Wellness TO USE OR SHARE THE FOLLOWING HEALTH
INFORMATION (NOTE: Select the first statement to release ALL health information or select the below
statement to release only SOME health information. Both CANNOT be selected.)

1 All of my health information INCLUDING:
Genetic information, services or test results; HIV/AIDS data and records; mental health data and
records (but not psychotherapy notes); prescription drug/medication data and records; and drug and
alcohol data and records (please specify any substance use disorder information that may be disclosed);

OR

1 All of my health information EXCEPT (check only the boxes below that apply):
O Genetic information, services or tests
O AIDS or HIV data and records
O Drug and alcohol data and records
O Mental health data and records (but not psychotherapy notes)
O Prescription drug/medication data and records
O Other:

THIS AUTHORIZATION ENDS ON THIS DATE/EVENT:
Date this authorization ends unless cancelled. If this field is blank, the authorization expires one year from
the date of the signature below.

6 MEMBER OR LEGAL REPRESENTATIVE SIGNATURE:
DATE:

IF LEGAL REPRESENTATIVE - Relationship to Member:
If you are the Participant’s legal or personal representative, you must send us copies of relevant forms, such
as power of attorney or order of guardianship.

MAIL COMPLETED AUTHORIZATION FORM AND ANY SUPPORTING DOCUMENTATION TO
WellKids by PA Health & Wellness, ATTN: COMPLIANCE DEPARTMENT
1700 Bent Creek Blvd. Suite 200 Mechanicsburg, PA 17050



NOTE: If you are consenting to disclose any substance use disorder records to a recipient that is
neither a third party payor nor a health care provider, facility, or program where you receive services
from a treating provider, such as a health insurance exchange or a research institution (hereafter,
“recipient entity”), you must specify the name of an individual with whom or the entity at which you
receive services from a treating provider at that recipient entity, or simply state that your substance use
disorder records may be disclosed to your current and future treating providers at that recipient entity.

Name (individual or entity):

Address:

City: State: Zip: Phone: ( )

Name (individual or entity):

Address:

City: State: Zip: Phone: ()

Name (individual or entity):

Address:

City: State: Zip: Phone: ()

Name (individual or entity):

Address:

City: State: Zip: Phone: ()

Name (individual or entity):

Address:

City: State: Zip: Phone: ()

Name (individual or entity):

Address:

City: State: Zip: Phone: ()

Name (individual or entity):

Address:

City: State: Zip: Phone: ()

Name (individual or entity):

Address:

City: State: Zip: Phone: ()
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Statement of Non-Discrimination

PA Health & Wellness complies with applicable federal civil rights laws and does not discriminate

on the basis of race, color, national origin, age, disability, creed, religious affiliation, ancestry, sex,
gender, gender identity or expression, or sexual orientation. PA Health & Wellness does not exclude
people or treat them differently because of race, color, national origin, age, disability, creed, religious
affiliation, ancestry, sex, gender, gender identity or expression, or sexual orientation.

PA Health & Wellness:

¢ 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)
e Provides free language services to people whose primary language is not English, such as:

o Qualified interpreters
o Information written in other languages
o If you need these services, contact PA Health & Wellness at 1-855-445-1920 (TTY 711).

If you believe that PA Health & Wellness has failed to provide these services or discriminated in
another way on the basis of race, color, creed, sex, religion, age, national origin, ancestry, marital
status, sexual orientation, gender identity, language, MA status, income, status, program participation,
health status, disease or pre-existing condition, anticipated need for healthcare or physical or mental
handicap, you can file a grievance with:

1557 Coordinator The Bureau of Equal Opportunity

PA Health & Wellness Room 223, Health and Welfare Building
1700 Bent Creek Blvd. Ste. 200 P.O. Box 2675

Mechanicsburg, PA 17050 Harrisburg, PA 17105-2675

(833) 236-9679 (TTY 711) Phone: (717) 787-1127, TTY/PA Relay 711
Fax: 844-747-0599 Fax: (717) 772-4366
CHIPComplaintsandGrievances@PAHealthWellness.com Email: RA-PWBEOAO@pa.gov

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, our
1557 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, phone, or email 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, 800-537-7697 (TDD)
OCRMail@hhs.gov

Complaint forms are available at https.//www.hhs.qgov/ocr/complaints/index.html.

This notice is available at PA Health & Wellness website:
https://www.pahealthwellness.com/members/chip/member-resources/nondiscrimination-notice.html

WellKids by PA Health & Wellness « 1700 Bent Creek Blvd., Suite 200, Mechanicsburg, PA 17050
1-855-445-1920 (TTY 711) » www.PAWellKids.com
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ATTENTION: If you speak a language other than English, free
language assistance services are available to you. Appropriate
auxiliary aids and services to provide information in accessible
formats are also available free of charge. Call 1-855-445-1920
(TTY: 711) or speak to your provider.

Spanish

ATENCION: Si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia
linguistica. También estan disponibles de forma gratuita ayuda y servicios auxiliares
apropiados para proporcionar informacién en formatos accesibles. Llame al
1-855-445-1920 (TTY: 711) o hable con su proveedor.

Chinese; Mandarin

VER: WRED B, WATK s v EIRAHE S BIIRS . FRATIE S 3o R & 2414 Bh T
HAARSS, LATCRERS#% 0 HR A E S . B 1-855-445-1920 (LA HLiE: 711
RSN & i

Nepali

BICEIEE mmWWWﬁWWﬁWwWWW
B| U5 GG SM&BR] U - SUgdd Teadl I Jalew g :3[ewd Sudasy 3+
1-855-445-1920 (TTY: 711) AT B T8I dT T USRIHIT BT THa |

Russian

BHUMAHWE: Ecnu Bbl roBOpUTE Ha PYCCKMUA, Bam AOCTYNHbI 6ecnnaTtHble ycryru
A3bIKOBOW nogaepxkn. CooTBETCTBYIOLLME BCNIOMOraTesibHble CpeacTBa U yCryru no
npegocTaBneHnio MHpopMaLuumn B AOCTYMHbLIX popMaTax Takke NpegocTaBrsaoTCs
6ecnnatHo. No3BoHuTe no Tenedony 1-855-445-1920 (TTY: 711) nnn

obpaTuTechb K CBOEMY NOCTaBLUWKY YCyr.

Arabic

donlio ledd 5 3aclioe Jilu g 5360 LS dnilaall 45 sall) 3aclusall chlaad Sl 58 g1id Ay pal) A2l Chaats i€ 1Y) 1w
Gasd b (TTY: 711) 1-855-445-1920 &0 e doail Ulas L) J s o) (800 ity il slaall b 5l
Miaadl) adie )
Haitian Creole
ATANSYON: Si w pale Kreyol Ayisyen, gen sévis éd aladispozisyon w gratis pou lang ou

pale a. Ed ak sévis siplemanté apwopriye pou bay enfomasyon nan foma aksesib yo
disponib gratis tou. Rele nan 1-855-445-1920 (TTY: 711) founisé w la.

WellKids by PA Health & Wellness « 1700 Bent Creek Blvd., Suite 200, Mechanicsburg, PA 17050
1-855-445-1920 (TTY 711) » www.PAWellKids.com
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Viethamese

LUU Y: Néu ban noi tiéng Viét, chung t6i cung cAp mién phi cac dich vu hé tro' ngén ngi.
Cac hé tro dich vu phu hop dé cung cép thong tin theo cac dinh dang dé tiép can ciing
dwoc cung cAp mién phi. Vui Idng goi theo s 1-855-445-1920 (Ngwdi khuyét tat:

(TTY: 711) hodc trao doi véi nguwoi cung cap dich vu cua ban.

Ukrainian

YBATA: AKwo Bn po3MoBndaeTe yKpalHCbKa MOBa, BaM JOCTYMHI 6€3KOLLTOBHI MOBHI
nocnyru. BignoeigHi 4onomixkHi 3acobu Ta nocnyrn onsa HagaHHsa iHpopmauii y 40CTYNHUX
dopmaTax Takox fOCTYnHi 6e3kowToBHO. 3aTenedoHynTe 3a Homepom 1-855-445-1920
(TTY: 711) abo 3BepHiTLCS A0 CBOro nocravaribHUKa».

Chinese; Cantonese

R RS o B A DU SR R B S M BIIRS - el DL B R B AR
THERS - DmpEmers R A& - 555EE 1-855-445-1920 (TTY: 711)
BB S

Portuguese

ATENCAO: Se vocé fala Portugués, servigos gratuitos de assisténcia linguistica

estdo disponiveis para vocé. Auxilios e servigos auxiliares apropriados para fornecer
informagdes em formatos acessiveis também estao disponiveis gratuitamente. Ligue para

1-855-445-1920 (TTY: 711) ou fale com seu provedor.

Bengali

OIS A= M DA 18T ICETN OI=R0eT AN G5 [ [N O TRl
AT SNeTdh TCCR | SICFHACII9T FIWIO 0T AN Gl NI AT
STRIITOT (] ARIAMS [RNTYCET SHeTdh AR | 1-855-445-1920 (TTY: 711)
NJ(] P PN WY HqANTL 31"(M<I>I?I.<l ATCY BT I |

French

ATTENTION : Si vous parlez Frangais, des services d'assistance linguistique gratuits sont
a votre disposition. Des aides et services auxiliaires appropriés pour fournir des
informations dans des formats accessibles sont également disponibles gratuitement.
Appelez le 1-855-445-1920 (TTY: 711) ou parlez a votre fournisseur.

WellKids by PA Health & Wellness « 1700 Bent Creek Blvd., Suite 200, Mechanicsburg, PA 17050
1-855-445-1920 (TTY 711) » www.PAWellKids.com
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Cambodian

VHWRGHSHN®: [USIOEASUNW Manig/iunfySSwMman
SHANRISATISUEIUEAY SSW SHIUNAYIRUMMAMINWS ugiy]
SHMIBUASEISMUSHIIRUMSGUIGENITS SMGIRT S
INWNHANIERHIRMY wiigiunisi 1-855-445-1920 (TTY: 711)
USunNwisiMSHARUINIUNIHAY

Korean

X9 MBI AE 0| 83HA 4+ ABLICh 0/
Z 717 U MHAE 222 HBHLUCH

Fof: gt=0 & AL8otA = 89 78 o
2o =
FALE MEIA KIS EH O E2[ctHAlL.

o
tset MR §EE MSot
1)

1-855-445-1920 (TTY: 71

o 2

OF

2 M3}
Gujarati

taAlot AL %81 AR oAl AlAAL &l Al Hgct edislal AsLAcAl AcUHAL dAHIRL HIZ GUsH
8. 202 WEBAI] Al Wl AsAR KA szl WA Y3l wsal Hizell AcuzQ ual [@stt
YR GUAs B. 1-855-445-1920 (TTY: 711) UR SIA 530 AUl dAHIRL YELAL A cllcd 83

WellKids by PA Health & Wellness « 1700 Bent Creek Blvd., Suite 200, Mechanicsburg, PA 17050
1-855-445-1920 (TTY 711) » www.PAWellKids.com
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