Agthonzaﬂon to Use and. meridianhe
Disclose Health Information

Notice to Member:

- Completing this form will allow MeridianHealth 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.

- You do not have to sign this form or give permission to use or share your health information. Your services and benefits with MeridianHealth
will not change if you do not sign this form.

- Right to cancel (revoke): This authorization/consent form is subject to revocation at any time except to the extent that the MeridianHealth
or other lawful holder of your health information that is permitted to share it has already acted in reliance on it. If you want to cancel this
Authorization Form, fill out the Revocation Form on the last page and mail it to the address at the bottom of the page.

- MeridianHealth 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.

- Fillin all the information on this form. When finished, mail it to the address at the bottom of the first page.

MEMBER INFORMATION:

Member Name (print):

Member Date of Birth: Member ID Number:

I give MeridianHealth 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:

[ toallow MeridianHealth to help me with my benefits and services, or

[] to permit MeridianHealth to use or share my health information for

PERSON OR GROUP TO RECEIVE INFORMATION (add additional Persons or Groups on page 2):

Name (person or group):

Address:

City: State: Zip: Phone: ( ) -

I AUTHORIZE MeridianHealth TO USE OR SHARE THE FOLLOWING HEALTH INFORMATION:

[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 all boxes that apply):
[] Genetic information, services or tests
] AIDS or HIV data and records
[] Drugand alcohol data and records
[1 Mental health data and records (but not psychotherapy notes)
[1 Prescription drug/medication data and records

[] other:

Authorization End Date: / / (date the authorization ends unless cancelled)

Member Signature: Date: / /

(Member or Legal Representative Sign Here)

If you are signing for the Member, describe your relationship below. If you are the Member’s personal representative, describe this below and send
us copies of those forms (such as power of attorney or order of guardianship).

Mail to: MeridianHealth, T Campus Martius, Suite 700, Detroit, Ml 48226 313-324-3700



ADDITIONAL INDIVIDUAL PERSON(S) OR ENTITY(IES) TO RECEIVE INFORMATION

NOTE: If you are consenting to disclose any substance use disorder records to an 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: ( ) -

Mail to: MeridianHealth, T Campus Martius, Suite 700, Detroit, Ml 48226 313-324-3700



Revocation of Authorization to
Use and/or Disclose Health Information

I want to cancel, or revoke, the permission | gave to MeridianHealth to use my health information for a particular purpose or to share my health
information with a person or group:

PERSON OR GROUP THAT RECEIVED THE INFORMATION:

Name (person or group):

Address:

City: State: Zip: Phone: ( ) -

Authorization Signed Date (if known): / /

MEMBER INFORMATION:

Member Name (print):

Member Date of Birth: / / Member Medicaid ID Number:

I understand that my health information (including, where applicable, my substance use disorder records) may have already been used or
shared because of the permission | gave before. | also understand that this cancellation only applies to the permission | gave to use my health
information for a particular purpose or to share my health information with the person or group. It does not cancel any other authorization forms
I signed for health information to be used for another purpose or shared with another person or group.

Member Signature: Date: / /

(Member or Legal Representative Sign Here)

If you are signing for the Member, describe your relationship below. If you are the Member’s personal representative, describe this below and
send us copies of those forms (such as power of attorney or order of guardianship).

MeridianHealth will stop using or sharing your health information when we receive and process this form. Use the mailing address below. You can
also call for help at the number below.

MeridianHealth,
1 Campus Martius, Suite 700, Detroit, Ml 48226,
313-324-3700
www.mhplan.com

Mail to: MeridianHealth, 1 Campus Martius, Suite 700, Detroit, M| 482926, 313-324-3700



meridian
888-437-0606

1 Campus Martius, Suite 700 TTY: 711
Detroit, M| 48226 www.mhplan.com

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

MeridianHealth:

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)
e Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact Meridian’s Grievance Coordinator.

If you believe that MeridianHealth 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 Meridian’s Grievance
Coordinator. You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance,
Meridian’s Grievance Coordinator is available to help you.

Mail: MeridianHealth
Attn: Grievance Coordinator
P.O. Box 44287
Detroit, M| 48244
Telephone: 888-437-0606 (TTY users should call 711)
Fax: 313-463-5259
Email: medicaidgrievances@mbhplan.com

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

800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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Espafiol (Spanish): ATENCION: si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia
linglistica. Llame al 888-437-0606 (TTY: 711).

4y ) (Arabic): Ol Gl 8 635 A galll sac Lsall ciladd (8 ¢y jal) Chaati ¢S 1)) 24k sala
(711 128415 paall Caila o8 ) 888-437-0606 @8 Jasdl

FAEF3C (Chinese): 1 - WIRACEHERE P - TR AR EEGRES IRINRTS - 55203 888-437-0606
(TTY: 711) -

Tagalog (Tagalog-Filipino): PAUNAWA: Kung nagsasalita kayo ng Tagalog, maaari kayong gumamit ng mga
serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 888-437-0606 (TTY: 711).

Tiéng Viét (Vietnamese): CHU Y: N&u quy vi néi Tiéng Viét, ching t6i c¢é cac dich vu ho tro ngdén ngtt mién phi
danh cho quy vi. Xin goi s6 888-437-0606 (TTY: 711).

Deutsch (German): ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfiigung. Rufnummer: 888-437-0606 (TTY: 711).

3+40] (Korean): =2|: St E MEStA = 82, AU XA ANEBIAE 222 0|25t ==
QU S LICH 888-437-0606 (TTY: 711) 2 & 3toH T AIL.

Pycckuit (Russian): BHUMAHWE: Ecnn Bbl roBOpUTE Ha PYCCKOM A3bIKe, TO BaM ZIO0CTYMNHbI 6ecnaaTHble yCayru
nepesoga. 3soHuTe 888-437-0606 (TTY: 711).

Italiano (Italian): ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza
linguistica gratuiti. Chiamare il numero 888-437-0606 (TTY: 711).

Polski (Polish): UWAGA: Jezeli méwisz po polsku, mozesz skorzystac z bezptatnej pomocy jezykowej. Zadzwon
pod numer 888-437-0606 (TTY: 711).

Shqip (Albanian): KUIDES: Nése flitni shqip, pér ju ka né dispozicion shérbime té asistencés gjuhésore, pa
pagesé. Telefononi né 888-437-0606 (TTY: 711).

FTAT (Bengali): XY FFeT: W9 ATATH ITLAT STFTN FAT I, ST ©TFT NITHST AfI®mAT
T ATCTT ST AMR| T FF 888-437-0606 (TTY: 711)|

HZAGE (Japanese): ;B2 EIE : BAEZESINDIGEES. BEHOEEXEZ ARV ETES,
888-437-0606 (TTY: 711) £ T. P BIEICTITEKCZELY,

Srpsko-hrvatski (Serbo-Croatian): OBAVJESTENJE: Ako govorite srpsko-hrvatski, usluge jezi¢ke pomoci
dostupne su vam besplatno. Nazovite 888-437-0606 (TTY- Telefon za osobe sa oSte¢enim govorom ili sluhom:
711)

hiaw (Assyrian):: isls RLe haly Codulnon LAk o (SIaRK [EEl (adumd W Lol L i
888-437-0606 (TTY: 711) Aixn J& (&a . B’\..rd\y.)
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