Care Choices

HMO

A MEMBER OF €3 TRINITY HEALTH

Name

Member 1D number

Telephone number

Address

City/State/ZIP

Date of hirth

f request and authorize Care Choices HMO 1o disclose my
protected heaith infoermation (inciuding demographic
information) held by Care Choices HMO, including claims
and billing information, enrollment and eligibility informa-
tion, and medical management information as indicated in
#1 below, This authorization includes disclosures of med-
ical records created by medical practitioners that Care
Choices HMO has received, including records regarding
general medical care, as well as any alcohol and drug
abuse treatmsnt, psychological or psychiatric treatment,
social services counsgling, and any treatment for human
immunodeficiency virus (HiV) or acquired immunodefi-
cigncy syndrome (AIDS) or AlDS-reieted complex (ARC),
communicable diseases or infections, venereat diseases,
tuberculosis and hepatitis, when such information is con-
tained in the requested and asuthorized types of informa-
tion indicated in #1 below;

1. Information {o be disclosed and time period{s) of disclosures:
A, Type of Information {please check one or more)
[ Enrolliment/Eligibility Information

[1 Medical Management Information - including medical
records, i any, received trom medical practitioners

[ Claims and Billing Information

3. Dates of Service {if applicabie):

2. Disclosure is to be made to:

Namal(s) q

Address M!NQTE MA

City/State/ZIP 3318 N, Main
Royal Oak, MI48073

Telephone number

3. The reason for this disciosure is: (piease check onel
O individual or representative signed below has requested
[ 1n response to subpoena by an aftorney
£1 Othar purpose (please state):

4, This authorization remains in effact from the date it is signed
until membership with Care Choices HMO is terminated,
unless it is earlier revoked in writing by the Individual or
Representative, or unless another expiration date is here
specified:

1002 4/4/03

Member Authorization for Release
of Protected Health Information

I understand that Care Choices HMOQ wili not condition
treatment, payment, enroliment or eligibility for benefits
on whether | sign this authorization, | understand that |
may refuse to sign this authorization and that no disclo-
sure will be made if | refusa. | understand that | may
revoke it at any time, but{ must do s0 in writing to the fol-
lowing address: Customer Service Department, Care
Choices HMO, PO. Box 9087 Farmington Hills, Ml 48333.
The revocation will not be effective 1o the extent that Care
Choices HMO has already disclosed the information. !
understand that | have the right to recelve & copy of this
authorization after it is signed if Care Choices HMO
requested it. | understand that the persons to whom
information is disclosed under this authorization may pos-
sibly re-disclose the information to others without my
knowledge or consent and therefore the privacy of my
protected health information may ne longer be protected
by law,

Signature

Name of person who signed {please print}

Date

it signed by a person other than the member, please state
relationship and provide the proof of authority to do so.

[ Legal Guardian

[ Parent of minor

[ Personal Representative of & deceased or living parson
[J Power of Attorney

[ Patient Advocate Designee

ES

INSTRUCTIONS

Complete and return this authorization {and proof of
authority, where applicable} to the person specified below.

Name

Departmsgni

Mailing Address: Care Choices HMO
34608 Twelve Mile Road
Farmington Hills, M1 48331

Or fax to

if name above is hlank, please mail to:

Malling Address: Customer Service Department
Care Choices HMO
PO. Box 8087
Farmington Hills, M} 48333

If you have any questions or wish a direct fax number,
please call Customer Service gt 1-800-852-9780,



