AUTHORIZATION FOR RELEASE FEALTH PUARS
TO SHARE PROTECTED HEALTH INFORMATION (PHI)

| understand my health record is private and is known under the law as “Protected Health Information (PHI).” By completing and
signing this form, | authorize Alliant Health Plans, Valence Health, its subsidiaries and affiliates to share my PHI with the people or
companies listed below.

I. MY INFORMATION

Name (Last, First): Date of Birth:

Street Address:

City, State, Zip Code:

ID # (as shown on ID card): Group # (as shown on ID card):

Il. MY AUTHORIZATION OF THE ALLOWED USES AND DISCLOSURES OF PHI

| authorize the use or disclosure of my individually identifiable health information as described below. | understand that this
authorization is voluntary and that | may revoke it at any time by submitting a completed Revocation of Authorization Form to
Alliant Health Plans. Failure to answer all questions may result in this request being returned.

A. Organization(s) authorized to share PHI: __Alliant Health Plans, Valence Health, its subsidiaries & affiliates

B. Individual(s) authorized to receive PHI:

C. Specific information to be used or disclosed: This authorization applies to all medical information and claims that is submitted,
received, is under review, under appeal and/or processed by Alliant Health Plans, Valence Health, its subsidiaries and affiliates.

D. Specific purpose of the disclosure: At the request of the individual

E. This authorization will expire 12 months from the date this form is signed unless a shorter time period is listed below.

My authorization is valid from: through

NOTICE TO RECIPIENT(S) OF INFORMATION (SECTION 2B ABOVE):

Information disclosed to you pertaining to certain conditions, such as treatment for alcohol or drug abuse, HIV/AIDS and other
sexually transmitted diseases, behavioral health, and genetic marker information is protected by various federal and state laws
which prohibit any further disclosure of this information by you without the express written consent of the person to whom it
pertains or as otherwise permitted by such laws. Any unauthorized further disclosure in violation of state or federal law may result
in a fine or jail sentence or both. A general authorization for the release of medical or other information is NOT sufficient consent
for release of these tyoes of information. The federal rule at 42 CFR Part 2 restricts use of the information disclosed to crimially
investigate or prosecute any alcohol or drug abuse patient.

Continue to page 2 to sign and date this form.
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AUTHORIZATION FOR RELEASE (CONT’D) FEALTH PUANS

TO SHARE PROTECTED HEALTH INFORMATION (PHI)

llIl. IMPORTANT INFORMATION ABOUT MY RIGHTS

I have read and understood the following statements about my rights:

My PHI | agree to share may be sensitive. It may include diagnosis and treatment information. It may cover chronic
diseases, behavioral health conditions and alcohol or drug abuse. It may cover communicable diseases, sexually
transmitted diseases such as HIV/AIDS and genetic marker information.

Alliant Health Plans will not release my PHI to the individual(s) or company(ies) named in Section 2B unless | sign and
date this form.

I may revoke this authorization at any time prior to its expiration date by notifying Alliant Health Plans in writing, but the
revocation will not have any affect on any actions Alliant Health Plans, Valence Health, its subsidiaries and affiliates took
before it received the revocation.

If | do cancel my authorization, it will not affect actions taken by Alliant before the request is received.
I may see and copy the information described on this form if | request it.
| am not required to sign this form to receive my health care benefits (enroliment, treatment, or payment).

The information that is used and disclosed pursuant to this authorization may be redisclosed by the receiving individual if
the individual is not subject to HIPAA privacy requirements.

IV. MY SIGNATURE

By signing this form, | authorize Alliant Health Plans to release my PHI.

Signature (or Signature of Legal Representative): Date:
Printed Name (or Printed Name of Legal Representative):

If a legal representative signs this form, please describe the relationship:

* Members 18 years of age and older must sign this form on their own behalf.

* If this request is being signed by the member’s legal representive, you may be asked to provide legal documentation
authorizing you to act on the member’s behalf.

* If you are making a request on behalf of a minor child, we may require additional information before this request is accepted.

Return all pages to:

Alliant Health Plans, ATTN: PHI Forms
1503 N. Tibbs Rd., Dalton, GA 30720
Fax: (866) 634-8917
Email: phi@alliantplans.com

For internal use only: []Accepted [ Denied
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Language Assistance
Si usted, o alguien a quien usted estd ayudando, tiene preguntas acerca de Alliant Health Plans, tiene derecho a
obtener ayuda e informacion en su idioma sin costo alguno. Para hablar con un intérprete, Illame al (800) 811-4793.

Né&u quy vi, hay nguwdi ma quy vi dang giup d&, cé cau héi vé Alliant Health Plans, quy vi s& c6 quyén dwoc giup va cé
thém thong tin bing ngdn ng* cta minh mién phi. P& ndi chuyén véi mot thong dich vién, xin goi (800) 811-4793.
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HEE 75t HO{E HIS REQI0o| dE = A= HEIZTI Y&t 22 H SALet 07|87 ?/81 A =(800) 811-

mERE, :*I.;E'EﬁIEETn’:’:EbE’J%?%, FRAMR[HEASBMIE B BI& fEAlliant Health Plans | A EMIMEE, EHEMNBE LGN
ERIEMMAR, AR —MMER, FRES [THBAKT (800)811-4793,

) dd HYdl di 5184 Hee s3 e olold dH o u”l 5194 zﬂaoﬂzﬂu 3 AsHel o1 ol U Y 51] (A9 Ul €12 d)
dua Hee a4 ssdl A (A0 «)l w(@s2 9. d b{u (del du z”l HNYold Uy sﬂ ol RO eddNol [0dsRy
2,0l (el & wWE 5] o[6R ] U 514 51(800) 811-4793.

Si vous, ou quelqu'un que vous étes en train d’aider, a des questions a propos de Alliant Health Plans, vous avez
le droit d'obtenir de 1'aide et l'information dans votre langue a aucun colt. Pour parler a un interpréte, appelez
(800) 811-4793.

ACNPIMEI® ACNP P Pt TIANNT NAAlliant Health Plans®™f® hATUT PA 2190 N&PNE TRP ACSFT a°LE
P97 @®NF AATU= NAN+CAT, IC ATRYI7C7(800) 811-4793 L &M-frx:

gefeu® a1 319 TART FGTIAT HHY AT I8 HH Y gTHdd  Alliant Health Plans ® §R T UIYA ¢ , 1 3MUD
1y Ut Y191 & YW d A I1IdT 3R AT UIMUd H1 &1 HUfHR 8 | FHH fHT99T ¥ 919 S & af¥, (800)
811-4793 R HIf B |

Si oumenm oswa yon moun w ap ede gen kesyon konsénan Alliant Health Plans, se dwa w pou resevwa asistans
ak enfomasyon nan lang ou pale a, san ou pa gen pou peye pou sa. Pou pale avék yon entepret, rele nan (800)
811-4793.

Ecau y Bac UM J1Mja, KOTOPOMY Bbl IOMOTaeTe, UMelTCA Bonpochkl no noBoay Alliant Health Plans, To BEI
MMeeTe IPaBo Ha GecCNJaTHOe NMOJy4YeHUe NOMOIM U MHPOpMaAL MM Ha BaueM s3blKe. [l pasroBopa c
nepeBoJYMKOM NMO3BOHUTe no TesedoHy (800) 811-4793.

1o @iy dagd 15 Jass Uig oa @uslg 2o lustsds wgoasu= Alliant Health Plans « Gdasd 10z 8 G Ve oasd gdes 1dauslg 2
}‘datd)ﬁ‘ﬁ 1Ju= s s udt&d p0 250 gt @ Jes, dducéu et ez lagad @ (800) 811-4793.

Se vocé, ou alguém a quem vocé estd ajudando, tem perguntas sobre o Alliant Health Plans, vocé tem o direito
de obter ajuda e informa¢do em seu idioma e sem custos. Para falar com um intérprete, ligue para (800) 811-
4793.

\SJ u:ne\c ‘é‘ Lﬁu.ud Y U:'?‘ [S=Y |J éeki eé‘ﬁdéﬁ 3 u.uj\d Q) ps0d Alliant Health Plans:« J\u‘l&b u\ul&d Cé \‘éu )\ J\J‘éd .9y d?d
s 1hdlgla qe Sty Fsa ) we ks, SRy a6l palsese (800) 811-4793. Galus gluad el

Falls Sie oder jemand, dem Sie helfen, Fragen zum Alliant Health Plans haben, haben Sie das Recht, kostenlose
Hilfe und Informationen in lhrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte
die Nummer (800) 811-4793 an.

RN, FEIEBEEHEOHDOE Y DA TE Alliant Health Plans [CDW T ZEBEACE WELEL, CHFENDEE
THYR—+EZHY, BREAFLEZYTDHIENTEET, HEELIMYERA, BREBESNZEE
(800) 811-4793FE THEFEC =&,

Non-Discrimination

Alliant Health Plans does not discriminate on the basis of race, color, national origin, disability, age, sex, gender
identity, sexual orientation, or health status in the administration of the plan, including enrollment and benefit
determinations.

TTY/TDD

ATTENTION: If you speak Spanish, language assistance services, free of charge, are available to you. Call 1-(800)
811-4793 (TTY/TDD: 1-(800) 811-4793).
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