mik BaylorScott&White & A Scort&White FirstCare
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AUTHORIZATION FOR RELEASE OF HEALTH PLAN INFORMATION

| hereby authorize Scott and White Health Plan d/b/a Baylor Scott & White Health Plan, and its subsidiaries SHA, LLC d/b/a FirstCare
Health Plans, Scott & White Care Plans d/b/a Baylor Scott & White Care Plan, and Baylor Scott & White Insurance Company, (collectively
referred to as BSWHP), to discuss and release my personal medical health information, as applicable, in writing, in person, and/or by
telephone, with the following individuals and for the following purposes:

Initial if applicable: Alcohol/Drug Genetics HIV/AIDS Mental Health

Check All that Apply:

0 General Benefit Information O Claims Information Q Demographic Changes Q Authorization/Referrals
O Billing/Premium O Appointment Assistance Q Application/Eligibility O Material Requests

Q Complaint/Appeals Q ID Cards Q Other

I understand this authorization is voluntary and | may refuse to sign this authorization. | further understand that my healthcare and the
payment of my healthcare will not be affected if | do not sign this form. | understand that if the recipient authorized to receive the information
is not a covered entity, e.g. insurance company or non-healthcare provider, the released information may no longer be protected by
federal and state privacy regulations.

| further understand that | may revoke this authorization at any time by sending a written statement of revocation to Baylor Scott & White
Health — Office of Corporate Compliance, Office of Corporate Compliance, 2401 S. 31st Street, MS-AR-300, Temple, Texas 76508. | also
understand the revocation must be signed and dated with a date that is later than the date on this authorization. The revocation will not
affect any releases made prior to the receipt of the written revocation.

This document will expire upon revocation, or at the date or event specified here

Member Name Date of Birth MM/DD/YYYY

Street Address City, State, ZIP Telephone Number

The information will be released to:

Individual/Organization Name Telephone Number
Street Address City, State, ZIP Fax Number
Individual/Organization Name Telephone Number
Street Address City, State, ZIP Fax Number

Purpose of the use and/or disclosure: O Continued Care 4 Legal A Insurance A Personal Use A Other
Record copy format: O Paper d CD O Record copy delivery: O Pick-up d Mail O Fax to healthcare office

I understand that this document applies to all departments, healthcare providers and/or employees with BSWHP.

Signature of Member/Legal Representative (electronic signature not accepted) Date

Printed Name of Member/Legal Representative Relationship to Member

Representative’s Authority to Act for Member (attach supporting documentation)

Please return the completed form by mail or fax.

Mail:  Attn: Customer Advocacy Phone: General: 844.633.5325; TTY: 711
1206 W. Campus Drive, Temple, TX 76502 RightCare: 855.897.4448 (855.TX.RIGHT)
Fax: 254.298.3663 FirstCare Marketplace: 855.572.7238
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Baylor Scott & White Health Plan complies with applicable Federal civil rights laws and does not discriminate
on the basis of race, color, national origin, age, disability, or sex.

Baylor Scott & White Health Plan cumple con las leyes federales de derechos civiles aplicables y no discrimina
por motivos de raza, color, nacionalidad, edad, discapacidad o sexo.

Baylor Scott & White Health Plan tuan thi luat dan quyén hién hanh cuta Lién bang va khéng phan biét d6i xtr
dua trén chiing tdc, mau da, ngudn gdc qudc gia, do tudi, khuyét tat, hodc gidi tinh.
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English: We have free interpreter services to answer any questions you may
have about our health or drug plan. To get an interpreter, just call us at
1-866-334-3141. Someone who speaks English/Language can help

you. This is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder
cualquier pregunta que pueda tener sobre nuestro plan de salud o
medicamentos. Para hablar con un intérprete, por favor llame al
1-866-334-3141. Alguien que hable espafiol le podra ayudar. Este es un
servicio gratuito.

Chinese Mandarin: FA 15 (it G s eI 5%, 5 B A MR 245 5 T (alt R ol 25 W (R B o (T (]
St MR EIR S, IS 1-866-334-3141, A1 b ST TAE A RAR R
HAAE, X T RS,

Chinese Cantonese: &% B A0t e ol SEVp R 3 v BEAr AT BN, B B e L e 2y
W Bs. WEMERYS, 520E 1-866-334-3141, FfMakrh iy A E45 5 A 1mdi
LB, 5 TN IR,

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang
masagot ang anumang mga katanungan ninyo hinggil sa aming planong
pangkalusugan o panggamot. Upang makakuha ng tagasaling-wika,
tawagan lamang kami sa 1-866-334-3141. Maaari kayong tulungan ng
isang nakakapagsalita ng Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre
a toutes vos questions relatives a notre régime de santé ou d'assurance-
médicaments. Pour accéder au service d'interprétation, il vous suffit de nous
appeler au 1-866-334-3141. Un interlocuteur parlant Francais pourra vous
aider. Ce service est gratuit.

Vietnamese: Chung tdi cé dich vu thdng dich mién phi dé tra 18i cdc cau hoi
vé chuang sic khde va chuaong trinh thuéc men. Néu qui vi can thong dich
vién xin goi 1-866-334-3141 s& c6 nhan vién ndi ti€ng Viét giup dd qui vi.
bay la dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen
zu unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher
erreichen Sie unter 1-866-334-3141. Man wird Ihnen dort auf Deutsch
weiterhelfen. Dieser Service ist kostenlos.
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Korean: WAL= 98 H3 = ok pdo A3t Ao ) sz 85 59
MU 2~E AlFstal 5T EC’E‘ S Eat= 019“0}351“4 s}

1-866-334-3141 H o 2 -9 cﬂ FAA Q. 3ol E e R 2o =¥
AJUT o] AMujAe= FRE Fdg Y

Russian: Ecnn y BaC BO3HMKHYT BOMPOCbl OTHOCUTENIbHO CTPAaxoBOro uiu
MeaMKaAMEeHTHOro nJjiaHa, Bbl MOXETe BOCMNO0/1b30BaTbCA HaWMMKN becnnaTHbIMU
ycnyramm nepesoaumkoB. YTobbl BOCNOAb30BaThCs YC/AyraMm rnepesoaymka,
Nno3BoHUTE HaM No TenedoHy 1-866-334-3141. Bam okaxeT NoMoLlb
COTPYAHMK, KOTOPbIN FOBOPUT NO-pycckn. [aHHag ycnyra becnnatHas.

Arabic: Jswasll Ll 450¥) Json 5l Aaally sheti Al (51 e a2 dlaall (558l pa el lads o L)
e by Juaty) g e Gl (558 aa i e 1-866-334-314 140 2l Qaay le padia gl
iodlae Aard o2 lieliva,

Hindi: BHR WY 31 <dl &l sl & §R H 3{10eh fbft Hi g% o Sfare o & forg g9R
O o gHTAT Sand Iuds ©. Ue GHIET Ut & & folT, S99 89 1-866-334-3141 TR
HIH B, BIg AT Sl fga! dadl g MTAH! Hag B Tl §. I8 Udh 0 9T 6.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a
eventuali domande sul nostro piano sanitario e farmaceutico. Per un
interprete, contattare il numero 1-866-334-3141. Un nostro incaricato che
parla Italianovi fornira I'assistenza necessaria. E un servizio gratuito.

Portugués: Dispomos de servigos de interpretacdo gratuitos para responder
a qualquer questao que tenha acerca do nosso plano de saude ou de
medicacdo. Para obter um intérprete, contacte-nos através do niumero
1-866-334-3141. Ird encontrar alguém que fale o idioma Portugués para o
ajudar. Este servico é gratuito.

French Creole: Nou genyen sevis entepret gratis pou reponn tout kesyon ou
ta genyen konsénan plan medikal oswa dwog nou an. Pou jwenn yon
entepret, jis rele nou nan 1-866-334-3141. Yon moun ki pale Kreyol kapab
ede w. Sa a se yon séevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego,
ktéry pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub
dawkowania lekdéw. Aby skorzystaé z pomocy ttumacza znajacego jezyk
polski, nalezy zadzwoni¢ pod numer 1-866-334-3141. Ta ustuga jest
bezptatna.

Japanese: it D i HEORBR & K L EK T 7 2 1I2BT 5 "’*”F'nﬁ BEZT 520
2. MERLOBERY —E 22 H ) T8 nWE T, WERE 2 2z l3.
1-866-334-3141 2 BHEGC 723 v, HAREZGET A & 737“‘32}?4»\7: LEd., 21z
MRl — b 2 TT,
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