o Blue Cross and Blue Shield of Louisiana
VAV % HMO Louisiana

Do you want us to share your

health information with someone?

Fill Out the Form to Name an Authorized Delegate

For Blue Cross and Blue Shield of Louisiana and HMO Louisiana, Inc.

What Is the Purpose of This Form?

Fill out this form to allow Blue Cross and Blue Shield of
Louisiana or HMO Louisiana, Inc. (collectively called Lousiana
Blue) to share information about your healthcare account
with someone else. For instance, you might want us to share
your private healthcare information with your spouse,
another family member, your child’s guardian, your insurance
agent, or your employer.

If you fill out and sign this form, we will share your claims or
benefit information with anyone you choose. We call the
person or organization you choose your authorized delegate.

Anyone you name as an authorized delegate will only receive
information. They will not be allowed to change anything
about your policy unless you also give them the power of
attorney.

If you do not fill out this form, we will still continue serving
you. We will just not be able to share your information.

Once you send us your completed form, we will share your
claims and benefit information with your authorized delegate
for as long as you allow us to do so.

Your authorization will be valid as long as you have your
health insurance with us. If you cancel your insurance, your
authorization will end.

If this authorization covers a minor child, it will end on that
child’s 18 birthday.

Still have questions?

Call us. We will be happy to help you.
Call Customer Service at: 1-800-495-2583

Or call the number on the back of your member ID card.
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Should You Use This Form?

You should use this form if:

you are 18 years old or older, or

your healthcare policy covers a minor child and you want to
share that child’s information with someone else, or

you are a member’s legal representative and you want to
share that member’s information with someone else. If you
are a legal representative, along with this form, you must
send us copies of the documents that prove your legal
status.

You must fill out the form.
Verbal approval is temporary.

If you have called us to name an authorized delegate and
have received temporary approval from us, you must fill out
and sign this form so that your authorized delegate can
continue to receive information from us. Your verbal approval
is only valid for 2 weeks (14 calendar days) after we talk to
you.

Can You Change Your Decision?

Yes, you may change your decision about sharing your
information at any time. If you decide that you no longer
want us to share your information with an authorized
delegate, write to us.

Withdrawing your permission will not affect any action we
take before we receive your letter. In your letter, include a
copy of your driver's license so that we can verify your
identity.

Fax us at: (225) 298-1590
Call us at: (225) 298-1751

Write tous at:  Privacy Office
Blue Cross and Blue Shield of Louisiana
P.O. Box 98029
Baton Rouge, LA 70898-9029

Blue Cross and Blue Shield of Louisiana and its subsidiary, HMO Louisiana Inc., are independent licensees of the Blue Cross Blue Shield Association.






Name an Authorized Delegate

Fill out this form to allow us to share information about your healthcare account with someone else.
If this form is not filled out, we will still continue serving you. We will just not be able to share your information.

Part 1: Tell Us About Yourself
If you are a member and you want us to share your health information with an authorized delegate, fill out Part 1 about yourself.

If you are a legal representative of a member and you want us to share that member’s information with someone, fill out Part 1 with the
member’s information.

Name of member whose
information we will share

Fill in the member’'s name as it
appears on the member ID card

Mailing address Street

City State ZIP code
Member ID number as shown OR Social security
on the ID card number -

Part 2: Tell Us About Your Authorized Delegate

We understand that you want to name the following person or organization as your authorized delegate. Note: If the people or organizations
you name are not required to follow the federal health information privacy laws, they may share your information with someone else and
federal privacy laws may no longer protect your information.

You may change your decision at any time. Withdrawing your permission will not affect any action we take before then. If you no longer
want us to share your information with an authorized delegate, write to us. In your letter, include a copy of your driver’s license so that we
can verify your identity.

ICNENCER If your Person’s name
person authorized
delegateisa  Mailing address Street
person, fill out
this section. City State ZIP code
Date of birth i OR Driver’sllicense
MM/ DD/ YYYY number:
To name If your Person’s name
another authorized
person delegateisa  Mailing address Street
person, fill out
this section. City State ZIP code
Date of birth i OR Driver’s.license
MM/ DD/YYYY number:
Toname an RIRLI Organization name
WGENFZUGIE authorized
delegateisan  Mailing address Street
organization,
fill out this City State ZIP code
section.
Employer
Identification
Number (EIN) ———
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Part 3: Sign Here if You Are the Member

My signature

| give Louisiana Blue permission to share any of my personal information that is protected by federal or

state law with the authorized delegates named in Part 2 of this form. | understand that this personal

information may have detailed medical information about me, including information about alcohol or drug
use and mental health conditions. That information does not include psychotherapy notes, HIV information,

or genetic information. (If | want to share that type of information, | will fill out a different form called the

Authorization for the Use/Release of Protected Health Information. | will call Customer Service for a copy.)

This authorization will be valid until | tell Louisiana Blue to no longer share my information or until my health

insurance with Louisiana Blue is ended.

X

Today’s date

MM/ DD/YYYY

Part 4: Sign Here if You Are the Legal Representative for the Member

To show that you are legally designated as the member’s representative, when you send us this form you must also

send us copies of any legal documents that prove you have guardianship or power of attorney.

My signature

My relationship to the

member

| am authorized as a personal representative for the member who is named in Part 1 of this form. | am legally
designated as a parent of a minor, legal guardian, or holder of power of attorney.

| understand that this authorization will be valid as long as the member’s health insurance with Louisiana Blue
is in effect. If the insurance is canceled, the authorization will end.

If this authorization covers a minor child, it will end on that child’s 18t birthday.

X

After you fill out the form, send it to us.

Fax it to us at:

Mail it to us at:

Or

Email it to us at:
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(225) 207-2727
(225) 295-2494

Customer Service

Blue Cross and Blue Shield of Louisiana
Or HMO Louisiana

P.O. Box 98029

Baton Rouge, LA 70898-9029

help@lablue.com

This email address is not secure.
There is a small risk that others could
see your message.

To keep your information the most
private, use our secure online inquiry form
at www.lablue.com/contactus.

Today’s date

MM/ DD/YYYY

Still have questions?

Call us. We will be happy to help you.

Call Customer Service at:  1-800-495-2583

Or call the number on the back of your member

ID card.

Blue Cross and Blue Shield of Louisiana
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| Blue Cross and Blue Shield of Louisiana
@ HMO Louisiana
VAQ Southern National Life

Nondiscrimination Notice
Discrimination Is Against the Law

Blue Cross and Blue Shield of Louisiana and its subsidiaries, HMO Louisiana, Inc. and Southern National Life,
comply with applicable Federal civil rights laws and do not discriminate on the basis of race, color, national origin,
age, disability or sex. Louisiana Blue does not exclude people or treat them less favorably because of race, color,
national origin, age, disability or sex.

Louisiana Blue and its subsidiaries:

Provide people with disabilities reasonable modifications and free appropriate auxiliary aids and services to
communicate effectively with us, such as:

- Qualified sign language interpreters

- Written information in other formats (large print, audio, accessible electronic formats, other formats)

Provide free language services to people whose primary language is not English, which may include:
- Qualified interpreters
- Information written in other languages

If you need reasonable modifications, appropriate auxiliary aids and services, or language
assistance services, you can call the Customer Service number on the back of your ID card or email
MeaningfulAccessLanguageTranslation@lablue.com. If you are hearing impaired call 1-800-711-5519 (TTY 711).

If you believe that Louisiana Blue or one of its subsidiaries failed to provide these services or discriminated
in another way on the basis of race, color, national origin, age, disability or sex, you have the right to take the
following steps:

1. If you are fully insured through Louisiana Blue or one of its subsidiaries, file a grievance in person or by
mail, fax or email.

Section 1557 Coordinator

In Person: 5525 Reitz Ave. Baton Rouge, LA 70809
Mail: P. O. Box 98012, Baton Rouge, LA 70898-9012
Phone: (225) 298-7238 or 1-800-711-5519 (TTY 711)
Fax: (225) 298-7240

Email: Section1557Coordinator@lablue.com

2. If your employer sponsors a self-funded health plan and Louisiana Blue only serves as the Claims
Administrator, contact your employer or your company's Human Resources Department. To determine
if your plan is fully insured by Louisiana Blue or self-funded and sponsored by your employer, go to
www.lablue.com/checkmyplan.

Whether you are fully insured or covered by a self-funded health plan, you can 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:

Mail: 200 Independence Avenue, SW, Room 509F, HHH Building, Washington, D.C. 20201

Phone: 1-800-368-1019, 1-800-537-7697 (TDD)

This notice is available at www.lablue.com.
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NOTICE

Free language assistance services and auxiliary aids are available. If needed, please call the Customer Service number at
1-800-495-2583. Hearing-impaired customers call 1-800-711-5519 (TTY 711).

Tiene a su disposicion servicios de asistencia lingiistica y ayudas auxiliares gratuitas. Si necesita ayuda, llame al
Servicio de Atencidn al Cliente al 1-800-495-2583. Los clientes con discapacidad auditiva pueden llamar al
1-800-711-5519 (TTY 711).

Des services d'assistance linguistique gratuits et des aides auxiliaires sont disponibles. Si nécessaire, veuillez appeler le
numéro du service client au 1-800-495-2583. Les clients malentendants peuvent appeler le 1-800-711-5519 (ATS 711).

C6 san dich vu hd tro ngdn nglt mién phi va cac phuong tién hd trg. Néu can, vui long goi Dich vu khach hang theo s8
1-800-495-2583. Khach hang khiém thinh vui long goi 1-800-711-5519 (TTY 711).

REEHRESHEIRSNENIE - IAFE - 1BRITEFRSS®EIE 1-800-495-2583 - ITREEF 1KY
1-800-711-5519 (TTY 711) -
Al e s Deall Laaiy Juai¥l a b ecilonal) o3 ) Aalall Jla iy Agilae ALl saelise Jilu g s 4y 5ol baclue Cilads i g0
(711 =il il Aaad) 1-800-711-5519 &8l e Juai¥) dpmandl Z8le Yl (553 ¢Saall a (> 1. 1-800-495-2583
Mayroong mga libreng serbisyo sa tulong sa wika at karagdagang tulong. Kung kailangan ito, mangyaring tawagan ang

numero ng Serbisyo sa Customer sa 1-800-495-2583. Para sa mga customer na may kapansanan sa pandinig, tumawag
sa 1-800-711-5519 (TTY 711).

F=2 20 XA AMH[AQ EX =5 0|25 5= QESLICH %R@ A2 04 MHA HD
1-800-495-25832 2 TH3tdlf F=A|7| HIEL|CH HZ ZHof 7t
MBS 2.

Servigos de assisténcia de idioma e demais auxilios disponiveis gratuitamente. Se necessario, ligue para o Atendimento
ao Cliente no telefone 1-800-495-2583. Clientes com deficiéncia auditiva devem ligar para 1-800-711-5519 (TTY 711).

uoomvaoecmsmnwm ccos caegaoeczuws 120129090, NEQVNVMIOINIVYNI 1 #ed
1-800-495-2583. QNeIiwNILY 0V 1-800-711-5519 (TTY 711).

BROSRBT7 VRV A —ERENBBEPEZ CHRAVNEETEFY - MBRERIE - HRAZI—HP—EXE
51-800-495-2583F THEFECEa L - BEICEEZED H 2 HEH(IL ~ 1-800-711-5519 (TTY 711) EF THEELL 2 L) »

TS Al g el O e Ggme aBS gy 35y gpea o Sl G glae (bl sl Sl g (S i glae e (e e S (05
(TTY 711) 1-800-711-5519 1(n S S Ly saai ol A A1 JISE S (oS (S Cielen1-800-495-2583

Bei Bedarf stehen Ilhnen kostenlose Sprachhilfen und andere unterstiitzende Dienste zur Verfligung. Bitte wenden Sie
sich dazu telefonisch an den Kundenservice unter 1-800-495-2583. Sollten Sie schwerhorig sein, wahlen Sie bitte die
1-800-711-5519 (TTY 711).

1-800-495-2583 o jlad 43 b yidia laddy L ek O Gy sa y mwﬂajasuu@sduj\}\,U&J\J@u)@suuh
LS (TTY 711) 1-800-711-5519 L ) sidaS by yidia A8 el

Mbl npepoctaBasem b6ecniaTHble YCAyrv A3bIKOBOM NOAAEPKKM U BCOMOraTesibHoe obopyaoBaHue. Mpu
HEeobX0AMMOCTUN MO3BOHUTE B CAYKOY NoaaepKKU KAMeHToB No Homepy 1-800-495-2583. TenedpoH 15 KNMEHTOB C
HapyweHusamu cnyxa — 1-800-711-5519 (TTY 711).

fivsmathumdashunmmuaznaiosativauuns mnduiu Tuse nsdasiorouinisand Idiinuneias 1-800-495-2583 g
AifienuuAnsaaems ldbu TUsa Ins Witnanoiaa 1-800-711-5519 (TTY 711)
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