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Authorization to Use and Disclose Health Information

Notice to Membet:

« This notice describes how medical information about you may be used and disclosed and how you can get access
to this information. Please review it carefully.

» Completing this form will allow lowa Total Care 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 lowa Total Care will not change if you do not sign this form.

« If you want to cancel this authorization form, send us a written request to revoke it at the address on the bottom of this
page. A revocation form can be provided to you by calling member services.

« |lowa Total Care 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:

| give lowa Total Care 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:

o to allow lowa Total Care to help me with my benefits and services, or
o to permit lowa Total Care 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: (___ ) __ -

| AUTHORIZE IOWA TOTAL CARE TO USE OR SHARE THE FOLLOWING HEALTH INFORMATION:

o 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
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o All of my health information EXCEPT (check all boxes that apply):
o Genetic information, services or tests
o AIDS or HIV data and records
o Drug and alcohol data and records
o Mental health data and records (but not psychotherapy notes) o Prescription drug/medication data and records

o Other:
AuthorizationEnd Date: _ [/ [/ | (date the authorization ends or ten years, whichever is sooner, unless
cancelled or revoked)
Member Signature: Date: / /

(Member or Legal Representative Sign Here)

Relationship to Member:

If you are the Member’s personal representative, please send us copies of those forms (such as power of attorney or order of
guardianship).

lowa Total Care Quality Improvement Department: 4900 University Avenue, Ste. 100
West Des Moines, IA 50266 1-833-404-1061 TTY: 71

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

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

lowa Total Care Quality Improvement Department: 4900 University Avenue, Ste. 100
West Des Moines, IA 50266 1-833-404-1061 TTY: 71
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lowa Total Care complies with applicable Federal civil rights laws
and does not discriminate on the basis of race, color, national
origin, age, disability, or sex.

lowa Total Care cumple con las leyes federales de derechos civiles
aplicables y no discrimina en base a la raza, el color, el pais de
origen, la edad, la discapacidad o el sexo.

Language Assistance

Medicaid Member Services: 1-833-404-1061 (TTY 711)

English: Language assistance services, auxiliary aids and
services, larger font, oral translation, and other alternative formats
are available to you at no cost. To obtain this, please call the
number above.

Espaiol (Spanish): Servicios de asistencia de idiomas, ayudas y

servicios auxiliares, traduccion oral y escrita en letra mas grande y
otros formatos alternativos estan disponibles para usted sin ningun
costo. Para obtener esto, llame al numero de arriba.

I=|='3'C(Chinese)' A LR FERAIEMIES HEIARS - HENAEEMAR
RN ERE - OFMUREMEDR - BB EIBKT] isBiES
EE_'JO

Tiéng Viét (Vietnamese): Céac dich vu tro gitp vé ngén ngir, cac
tro cu va dich vu phu thugc, phong chiy khé I&n, théng dich béng
&1 néi, va cac dang thire thay thé khac hién co cho quy vi mién phi.
Pé c6 dwoc nhirng dich vu nay, xin goi sd dién thoai néu trén.
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Srpsko-Hrvatski (Serbo-Croatian): Nna raspolaganju su vam
besplatne jezicke podrske, dodatna pomoc i usluge, krupniji font,
usmeni prevod kao i drugi alternativni formati. Da biste sve ovo
dobili, molimo vas da nas nazovete na gorniji bro.

Deutsch (German): Sprachunterstutzung, Hilfen und Dienste fur
Horbehinderte und Gehorlose, eine groliere Schriftart, eine
mundliche Ubersetzung sowie weitere alternative Formate werden
Ihnen kostenlos zur Verfugung gestellt. Um eines dieser
Serviceangebote zu nutzen, wahlen Sie die 0. a. Rufnummer.
4w 21l (Arabic):
S el claad sac luall 4y galll lile W 5 colac Lall s Adleall o jal 3 508 Lgd
L e 5 e JSEY) Aol UBlas, Jpaall e oda cleadlle Juail 28 1L o3led,
290 (Lao): 13NILvoIVFoBCTHLOIVWIZTY, DINIVL CCI*
©0ID508CHDCIYY, (T SVCLLNIYSDONSVY BLUICHI WS,
MINIDINIVSV2YD NQVNULUNBLIBCINEINCHY..

ot 0] (Korean): §10{ X| & MH|A HZX X[ Sl MH|A ) CHH

g2, 9, 7|E M g4 S FE2 0|80tz = AFLILE 0|
E -

-, O 1,

2ol 72| ot 2 A AL,

f&dl (Hindi):

3MTY 7 foTgehT 31T Hee H I8 & 3b b aR T dls Jgard gi, i
ek fomT fopeht < & 3ot YT & Heg 3R WG RI UTd & &l
IPR B | Tl U ¥ &1d H= & forg
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Francais (French) : Des services gratuits d’assistance linguistique,
ainsi que des services d’assistance complémentaires, des polices
de caracteres plus grosses, de la traduction orale et d’autres
formats sont a votre disposition. Pour y accéder, appelez le numéro
ci-dessus.

Pennsylvanian Deitsh (Pennsylvanian Dutch): Du kansht hilf
greeya mitt dee shprohch, adda annah hilf un services in diffahndi
vayya un es kosht dich nix. Fa hilf greeya adda may ausfinna, kawl
da phone number do ovvah droh.

‘Ine (Thai): usn15AMUTIURaAIUNINT aUnsalilazudn1sLau
wuudnwsauinluaidu nisudasalinan sauvesduuunisidaniu
q fWaald 18 Tne BiiduA11dd1e windasnislgdusnisi

nyu TNsANAnsafivnaaud9d 1

Italiano (Italian): Sono disponibili servizi di assistenza linguistica,
ausili e servizi accessori, testo in caratteri grandi, traduzione orale
e altri formati alternativi. Per ottenerli, chiamare il numero di
telefono riportato sopra.

Pycckumn a3bik (Russian): Ycrnyru no nepesogay,
BCMOMOraTesibHble CpeacTBa U yCryrn, matepuarnbl, HaneyataHHble
boree KpyrnHbIM WPUEPTOM, YCIyrn yCTHOro nepesoa, a Takxke
mMartepuansl B pyrmx, anbTepHaTUBHbIX, popmaTtax
npegocTaBnsaTca Bam coBepueHHo 6ecnnaTHo. UTobbl NonyynTb
NX, NO3BOHUTE MO YKa3aHHOMY BbilLle HOMeEpPY TenedgoHa.
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