
    

   
             

      

                 
            

                 
             

                    
            

                      
    

                     

                      

  

      

            

             
        

              

                

           

       

    

                    

          

                 

                

     

                                                                       

Authorization to Use and Disclose Health Information 

Notice to Member: 
•	 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 Iowa 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 Iowa 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. 

•	 Iowa 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. 

•	 Fill in 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: _______________________________________________________ 

I give Iowa 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: 

□ to allow Iowa Total Care to help me with my benefits and services, or 

□ to permit Iowa 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: (____ ) ___ -_______ 

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

□ 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 



            

     

      

      

                

    

                   
  

         

      

  

                
 

  

        

                    
                  
                 
                    

                  
       

   

 

   

 

   

           

 

□ All of my health information EXCEPT (check all boxes that apply): 

□ Genetic information, services or tests 

□ AIDS or HIV data and records 

□ Drug and alcohol data and records 

□ Mental health data and records (but not psychotherapy notes) □ Prescription drug/medication data and records 

□ Other: __________________________________________________________________________ 

Authorization End Date: ___/ ____ / _____/ (date the authorization ends or ten years, whichever is sooner, unless 
cancelled or revoked) 

Member Signature: _____________________________________________________ 

(Member or Legal Representative Sign Here) 

Date: / _____ ____ / _____ 

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). 

Iowa Total Care Quality Improvement Department: 4900 University Avenue, Ste. 100 
West Des Moines, IA 50266 1-833-404-1061 TTY: 711 

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: ( 

­

) -

Iowa Total Care Quality Improvement Department: 4900 University Avenue, Ste. 100 
West Des Moines, IA 50266 1-833-404-1061 TTY: 711 



       
         

     

      
            

          

 
   

      
       

             
 

       
         

     
        

 

            
              
                
              

Iowa 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. 

Iowa Total Care cumple con las leyes federales de derechos civiles 
aplicables y no discrimina en base a la raza, el color, el país 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. 

Español (Spanish): Servicios de asistencia de idiomas, ayudas y 
servicios auxiliares, traducción oral y escrita en letra más grande y 
otros formatos alternativos están disponibles para usted sin ningún 
costo. Para obtener esto, llame al número de arriba.

中文 (Chinese): 可以免费为您提供语言协助服务、辅助用具和服

务、较大的字体、口译以及其他格式。如有需要请拨打上述电话号


码。 

Tiếng Việt (Vietnamese): Các dịch vụ trợ giúp về ngôn ngữ, các 
trợ cụ và dịch vụ phụ thuộc, phông chữ khổ lớn, thông dịch bằng 
lời nói, và các dạng thức thay thế khác hiện có cho quý vị miễn phí. 
Để có được những dịch vụ này, xin gọi số điện thoại nêu trên. 
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Srpsko-Hrvatski (Serbo-Croatian): Nna raspolaganju su vam 
besplatne jezičke podrške, dodatna pomoć i usluge, krupniji font,
	
usmeni prevod kao i drugi alternativni formati. Da biste sve ovo 

ລ 

dobili, molimo vas da nas nazovete na gornji broj. 

म� 

Deutsch (German): Sprachunterstützung, Hilfen und Dienste für 
Hörbehinderte und Gehörlose, eine größere Schriftart, eine
mündliche Übersetzung sowie weitere alternative Formate werden 
Ihnen kostenlos zur Verfügung gestellt. Um eines dieser 
Serviceangebote zu nutzen, wählen Sie die o. a. Rufnummer. 

العربیة ( Arabic): 

تتوفر لك خدمات المساعدة اللغویة والاعانات والمساعدات الإضافیة بأحرف كبیرة وشفھیا 
وغیرھا من الأشكال البدیلة للحصول .مجانا على ھذه ،الخدمات اتصل بالرقم  .أعلاه

ລາວ (Lao): ບ ລ ການໃຫຄວາມຊວຍເຫ ອດານພາສາ, ບ ການ ແລະ 
ຄວາມຊວຍເຫ ອຕາງໆ, ແລະ ຮບແບບທາງເລ ອກອ ນໆ ມ ໃຫເຈ າ ຟລ . 
ຫາກຕອງການຮ ບຂ ມນ  ກະລນາໂທໄປທ ໝາຍເລກຂາງເທ ງ.. 

한국어 (Korean): 언어 지원 서비스 , 보조 지원 및 서비스 , 대형 

활자본 , 통역 , 기타 대체 형식을 무료로 이용하실 수 있습니다 . 이를
 

위해 위의 전화번호로 연락해 주십시오 . 

िहदी (Hindi): 

आप या िजसकी आप मदद कर रहे ह� उनके के बारे कोई सवाल हो, तो 

आपको िबना िकसी खच के अपनी भाषा म मदद और जानकारी �ा� करने का 

अिधकार ह। िकसी दभािषये से बात करने के िलए 

ິໍ ້ ່ ື ຼ ້ ໍ

ູ

່ ື ຼ ່ ູ ື ື ່ ີ ້ ົ້ ີ

ິ

້ ັ ໍ້ ຸ ີ ່ ້ ິ

ं

ं

ै ु
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Français (French) : Des services gratuits d’assistance linguistique, 
ainsi que des services d’assistance complémentaires, des polices 
de caractères plus grosses, de la traduction orale et d’autres 
formats sont à 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. 

ไทย (Thai): บรการความชวยเหลือดานภาษา อุปกรณและบริการเสริม 

แบบอักษรขนาดใหญขึ้น การแปลดวยปากเปลา รวมทั้งรูปแบบทางเลือกอ่ืน 

ๆ มีใหคุณใชไดโดยไมเสียคาใชจาย หากตองการใชบริการน 

กรุณาโทรศัพทตดตอที่หมายเลขขางตน 

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. 

Русский язык (Russian): Услуги по переводу, 
вспомогательные средства и услуги, материалы, напечатанные 
более крупным шрифтом, услуги устного перевода, а также 
материалы в других, альтернативных, форматах 
предоставляются Вам совершенно бесплатно. Чтобы получить 
их, позвоните по указанному выше номеру телефона. 

ิ

  ้ี

ิ
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