Louisiana

Do you want us to share your

health information with someone?

fogb

Fill Out the Form to Name an Authorized Delegate

What Is the Purpose of This Form?

For OGB Health Plans

Fill out this form to allow Blue Cross and Blue Shield of
Louisiana or HMO Louisiana, Inc. (collectively called Blue
Cross) 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:  1-800-392-4089
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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 is an independent licensee of the Blue Cross and Blue Shield Association
and is incorporated as Louisiana Health Service & Indemnity Company.






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.

Tonamea IRl Person’s name
person authorized
delegateisa  Mailing address Street
person, fill out
this section. City State ZIP code
Date of birth - 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 - OR Driver’s.license
MM/ DD/ YYYY number:
Toname an [IRYeYg Organization name
WEulrZI Il 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

| give Blue Cross 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 Blue Cross to no longer share my information or until my health
insurance with Blue Cross is ended.

My signature Today’s date
- X | 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.

| 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 Blue Cross 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.

/ /

MM/ DD/YYYY

My signature x Today’s date

My relationship to the
member

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

Fax it to us at: (225) 298-7772

Mail it to us at; Customer Service
Blue Cross and Blue Shield of Louisiana
P.O. Box 98027
Baton Rouge, LA 70898-9917

Still have questions?

Or Call us. We will be happy to help you.
Email it to us at: help@bcbsla.com

. . . Call Customer Service at:  1-800-392-4089
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 bcbsla.com/ContactUs.
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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
Insurance Company, Inc., does not exclude people or treat them differently on the basis of race, color, national
origin, age, disability or sex in its health programs or activities.

Blue Cross and Blue Shield of Louisiana and its subsidiaries:

- Provide free aids and services to people with disabilities to communicate effectively with us, such as:
- Qualified sign language interpreters
- Written information in other formats (audio, accessible electronic formats)
- Provide free language services to people whose primary language is not English, such as:
- Qualified interpreters
- Information written in other languages

If you need these services, you can call the Customer Service number on the back of your ID card or email
MeaningfulAccessLanguageTranslation@bcbsla.com. If you are hearing impaired call 1-800-711-5519 (TTY 711).

If you believe that Blue Cross, one of its subsidiaries or your employer-insured health plan has 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 Blue Cross, file a grievance with Blue Cross by mail, fax, or email.

Section 1557 Coordinator

P. 0. Box 98012

Baton Rouge, LA 70898-9012
225-298-7238 or 1-800-711-5519 (TTY 711)
Fax: 225-298-7240

Email: Section1557Coordinator@bcbsla.com

2. If your employer owns your health plan and Blue Cross administers the plan, contact your employer
or your company’s Human Resources Department. To determine if your plan is fully insured by Blue
Cross or owned by your employer, go to www.bcbsla.com/checkmyplan.

Whether Blue Cross or your employer owns your plan, you can file a civil rights complaint with the U.S.
Department of Health and Human Services, Office for Civil Rights by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

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

Or
Electronically through the Office for Civil Rights Complaint Portal, available at

https://ocrportal.hhs.gov/ocr/portal/lobby.jsf. Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

01MK6445 9/16 Blue Cross and Blue Shield of Louisiana is incorporated as Louisiana Health Service & Indemnity Company. HMO Louisiana, Inc.. and Southern National Life Insurance Company, Inc.,
are subsidiaries of Blue Cross and Blue Shield of Louisiana. All three companies are independent licensees of the Blue Cross and Blue Shield Association.



NOTICE

Free language services are available. If needed, please call the Customer Service number on the back of your ID card.
Hearing-impaired customers call 1-800-711-5519 (TTY 711).

Tiene a su disposicion servicios linglisticos gratuitos. De necesitarlos, por favor, Ilame al nimero del Servicio de
Atencidn al Cliente que aparece en el reverso de su tarjeta de identificacion. Clientes con dificultades auditivas,
llamen al 1-800-711-5519 (TTY 711).

Des services linguistiques gratuits sont disponibles. Si nécessaire, veuillez appeler le numéro du Service clientéle
figurant au verso de votre carte d’identification. Si vous souffrez d’une déficience auditive, veuillez appeler le
1-800-711-5519 (TTY 711).

C6 dich vy thong dich mién phi. Néu can, xin vui ldng goi cho Phuc Vu Khach Hang theo s6 & mit sau thé ID cla quy vi.
Khach hang nao bj suy gidm thinh Iyc h3y goi sé 1-800-711-5519 (TTY 711).

HATVIER MR EF RS . WA, HEE D REHNE RS 5. Ui gk
1-800-711-5519 (TTY 711)

Sl AalAl Cay gl d8day jeda e o saall o leal) dada ?3)4 Juaiy) ‘)A‘\J\ a8l 1Y) a L\AA Aalie 4 galll chlaasl)
(TTY 711) 1-800-711-5519 w1l JLai¥ o s oand) b Bl (e el i 13

Magagamit ang mga libreng serbisyo sa wika. Kung kinakailangan, pakitawagan ang numero ng Customer Service sa
likod ng iyong ID kard. Para sa mga may kapansanan sa pandinig tumawag sa 1-800-711-5519 (TTY 711).

P2 A MHIAE 0|2061A &= JUSLICH 2L B Ao ID ItE HHl IS Jqes D24 HHlA
HSE HSGIAID| BIELICH &2 HO0HDOF U= 2 1-800-711-5519 (TTY 711) & HSGHAAI L.

Oferecemos servicos linguisticos gratis. Caso necessario, ligue para o nimero de Atendimento ao Cliente indicado no
verso de seu cartdo de identificacdo. Caso tenha uma deficiéncia auditiva, ligue para 1-800-711-5519 (TTY 711).

wonSabdSnaucdwaza lomanus. mmnmsgmuuamuwu mam?mmﬂwuLmnuamuanmmuw?mzﬁg‘]
U]‘]ﬂU1f]285)UOU8‘-V‘]C']028f]Zﬂ‘11J mzm:uznuo st 1-800-711-5519 (TTY 711).

RO SFEY—E 2% ZFHET ET, HR7-0Dh— ROERICHHIN WL R— e Z—D
Eah R £ CIEKEL a3, BREEND DA 1E. 1-800-711-5519 (TTY 711) £ T IEKE < 7280,

(S ISy el (g e IS dgmse y Caly (SIS (3 Il a S0l e 5 g K1 Ol Gladd ke Blate s 0
-2 X JE 5 1-800-711-5519 (TTY 711) s M5 Sl ran

Kostenlose Sprachdienste stehen zur Verfligung. Falls Sie diese bendtigen, rufen Sie bitte die Kundendienstnummer auf
der Rickseite Ihrer ID-Karte an. Horbehinderte Kunden rufen bitte unter der Nummer 1-800-711-5519 (TTY 711) an.

8 el ol 00 750 (5 il ISy 0 48 ol e lead o jladi b Gl 5l oy s )l Gy 3 b3 080 clead
21,80 e 1-800-711-5519 (TTY 711) olad b 2y () i JSiia 4S 3 yida

Mpepgnaratotca becniatHble nepesBoayeckme ycayru. Mpu HeobxoaMMOCTH, NOXKaAyHCcTa, NO3BOHMTE Mo Homepy OTaena
06CNYKMBAHMA KNIMEHTOB, YKa3aHHOMY Ha 060POTHOM cTopoHe Bawen naeHTMOUKaLMOHHOM KapTbl. KaneHTbI ¢
HapyLEeHUAMM CNyxa MOTYT NO3BOHUTbL No Homepy 1-800-711-5519 (TenedoH c TeKCTOBbIM Bbixogom: 711).

a a % ve v v % o a ] 1 a % ISI I o o o o I
fuAmafuns IHE 18w winsieanis TusalnsdnwiRasadanisiznisgnéaunanaiaafieg fnunaninsszandalssmauae i
AmFugnénfdiloywinienisléau Teatnsdwilufnaneias 1-800-711-5519 (TTY 711)
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