AUTHORIZATION FOR USE AND DISCLOSURE

UNIVERSITY OF MICHIGAN OF PROTECTED HEALTH INFORMATION

HEALTH PLAN

UNIVERSITY OF MICHIGAN HEALTH

RESET FORM
SECTION A: INFORMATION ABOUT YOU
MEMBER NAME: MEMBER NUMBER:
MEMBER ADDRESS: MEMBER GENDER:
Omace  OremaLE
CITY: STATE: ZIP: MEMBER DATE OF BIRTH:
DAYTIME PHONE NUMBER: EVENING PHONE NUMBER:

SECTION B: PHI USE AND DISCLOSURE

| authorize and request the use and disclosure of my Protected Health Information (PHI), including, without limitation, my
name and the following as applicable protected under the regulations in Title 42 of Code of Federal Regulations Part II:

O Diagnosis and/or treatment of alcoholism and/or drug abuse or dependency;
O Diagnosis and/or treatment of mental illness;

O Human Immunodeficiency Virus-HIV, Acquired Immunodeficiency Syndrome-AIDS, and AIDS related complex-
ARC, as defined by the Department of Community Health Rules (1989 Public Act 174);

O Genetic testing information.

Please indicate what information you wish to release by checking one or more of the boxes below. If you wish to grant
limited access (specific dates, providers, claims or issues, etc.), please specify in the space provided.

[ Claims:

[ Eligibility/Benefits:

] Medical Records:

[] Case Management:

[ Other:

SECTION C: AUTHORIZED USES AND DISCLOSURES

PLEASE NOTE: IF PHI IS DISCLOSED UNDER YOUR AUTHORIZATION TO PERSONS OR ORGANIZATIONS NOT
SUBJECT TO FEDERAL PRIVACY LAWS, IT MAY BE RE-DISCLOSED AND NO LONGER PROTECTED.
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O 1 authorize University of Michigan Health Plan (UM Health Plan) to disclose my PHI to the following person(s) and/or

entities:

NAME or ENTITY:

ADDRESS: GENDER if applicable
Omate Oremale
CITY: STATE: ZIP: DATE OF BIRTH if applicable

DAYTIME PHONE NUMBER:

EVENING PHONE NUMBER:

The purpose(s) of this disclosure is:

SECTION D: EXPIRATION

This authorization will expire on:

; OR when the following occurs:

| understand that | may revoke this designation at any time by sending a written notification to UM Health Plan at the
address below. | further understand that any such revocation does not apply to the extent that UM Health Plan has already

acted in reliance on this designation.

SECTION E: SIGNATURE

Signature

Date

(If the above signature is that of a member’s representative, UM Health Plan must complete the following)

| have verified the identification of:

Name of Representative:

Documentation Type:

Documentation Number:

UM Health Plan Associate Signature Date

Please return Authorization to:

Revised 08/23/2024

University of Michigan Health Plan
P.O. Box 30377

Lansing, Ml 48909-7877
800-832-9186 phone

517-364-8411 fax




SECTION F: REVOCATION — ONLY USE THIS PORTION TO REVOKE PR

I, hereby revoke authorization for use and disclosure of my protected
health information, as given above.

Signature Date

(If the above signature is that of a member’s representative, UM Health Plan must complete the following)

Name of Representative:
I have verified the identification of:

Documentation Type: Documentation Number:

UM Health Plan Associate Signature Date
FOR HEALTH PLAN USE ONLY

Accepted | Date Logged: Reviewed By:

Denied [ If Denied, Why:

Sent To: Date Sent:

Revised 08/23/2024



LANGUAGE ASSISTANCE

ATTENTION: If you speak a language other than English, language assistance services, free of
charge, are available to you. Call 800.832.9186 (TTY: 711).

Spanish: ATENCION: Si habla espafriol, puede solicitar servicios gratuitos de asistencia
lingUistica. Llame al 800.832.9186 (TTY: 711).

Arabic:
oSl anall Gl 2 5) s il laally ell il 55 &y il BacLudl) Cilads ol el ,SH Caaati € 1) ;idasale
(TTY: 711) 800.832.9186

Chinese: J1 & - AIREERERG 5L AT LI EIERGHE S RIIRTS - 552(FE800.832.9186
(TTY: 711)

German: ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfiigung. Rufen Sie unter 800.832.9186 (TTY: 711) an.

Italian: ATTENZIONE: Se parla italiano, puo disporre di servizi di assistenza linguistica gratuiti.
Chiamare il numero 800.832.9186 (TTY: 711).

Japanese: ;FEEIE : BABZHEINDIGEE. BHOEEXEZ AWV ETEY,
800.832.9186 (TTY: 711) £ T, HBEICTITERK LS

Korean: =2|: st=20E AME0IAI= &R, 90 A& NHIAE BE== 0|20ta &= USLICH
800.832.9186 (TTY: 711) H2 2 Mo =& AI2L.

Polish: UWAGA: Jezeli méwisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy jezykowe;.
Zadzwon pod numer 800.832.9186 (TTY: 711).

Russian: BHUMAHWE: Ecnwu Bbl roBopuTE Ha PyCCKOM 5i3blke, BaM JOCTYNHbI 6ecnnaTtHble
ycnyru nepesoga. 3soHute 800.832.9186 (TTY: 711).

Tagalog: PAUNAWA: Kung nagsasalita ka ng Tagalog, mayroong mga serbisyo ng tulong sa
wika nang walang bayad. Tumawag sa 800.832.9186 (TTY: 711).

Vietnamese: CHU Y: Néu quy vi néi Tiéng Viét, c6 cac dich vu ho trg ngén ngl» mién phi danh
cho quy vi. Goi s6 800.832.9186 (TTY: 711).

Bengali: 7557 Fde WA I 23TAGy I70T® WY (AT O FAT I, SR NN
O YOI Ol TRl AT OANTH AR | (FIN FP 800.832.9186 (TTY: 711)|
Albanian: NJOFTIM: Nése flisni shqip, pér ju ka né dispozicion shérbime té asistencés
gjuhésore, pa pagesé. Telefononi né 800.832.9186 (TTY: 711).

Serbo-Croatian: OBAVJESTENJE: Ako govorite srpsko-hrvatski, usluge jezicke pomoéi
dostupne su Vam besplatno. Nazovite 800.832.9186 (TTY- Telefon za osobe sa oste¢enim
govorom ili sluhom: 711).
Syriac:

wohulnin Lok o5 (iahK <8 (adumng e (ahe® L Iidan

800.832.9186 (TTY: 711) <iias AL (6o du <N <is)s <hums <l
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