Authorization for Sharing PerformCARE"
Health Information

This form is used to share your protected health information (“PHI”) where your authorization is required by
federal and state privacy laws.

HIPAA’s privacy regulations require protection of individually identifiable health information. The regulations
define “protected health information” as information that relates to the:

e Past, present, or future physical or mental health or condition of an individual.
e Provision of health care to an individual.
e Past, present, or future payment for the provision of health care to an individual.

Protection applies to information collected from the individual or received or created by a health care provider,
health plan, health care clearinghouse, or employer, and is maintained or transmitted in any form or medium.

Your authorization allows PerformCare NJ to share your PHI with the person(s) or organization(s) that you
choose. You can also choose to allow the person(s) or organization(s) to share your PHI with PerformCare NJ.
You can cancel this authorization at any time by submitting a request to PerformCare NJ. Contact Member
Services at 1- 877-652-7624 or TTY (for the hearing impaired) 1-866-896-6975 for further instructions.

Part A. Youth Information: (individual whose PHI will be shared)

Youth first name: Middle initial:
Last name: CYBERID:

Street address:

City: State: ZIP code:

Youth date of birth: Daytime telephone number (with area code):

Email address:

Email address:

Part B. Recipient: (person or organization that will receive your PHI)

The following individual or organization has the right to receive my PHI:

Do you want the following individual or organization to also share your PHI with us? OYes [ No

First name: Last name:

Organization name (if applicable):

Address:

City: State: ZIP code:
Telephone number (with area code): Fax number (with area code):
Relationship to youth in Part A: Recipient email:
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Authorization for Sharing Health Information

Part C. Description of the PHI to be shared:

Tell us what types of PHI can be shared. You can check as many boxes as you want. At least one box must be selected.
Note: Some sharing of PHI without your authorization is permitted by state and federal law.

Medical records

O All PHI related to my health and the provision of and payment for my health care benefits and services,
except for mental/behavioral health and the medical conditions described under the next check boxes.
Note: Federal law requires a separate authorization to share psychotherapy notes.

O Some laws allow you to give specific permission to share PHI regarding certain medical conditions. Please
check the boxes below if it is OK for us to share PHI regarding these medical conditions. By checking these
boxes, you give permission for all your records containing PHI about these medical conditions to be shared.
If you only want to authorize sharing of a subset of records about a certain medical condition, such as
records about only one diagnosis, fill out the “Only limited information” section below.

Genetic information Sexually transmitted disease
O HIV/AIDS O Abortion and family planning
O Substance or alcohol use O Communicable diseases

Mental/behavioral health records

B Some laws allow you to give specific permission to share PHI regarding mental/behavioral health. Please
check the box below if it is OK for us to share PHI regarding mental/behavioral health. By checking this box,
you give permission for all your records containing PHI about mental/behavioral health, including inpatient
treatment, to be shared.

Mental/behavioral health (including inpatient treatment)

O Only limited information. In the box below, describe the PHI you want shared. Examples:
¢ The claim related to my service on [date]. e Appeal information related to my claim on [date].

Please describe the information you want shared:

Part D. Purpose of this authorization:

This authorization is valid for sharing PHI for the following purposes. (Please check one or both boxes.)
O To help diagnose, treat, manage, and/or pay for my health needs.

OR
O For the following reason:

This authorization shall be invalid if used for any purpose other than the purpose(s) stated above.
Date:
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Authorization for Sharing Health Information

Part E. Expiration date of this authorization:

This authorization will end automatically one (1) year after the date it was signed unless you select an
earlier date. If you would like this authorization to end sooner, please provide the expiration date below.

O 1 would like this authorization to end on
OR
O Upon completion of the following event or condition:

Part F. Approval: (You OR your personal representative must sign and date this form in order for

it to be processed.)

| understand that this authorization for sharing my PHI is voluntary and is not a condition of eligibility for
benefits or payment of claims. | understand that PerformCare N) must be notified of the event/condition to
cancel this authorization. This authorization automatically expires one year after the date it was signed unless
you choose an earlier date. | understand that | may cancel this authorization at any time by submitting a
request to PerformCare and that canceling this authorization will not affect any action taken pursuant to the
authorization prior to my request to cancel.

| also understand that if | cancel this authorization, | should separately notify the individual(s) or
organization(s) listed in Part B above if | wish for those individual(s) or organization(s) to no longer share my
PHI. | also understand that if the person or organization | authorize to receive my PHI described above is not
subject to federal or state health information privacy laws, they may further share my PHI and it may no longer
be protected by federal or state privacy laws. | also understand that | or my personal representative have a right
to receive a copy of this form and to review my PHI that may be shared because of this authorization.

Young adult/parent signature: By signing below, | authorize the sharing of my PHI as described above.

Signature of young adult/parent: Date:

Personal representative information: By signing below, | authorize the sharing of PHI about the young adult
listed above. (A personal representative is a person who has the legal authority to make health care decisions
on the young adult’s behalf. A copy of a power of attorney or other legal health care documents must be on file
at PerformCare N) and submitted with this form.)

Printed name of personal representative or legal guardian:

Address of representative:

Description of personal representative’s authority:

Signature of personal representative:

Date: Telephone number:
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Authorization for Sharing Health Information

Addendum to Authorization for Sharing Health Information
Verbal consent

We, the undersigned, attest that the young adult identified in Section A above is physically unable to sign this
authorization. Verbal consent does not replace the need for documentation showing that another person is the
young adult’s personal representative and cannot replace this documentation simply because it is inconvenient
for the young adult to sign.

Reason for the young adult’s inability to sign:

The signatures below indicate:
e The information on this form was communicated to the young adult.
e The young adult indicated their understanding of the information in this authorization.
e The young adult freely gave their consent.

Method of communication to member:
O Phone

O In person

O Other (specify):

Witness printed name: Witness printed name:
Witness signature: Witness signature:
Date: / / Date: / /

Return the completed form to:

PerformCare NJ, 300 Horizon Drive, Suite 306, Robbinsville, N 08691
Or Fax number: 1-877-736-9166 (toll-free)

Or Email: shared-pcnjhealthinfo@performcarenj.org

www.performcarenj.org Pe l’fO rm C AR E®
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Multi-language interpreter services

Attention: If you do not speak English, language assistance
services are available to you at no cost. Call 1-877-652-7624

(TTY 1-866-896-6975).

Spanish: Atencidn: Si habla espafiol, tiene a su disposicion servicios

gratuitos de asistencia lingiiistica. Llame al 1-877-652-7624

(TTY 1-866-896-6975).

Portuguese: Atengéo: Se fala portugués, encontra-se disponivel servico

gratuito de intérprete pelo telefone 1-877-652-7624

(TTY 1-866-896-6975).

Arabic:

a0 Jeatl . cilaally Al 55 2y 10 BaeLusal) iladd (b ) AR Caaats i€ 13 A0 gala
(TTY: 1-866-896-6975 :aSill s acall s 3 )) 1-877-652-7624

Haitian Creole: Atansyon: Si w pale Kreyol Ayisyen, gen sévis éd pou lang

ki disponib gratis pou ou. Rele 1-877-652-7624 (TTY: 1-866-896-6975).

Chinese Mandarin: y£ & QUGG @ 1/ FE, AT 9t

G BB SEIIRS . EEH: 1-877-652-7624 (TTY 1-866-896-6975).

Korean: =2|: &t=201E AIEctAl= 22, 20 A& MEIAE REZ

0l Zsotal = ASLICH 1-877-652-7624 (TTY 1-866-896-6975) 12 2

detoll =HAIL.

Bengali: %7 S AW SA IRA, FAT IO MG, R A TET

OAT el ANEAT TTE ARl @ FIA 51-877-652-7624

(TTY 1-866-896-6975)|

French: Attention : si vous parlez frangais, des services d'aide

linguistique vous sont proposés gratuitement. Appelez le
1-877-652-7624 (TTY 1-866-896-6975).

www.performcarenj.org

Vietnamese: Chii y: Néu ban néi Tiéng Viét, ¢é cac dich vu h trg ngon
ngit mién phi danh cho ban. Goi s6 1-877-652-7624
(TTY 1-866-896-6975).
Hindi: &7+ &: =% e & arera & a7 s forg g & sror agrerar ard
ITTH gl 1-877-652-7624 (TTY 1-866-896-6975) TT FicT 1|
Chinese Cantonese: 15  QIFEH Bl - ] IR T GaE S TR
HR¥5 - 55508 1-877-652-7624 (TTY 1-866-896-6975) -
Polish: Uwaga: Jezeli m6éwisz po polsku, mozesz skorzystac z bezplatnej
pomocy jezykowej. Zadzwon pod numer 1-877-652-7624
(TTY 1-866-896-6975).
Urdu: ] )

e et (S oae S O S Gl gon s gl @l RN iGsle b aa s

1-877-652-7624 (TTY: 1-866-896-6975). LS JIS - L it (e

Turkish: Dikkat: Tiirk¢e konusuyorsaniz dil yardimi hizmetlerinden
iicretsiz olarak yararlanabilirsiniz. 1-877-652-7624

(TTY 1-866-896-6975) numarali telefonu arayin.

Russian: Bunmanue: Eciiu BbI TOBOPUTE HA PYCCKOM fI3bIKE, TO BaM

JOCTYNHBI OecIUIaTHBIE YCIyrd nepesosia. 3sonute 1-877-652-7624
(TTY 1-866-896-6975).
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