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Notice to Member:

Completing this form will allow Superior HealthPlan 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 give permission to use or share your health information. Your services and benefits with
Superior will not change if you do not submit 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 Superior.

Superior 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.

If you need help or if you have questions about this form, please call Superior.

Fill in all the information on this form. When finished, mail or fax the form and any supporting documentation to:
Superior HealthPlan, ATTN: Compliance Department

5900 E. Ben White Blvd., Austin, TX 78741

Fax: 1-833-205-1935

If you prefer to submit the form online, you can submit using the electronic form on our website. Please visit:
SuperiorHealthPlan.com/AuthToDisclose.

Thong Bao cho Hoi Vién:

Viéc dién vao rpéu don nay sé cho phép Superior HealthPlan (i) str dung théng tin strc khoée cla quy vi cho
muc dich cu thé va/hodac (ii) chia sé thong tin strc khde clia quy vi voi ca nhan hoac to chirc ma quy vi néu
trong mau don nay.

Quy vi khéng bét budc phai cho phép s dung hoégc chia sé thong tin strc khde cia minh. Cac dich vu va
quyén lgi chia quy vi v&i Superior sé khong thay doi néu quy vi khdng g&ri mau don nay.

Néu quy vi mudn hly méu don Gy quyén nay, hay gl cho chung t6i van ban yéu cau thu hdi méu don theo dia
chi & cudi trang nay. Quy vi c6 thé nhan dwgc mau don thu hoi bang cach goi den Superior.

Superior khéng thé ddm bao rang ca nhan hodc nhém quy vi cho phép ching t6i chia sé théng tin strc khée
cla quy vi sé khdng chia sé thong tin d6 véi ngwdi khac.

Hay gilr lai ban sao cua tat ca cac mau don da hoan thanh ma quy vi g&vi cho chiing t6i. Chuing t6i ¢ thé g
cho quy vi ban sao néu quy vi can.

Néu quy vi can tro gitp hodc c6 thdc mac vé mau don nay, vui Ibng goi cho Superior.

Bién tat ca thong tin trén mau don nay. Khi hoan tét, hay g qua duong buu dién hoac gl fax mau don nay
va bat ky tai liéu ho trg nao dén:

Superior HealthPlan, ATTN: Compliance Department

5900 E. Ben White Blvd., Austin, TX 78741

Fax: 1-833-205-1935

Néu quy vi mudn ndp mau don trwc tuyén, quy vi cé thé ndp bang mau don dién tkr trén trang web clia ching toi.
Vui 1dng truy cap: SuperiorHealthPlan.com/AuthToDisclose.
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https://www.superiorhealthplan.com/authtodisclose
https://superiorhealthplan.com/Autorizaci%C3%B3nParaDivulgar

PLEASE READ THE INSTRUCTIONS CAREFULLY AND COMPLETE THE FORM BELOW.
INCOMPLETE FORMS CANNOT BE ACCEPTED.

o MEMBER INFORMATION:

Member Name (print):

Member Date of Birth: Member ID Number:

9 | GIVE SUPERIOR HEALTHPLAN PERMISSION TO USE MY HEALTH INFORMATION FOR THE
PURPOSES IDENTIFIED OR TO SHARE MY HEALTH INFORMATION WITH THE PERSON OR GROUP
NAMED BELOW. THE PURPOSE OF THE AUTHORIZATION IS EITHER:

o to allow Superior to help me with my benefits and services; OR
o to permit Superior to use or share my health information.

e PERSON OR GROUP TO RECEIVE INFORMATION (add more persons or groups on next page):

Name (person or group):
Address:
City: State: Zip: Phone: ( ) -

| AUTHORIZE SUPERIOR TO USE OR SHARE THE FOLLOWING HEALTH INFORMATION (NOTE: Select
the first statement to release ALL health information or select the below statement to release only SOME health
information. Both CANNOT be selected.)

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
o All of my health information EXCEPT (check all boxes below 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:

e THIS AUTHORIZATION ENDS ON THIS DATE/EVENT:
Date this authorization ends unless cancelled. If this field is blank, the authorization expires one year from the
date of the signature below.

G MEMBER OR LEGAL REPRESENTATIVE SIGNATURE:
DATE:
IF LEGAL REPRESENTATIVE - Relationship to Member:

If you are the Member’s legal or personal representative, you must send us copies of relevant forms, such
as power of attorney or order of guardianship.

MAIL COMPLETED AUTHORIZATION FORM AND ANY SUPPORTING DOCUMENTATION TO

SUPERIOR HEALTHPLAN, ATTN: COMPLIANCE DEPARTMENT
5900 E. BEN WHITE BLVD., AUSTIN, TX 78741



ADDITIONAL INDIVIDUAL PERSON(S) OR GROUP(S) 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 provi-
ders 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: ( ) -

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: ( ) -

Name (individual or entity):
Address:
City: State: Zip: Phone: ( ) -

Name (individual or entity):
Address:

City: State: Zip: Phone: ( ) -




VUI LONG DQC KY HPONG DAN VA HOAN THANH MAU BON DU BAY. CHUNG TOI
KHONG CHAP NHAN MAU BON CHU'A HOAN THANH.

o THONG TIN HOI VIEN:

Tén Hai Vién (viét in hoa):

Ngay Sinh ctia Hoi Vién: S6 ID cuia Hoi Vién:

e TOI CHO PHEP SUPERIOR HEALTHPLAN DUNG THONG TIN SU’'C KHOE CUA TOI CHO MUC DiCH bA
XAC DINH HOAC CHIA SE THONG TIN SU’C KHOE CUA TOI VOI CA NHAN HOAC NHOM CO TEN DUOI
DAY. MUC DiCH CUA VIEC UY QUYEN NAY LA:

« cho phép Superior gilp ti vé cac quyén lgi va dich vu ctia minh; HOAC
« cho phép Superior str dung hoac chia sé thong tin strc khde cua toi.

e CA NHAN HOAC NHOM NHAN THONG TIN (thém cac ca nhan hodc nhém & trang tiép theo):
Tén (ca nhan hoac nhém):
Dia Chi:
Thanh Phb: Tiéu Bang: Ma Zip: Dién Thoai: ( ) -

TOI CHO PHEP SUPERIOR SU’ DUNG HOAC CHIA SE THONG TIN SU'C KHOE SAU DAY (LUU Y: Chon
tuy chon déu tién dé tiét 16 TAT CA théng tin strc khde hodc chon tuy chon bén dudi dé chi tiét 16 MOT SO
théng tin strc khée. KHONG DUQ'C chon ca hai tay chon.)
[0 Tat ca thong tin strc khoe cua toi BAO GOM:
Thong tin di truyén, dich vu hoac két qua xét nghiém; di liéu va hd so vé HIV/AIDS; dir liéu va ho so vé
strc khde tam than (nhwng khong gdm ghi chu vé liéu phap tam ly); di¥ liéu va hd so ve thuoc/duo’c pham

theo toa; dir liéu va hd so vé chat gay nghién va rwou (vui long ghi ré moi thong tin vé tinh trang réi loan do
st dung chat gay nghién cé thé duorc tiét 10);

HOAC

[0 T4t ca thong tin sirc khoée cua téi NGOAI TRU (chi chon céc 6 phi hop bén duéi):
[J Théng tin, dich vu hoac xét nghiém di truyén
O D lieu va hd so vé AIDS hodc HIV
[J D@ liéu va hd so vé chat gay nghién va ruou
[J D@ liéu va hd so vé strc khde tdm than (nhwng khong bao gém ghi cha vé liéu phap tam ly)
O D liéu va hoé so vé thubc/dwoc phdm theo toa
1 Khac:

GIAY UY QUYEN NAY HET HIEU LU'C VAO NGAY NAY/KHI DIEN RA SU KIEN: , ‘ i
Ngay ma giay dy quyén nay hét hiéu luc trir khi bj hay. Néu trirong nay duoc dé trong, gidy dy quyén sé hét
hiéu lue trong vong mét nam ké toe ngay ky dudi day.

e CHO KY CUA HOI VIEN HOAC NGUO'l bAI DIEN HOP PHAP:
NGAY:

NEU LA NGU'O'l DAI DIEN HQP PHAP - Méi Quan Hé véi Hoi Vién:
Néu quy vi la ngum dai digén hop phap hoédc nguoi dai dién ca nhan cua Hoi Vién, quy vi phai givi cho chuang
toi ban sao cta cdc biéu mau lién quan, chang han nhuw gidy Gy quyén hoéc gidy chirng nhan giém ho.

GUI MAU BON UY QUYEN HOAN CHINH VA MOI TAI LIEU HO TRO QUA BPUONG BUU BIEN BEN
SUPERIOR HEALTHPLAN, ATTN: COMPLIANCE DEPARTMENT
5900 E. BEN WHITE BLVD., AUSTIN, TX 78741



(CAC) CA NHAN HOAC NHOM KHAC bU'Q'C NHAN THONG TIN:

LUU Y: Néu quy vi ddng y tiét 16 bat ky hd so nao vé tinh trang rdi loan do st dung chat gay nghién cho nguoi
nhan khéng phai la bén thr ba chiju trach nhiém thanh toan hodc nha cung cap dich vu chdm séc sirc khde, co s&
hoac chwong trinh trong tredng ho'p quy vi nhén dich vu ttr nha cung cép dich vu diéu tri, chéng han nhw chuong
trinh trao d6i bao hiém strc khde hodc t6 chirc nghién ctru (sau day goi la “td chirc nhan”), quy vi phai néu rd tén
clia ca nhan hodc td chirc ma quy vi nhan dich vu tlr nha cung cép dich vu diéu tri tai té chirc nhan d6, hoac chi
can néu rd rang hd so vé tinh trang rdi loan do str dung chat gay nghién ctia quy vi c6 thé dwoc tiét 16 cho nha
cung cép dich vu diéu trj hién tai va twong lai ctia quy vi tai t& chirc nhan dé.

Tén (ca nhan hodc td chirc):

Dia Chi:

Thanh Phé: Tiéu Bang: M3 Zip: Dién Thoai: () -

Tén (c& nhan hodc t6 chirc):

Pia Chi:

Thanh Phé: Tiéu Bang: Ma Zip: Dién Thoai: () -

Tén (ca nhan hoc td chirc):

Dia Chi:

Thanh Phé: Tiéu Bang: Ma Zip: Dién Thoai: () -

Tén (ca nhan hodc td chirc):

Dia Chi:

Thanh Phé: Tiéu Bang: Ma Zip: Dién Thoai: () -

Tén (c& nhan hoac t6 chic):

Dia Chi:

Thanh Phé: Tiéu Bang: Ma Zip: Dién Thoai: () -

Tén (ca nhan hoéc td chirc):

Dia Chi:

Thanh Phé: Tiéu Bang: Ma Zip: Dién Thoai: () -

Tén (ca nhan hodc t6 chirc):

Dia Chi:

Thanh Phé: Tiéu Bang: Ma Zip: DPién Thoai: () -

Tén (ca nhan hodc td chirc):

Dia Chi:

Thanh Phé: Tiéu Bang: Ma Zip: Pién Thoai: () -
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