\% I_IfeVVISe 1 Member's Information:

First Name:
Health Plan of Washington
: Last Name:
Information Release Form
Follow the steps to authorize LifeWise Health Plan of Washington | Date of Birth: / /
(LifeWise) to release your protected health information. MM/DD/YY
ID #: Sufix
2 Who are you authorizing? -
First Name: Last Name: Phone:
Relationship to member: |:I Check here if this person is on Fax:
the same plan as you.
Address: City: State: Zip Code:

3 Why are you authorizing them? | Must check at least one: |
[] At my own request

[] At LifeWise’s request for: [ ] Research [] Other:
[[] Other (state specific date, specific time period, event or condition):
4 Review and Sign:

LifeWise Health Plan of Washington, or any of its affiliates (the “Company”), may disclose my health records, claims,
billing, and eligibility information with the Authorized Representative listed above. | understand that the healthcare
information may include my benefit, claim, diagnosis and treatment records including information about the
following sensitive healthcare diagnosis that | have checked in the boxes below. e

What types of information should we share with the person in Section 2? Check all that apply: Must ,
|:| General Health Information []Genetic Information fézzfléﬁé
|:| Alcohol and/or Chemical Dependency |:| Reproductive Health (including abortion) S
|:| Sexually Transmitted Diseases (HIV/AIDS) |:| Gender affirming care, gender dysphoria, domestic

violence, and behavioral health

Can they see your online accounts? Access will not be granted unless you check “yes” below.

LifeWise.com Online Account Profile: Authorized individual must be an enrolled parent, spouse, or domestic partner on the plan.
Yes, allow the authorized individual to view all claims, including sensitive claims, and online account profile
(benefit summary including usage, limits, spending, activity report, etc.)

Personal Funding Account : |:|Yes, | authorize to have all claims, including sensitive claims, available within the subscriber’s
Personal Funding Account.

You can change your mind and withdraw this release at any time by informing the Company in writing at the address listed at the
bottom of this form. The Company will make sure the change goes into effect within five business days after receiving your
withdrawal request and will not be liable for any information released before your change goes into effect. The person or entity
that receives the member’s information may be able to share it. State and federal privacy rules may no longer protect it. This
release is voluntary. We will not condition your enrollment in a health plan, eligibility for benefits or payment of claims on giving

this release. This release will last twenty-four months from the signature date below, or until you cancel it. This request applies only
to your current health plan.

Signature (print form to sign):
X

Printed Name:

Date of Signature:

If not the member,

O]

CLegal Guardian* LParent* [Holder of Power of Attorney/Legal Representative
| am the: (must attach supporting legal documentation)

*The legal guardian or parent may sign for the member only if member is age 12 or younger, or member is age 13 to 17 and only
releasing general health information in section 4.

| Mail to: Member Appeals POBOX 21552 Eagan, MN 55121 Fax: 1-866-903-9899

051359 (02-02-2023)


https://LifeWise.com

[ ' .
7 LifeWise
Discrimination is Against the Law

LifeWise Health Plan of Washington (LifeWise) complies with applicable Federal and Washington state civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, sex, gender identity, or sexual orientation. LifeWise does not
exclude people or treat them differently because of race, color, national origin, age, disability, sex, gender identity, or sexual orientation.
LifeWise provides free aids and services to people with disabilities to communicate effectively with us, such as qualified sign language
interpreters and written information in other formats (large print, audio, accessible electronic formats, other formats). LifeWise provides
free language services to people whose primary language is not English, such as qualified interpreters and information written in other
languages. If you need these services, contact the Civil Rights Coordinator. If you believe that LifeWise has failed to provide these
services or discriminated in another way on the basis of race, color, national origin, age, disability, sex, gender identity, or sexual
orientation, you can file a grievance with: Civil Rights Coordinator — Complaints and Appeals, PO Box 91102, Seattle, WA 98111, Toll
free: 855-332-6396, Fax: 425-918-5592, TTY: 711, Email AppealsDepartmentinquiries@Life\WiseHealth.com. You can file a grievance in
person or by mail, fax, or email. If you need help filing a grievance, the Civil Rights Coordinator is available to help you. You can also file a
civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, electronically through the Office for
Civil Rights Complaint Portal, available at https:/ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of Health
and Human Services, 200 Independence Ave SW, Room 509F, HHH Building, Washington, D.C. 20201, 1-800-368-1019, 800-537-7697
(TDD). Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. You can also file a civil rights complaint with the
Washington State Office of the Insurance Commissioner, electronically through the Office of the Insurance Commissioner Complaint
Portal available at https://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status, or by phone at 800-562-6900,
360-586-0241 (TDD). Complaint forms are available at https:/fortress.wa.gov/oic/onlineservices/cc/pub/complaintinformation.aspx.

Language Assistance
ATENCION: si habla espariol, tiene a su disposicion servicios gratuitos de asistencia lingliistica. Llame al 800-817-3056 (TTY: 711).
AR R EEHERF TR EEEE SRR - 55 800-817-3056 (TTY 1 711) -
CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu hd tror ngdn ngtr mién phi danh cho ban. Goi s 800-817-3056 (TTY: 711).
F: =0 E MBotAlE B2, A0 X MUIAE 222 0180t = ASLICH 800-817-3056 (TTY: 711) B1C 2 Mt AL,
BHWMAHWE: Ecnm BbI roBOpUTE Ha PYCCKOM A3bIKe, TO BaM AOCTYNHbI BecnnatHble ycnyrv nepesoaa. 3soHute 800-817-3056 (teneTaitn: 711).
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 800-817-3056 (TTY: 711).
YBATA! fKL10 B PO3MOB/IAIETE YKPAIHCbKO MOBOIO, BU MOMKETE 3BEPHYTUCA 10 OE3KOLITOBHOI CYKOM MOBHOI MiATPUMKM.

TenedoHyiite 3a Homepom 800-817-3056 (TeneTaiin: 711).
Ut 1IGuSMERSuW Manisl wnSSWiRsmMan INWESSSS WL SHMOGESNUUTHESY G S1890) §00-817-3056 (TTV: 711)4
AEZE  AAREZEINAGE. BROSEEE CHAWEFET, 800-817-3056 (TTY:711) T, BEEICTIER LS,
TNFOF; PGt RIR ATICE NPT OFCT® ACEF RCEFTE 1R ASTHPH HIEHPA: OL TLhHAD- e7C L0 800-817-3056 (00t AtAGF@-: T11).
XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama. Bilbilaa 800-817-3056 (TTY: 711).
(1168415 auall Caila o8 ) 800-817-3056 o8 s il laally ll ) 535 4 galll Bac Lusall et (8 calll SO Gaaai i€ 1) A sal
fimrs foB: 7 3t st 882 J, 3T 3 R A3 AT 393 B8 He3 QusHEY J1 800-817-3056 (TTY: 711) '3 IS J3|
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfugung. Rufnummer: 800-817-3056 (TTY: 711).
W099U: 1999 1InEdIWIZI 290, NIWVLIMVFoeTHOGMWIZI, L0eVcI e, ccuvduouloiti. lus 800-817-3056 (TTY: 711).
ATANSYON: Si w pale Kreyol Ayisyen, gen sevis ed pou lang ki disponib gratis pou ou. Rele 800-817-3056 (TTY: 711).
ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 800-817-3056 (ATS : 711).
UWAGA: Jezeli mowisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy jezykowej. Zadzwon pod numer 800-817-3056 (TTY: 711).
ATENCAQ: Se fala portugués, encontram-se disponiveis servicos linguisticos, grétis. Ligue para 800-817-3056 (TTY: 711).
ATTENZIONE: In caso la lingua parlata sia ['italiano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero 800-817-3056 (TTY: 711).
A8 G 800-817-3056 (TTY: 711) L 25l (oo bl Lok (51 3 I8 <y gy (5 0t i€ o S s jla (S 42 R Ao sl
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