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BlueCross BlueShield
of New Mexico

Dear Member:

We need your okay before we can give out your records to others.
Just fill out and sign this form.

We’ve been asked to release your records to a person or company. Before we can do this, we need you
to fill out the form that is with this letter. Then send it back to us. This form will tell us who can receive
your records.

The form will be good for one year from the date you sign it unless you ask for it to end sooner.

Please be sure to fill out the whole form. Keep a copy for your records. Please don’t change the form or
leave things out. If there are problems, or if we have questions, we’ll send you a letter or call you.

Once we get your signed form, we will process it quickly. If you have any questions, please call
Customer Service at 1-866-689-1523.

Sincerely,

Customer Advocate

Blue Cross Community Centennial®« P.O. Box 27838 « Albuquerque, NM 87125-7838 « 1-866-689-1523 * bcbsnm.com
Such services are funded under contract with the State of New Mexico

Blue Cross and Blue Shield of New Mexico is a Division of Health Care Service Corporation, a Mutual Legal Reserve Company,
an Independent Licensee of the Blue Cross and Blue Shield Association
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Please read the following for help completing page one of the form.

PART A: Member + .
. LY
o Prlnt your laSt name) ﬁrSt name’ and the BlueCross BlueShield
first letter of your middle name. Member Authorization Form oI DNew Mexioo
® erte your date Of blrth hke this: This form must be filled out bya member, Itallows aperson orcompany tosee the member's records. Please wrte inasmuch about yourself asyou can.

Ifyou need hel = letrer that's with this form. Iwill show you how 1o il out sach part. Al on your member |Deard

mm/dd/yyyy. For example, if you were

born on October 5 5 1960, you would write Menber fast name Member fist rame Middle inial | Member date of irth
10/05/1960 Menmber strest address ay State IIP.:ad; —
° Wl‘ite your full street addreSS Clty state Daytime phone number (with area code) Member 1D number {see member D card) Group number (see member 10 card)
s > >
PARTB: PEOPLE OR COMPANIES WHO WILL GET MY RECORDS
and ZIP COde' The people ¢ d and checked below have the right tosee my records. [They must be 18 or oider}, Please check each box that applies.
W
[ erte a daytlme phone number (lncludlng 0 My spouse [fist and last name) O My parents [Ifyou are over 18, write in first and last names)
area code) where you can be reached. U D A s B e S ="

o Member ID number

Twill let Blue Cross Gomm below [thack only ane box)

0 Allmy healthrecords. about your health, adiagnosis (name of

O Thls number 1S On your member ID names of doctors and oty + be aboirt maney (ke biling 2rt barking
see sersitive [very personal] agree 1o 1t below. OR
Card. O Only some records|check all that apply 1o you)
0 Appeal
e Group number N e s -
El Denehs::nd coveroge O Ref 20 your main goctor saysit'sOKto see aspecial doctor for
O gills

et

Claims and payment

o This number is on your member ID
card. If your ID card does not have a Dagrss ume o s rbth st
. O Eigibility
group number, leave this part blank. 0 Docor and s

O Doctor's reconds
O Money areas

PART B: People or companies Who Wﬂl get Ialso will et BCBSNM share this type of sensitive [very personal] records below. Check all boves that apply to you.

O All sensitive records below
OR 0 Being
my records . D fecg
y 0 Just some recards about topics checked below: oM
J Abertion 0 Sexual s passed on to others
exualfphy sical/meral) 0 Other
g abuse*

egnant

e Check the box of the person or company
who can see your records. Also, tell us the
full name of the person or company to »
give your records to. Please do not use a
general term like “my daughter” or “my
son.” You need to be very clear.

p these records private. Mo records Gn
] factthat | agreed to this at any
jen out your heslth reconds.

e Ifyou check “Other,” please give:

o The first and last name (if you have it).
o The company name (if this applies to you). And what they have to do with you.

PART C: My records
e Tell us what records you will let us give out: all or just some.
e To give out all of your records, check the first box.
e To give out only some records, check the second box.

e There is also a section about things that you think are very personal or very private to you. If you agree
that we can give out these types of records, check the boxes that apply to you.

Blue Cross Community Centennial®« P.O. Box 27838 « Albuquerque, NM 87125-7838 « 1-866-689-1523  bcbsnm.com
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Please read the following for help completing page two of the form.

PART D: Why you want your records
shared

e The first box tells us to give out your
records as shown on this form.

e The second box tells us a special reason.
This could be talking about a life
insurance claim. This might be with a
lawyer or family member. Write your
reason in the space.

PART E: Review and sign

e Once you sign the form, it will be good
for one of the following amounts of time:

o Check the first box for one year.
That’s the normal time.

o Check the second box to say the form
you sign will be good for less than a
year. Then give the date you want it to
end.

e Sign your name and put the date on
the form. Your name and signature must
match what you wrote in PART A.

¢ You may be signing this form for
someone else. If you have forms that say
you have Power of Attorney for health
care, or are a legal guardian or
conservator, you must do this:

o Fill in Named Legal Person or Guardian.

-
PART D:WHYYOUWANTYOUR RECORDS SHARED

0 For the reasons shown on this form
OR
0 Special reason(s)

PARTE: REVIEW AND SIGN

Once Isign and send in the form, it will be good for

O One year from the day | signed the fom

OR

O Before one year and on the date, avent or reason shown

Ihave read each part of this form. Tknow, agree, and ity G
abov 0 know that 1signed this form of my own Il. Tknow that |don't need
signing up for or getting benefits,

Centennial use and give out my reconds as |have stated
this form to get treatmeant or payment, or for

Ihave the right 1o take back what 1agreed to inthis form atany time. |will tell Blue Cross Community Centennial in writing that I'mdoing so.

Iknow that taking this back will not change any action taken before |do so. lako know that any records that a person or group gets {that
I'veagreed to} may be given out. Ifthis happens, the records may no longer be protected under the HIPAA Privacy Rule.

Member signature [If member & a minor, parent's signature} Date

X

You have the right to keep a copy of this form after you fill it out. Please make acopy for your records. Retumn this completed  form in
the envelope we sent you with this fom

MAMED LEGAL PERSON OR GUARDIAN

Ifthers &4 person who ks signing for the member, [someone who takes care of the member), we need these forms filled out: Acopy of 2
health care, general or Durable Power of Attomey.

OR

Acourt order o ather proof. This will show that someone has the lagal right to care for a person. Other proof can be legal forms that show
someone can by law act for the member. Complete the bowes below:

Legal representative for member [print full name) How legal representative i related 1o
member

Legal representative’s street address City State 1IP code

Signature it

X

Please returnthe completedformto:
Blue Cross Community Centennial

PO Box

Albsguergue, NM 87125

Forinternal use only:

Inquiry tracking number

o Give us a copy of the legal form that shows you have Power of Attorney. Put it in with this form.

Here are samples of legal forms. These are used when a person needs someone else to make choices for them.

e Health Care, General, or Durable Power of Attorney. This form gives someone the legal power to
act for you. This person can make health care choices for you. It might say this on the form: “to take
charge of my person in the case of sickness of any kind.” It may also say this “and in general to do and
act for me and in my name all that I might do if I am not there.”

¢ Legal Guardianship. This is when the court names someone to care for a person.

e Conservatorship. This happens when a judge names a person to be in charge. This would be when a

person can’t make choices for him or herself.

e Executor of estate. This type of form would be used when the person who is being spoken for has

died.
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BlueCross BlueShield

. . f .
Member Authorization Form of New Mexico

(This form must be filled out by a member. It allows a person or company to see the member’s records. Please write in as much about yourself as you can. If )
you need help, see the letter that's with this form. It will show you how to fill out each part. Also, you can call the number on your member ID card.

PART A: MEMBER

Member last name Member first name Middle initial Member date of birth
Member street address City State ZIP code
Daytime phone number (with area code) Member ID number (see member ID card) Group number (see member ID card)

PART B: PEOPLE OR COMPANIES WHO WILL GET MY RECORDS

The people or companies listed and checked below have the right to see my records. (They must be 18 or older). Please check each
box that applies. Write in first and last names.

[0 My spouse (firstand lastname) [0 My parents (If youare over 18, write in firstand last names)

My adult children (first and last names) [l Other (Firstand last nameifyou haveit. This could be a person or the name of
company.Also write what this person or company has to do with you.)

PART C: MY RECORDS

Iwilllet Blue Cross Community Centennial share the records below (check only one box):

[ Allmyhealthrecords. All myhealth records. This can be recordsabout your health, adiagnosis (name ofiliness or health problem), claims,
names of doctors and other health care providers. Records also can be about money (like billing and banking). Checking this box won't let others
seesensitive (very personal) recordsunless | agreetoitbelow. OR

"I Only some records (check all that apply to you)

) Appeal [l Pre-certification and pre-authorization (for treatment approvals).

This is when we give you an OK for a treatment.

[ Benefitsand coverage [ Referral(whenyourmaindoctorsaysit'sOKtoseeaspecial doctorfor

{1 Bills certain treatment)
[ Claims and payment [] Treatment

"I Diagnosis (name ofillness or health problem) '] Dental

[] Eligibility [ Vision

[J Doctor and hospital [ Pharmacy

[J Doctor’srecords [ Other:

[] Moneyareas

| also will let BCBSNM share this type of sensitive (very personal) records below. Check all boxes that apply to you.
"I Allsensitiverecordsbelow

OR [] Being pregnant
"I Just some records about topics checked below: I Mental health
LI Abortion "I Sexual diseases passed ontoothers
"I Abuse (sexual/physical/mental) “Other:
[l Alcohol and drug abuse*
[Testingofgenes
L [JHIVorAIDS

* know that my alcohol and drug abuse records are protected under federal and state laws and rules. This form will keep these records private. No records can
be given out without my saying soin writing. Thisis unlessit says soin the laws and rules. | also know that | may take back the fact that | agreed tothis atany
time, or as stated below in Part E. | know that | cannot cancel this signed form after we have given out your health records.



~\

PART D: WHY YOU WANT YOUR RECORDS SHARED

[] Forthe reasons shown on thisform
OR

'] Special reason(s):

PART E: REVIEW AND SIGN

Oncelsignandsendintheform, it willbe good for:
1 Oneyearfromthe day | signed the form
OR

[] Before oneyearandonthe date, eventorreasonshown

Ihaveread each part ofthisform. | know, agree, and will let Blue Cross Community Centennial useand giveout myrecordsas|have stated
above. | alsoknowthat I signed this form of myownfreewill. | know that| don’t need tosign this formtoget treatment or payment, orfor
signingup foror getting benefits.

| have theright totake back what | agreed tointhisformatanytime. | willtell Blue Cross Community Centennialinwriting that'mdoing so.

Iknow thattaking this back will not change anyaction taken before doso.lalso know thatany recordsthata person or group gets (that
I've agreed to) may be given out. If this happens, the records may no longer be protected under the HIPAA Privacy Rule.

Member signature (If member is a minor, parent’s signature) Date
X

Youhavetherighttokeep acopy of thisform afteryoufill it out. Please make a copy for your records. Return this completed formin
theenvelope wesentyouwiththisform.

NAMED LEGAL PERSON OR GUARDIAN

Ifthereisapersonwhoissigningforthe member, (someone whotakes care ofthe member), weneed these formsfilled out: Acopyofa
health care, general or Durable Power of Attorney.

OR

Provide a court order or other proof that shows that someone else has the legal right to care for a person. Other proof can be
legal forms that show someone can by law act for the member. Complete the boxes below:

Legal representative for member (print full name) Legal representative’s relationship to
member

Legal representative’s street address City State ZIP code

Signature Date

X

Please returnthe completedformto:
Blue Cross Community Centennial
PO Box 660044

Dallas, TX 75266-0044

For internal use only:

Inquiry tracking number




To ask for auxiliary aids and services or materials in other
formats and languages at no cost, please call 1-866-689-1523
(TTY/TDD: 711).

Blue Cross and Blue Shield of New Mexico complies with applicable federal civil rights laws and does
not discriminate on the basis of health status or need for services or race, color, national origin, age,
disability, sex, ancestry, spousal affiliation, sexual orientation and/or gender identity. Blue Cross and
Blue Shield of New Mexico does not exclude people or treat them differently because of health status
or need for services or race, color, national origin, age, disability, sex, ancestry, spousal affiliation, sexual
orientation and/or gender identity.

Blue Cross and Blue Shield of New Mexico provides:
* Free aids and services to people with disabilities to communicate effectively with us, such as:

- Qualified sign language interpreters
- Written information in other formats (large print, audio, accessible electronic formats and more)

* 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, contact the Civil Rights Coordinator.

If you believe that Blue Cross and Blue Shield of New Mexico has failed to provide these services or
discriminated in another way on the basis of health status or need for services or race, color, national
origin, age, disability, sex, ancestry, spousal affiliation, sexual orientation and/or gender identity, you
can file a grievance with: Civil Rights Coordinator, Office of Civil Rights Coordinator, 300 E. Randolph St.,
35th floor, Chicago, lllinois 60601, 1-855-664-7270, TTY/TDD: 1-855-661-6965 or Fax: 1-855-661-6960
You can file a grievance in person, by mail or fax. If you need help filing a grievance, a 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 Avenue, SW

Room 509F, HHH Building

Washington, D.C. 202071

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

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.


https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html

Para solicitar ayuda y servicios auxiliares o materiales en otros
formatos e idiomas de manera gratuita, llame al 1-866-689-1523
(TTY/TDD: 711).

Blue Cross and Blue Shield of New Mexico cumple con las leyes federales de derechos civiles aplicables
y no discrimina por motivos de estado de salud o necesidad de servicios médicos o raza, color, pais

de origen, edad, discapacidad, sexo, ascendencia, afiliacion conyugal, orientacion sexual o identidad

de género. Blue Cross and Blue Shield of New Mexico no excluye a las personas ni las trata de manera
diferente segun su estado de salud o necesidad de servicios médicos o raza, color, pais de origen,
edad, discapacidad, sexo, ascendencia, afiliacion conyugal, orientacion sexual o identidad de género.

Blue Cross and Blue Shield of New Mexico proporciona:

* asistencia y servicios gratuitos a personas con discapacidad para que se comuniquen de manera
eficaz con nosotros, como los siguientes:

- intérpretes capacitados en lenguaje de sefias;

- informacion escrita en otros formatos (letra grande, audio y formatos electrénicos accesibles,
entre otros).

* servicios linguisticos gratuitos a personas cuya lengua materna no es el inglés, como los siguientes:

- intérpretes capacitados;
- informacién escrita en otros idiomas.

Si necesita estos servicios, comuniquese con el coordinador de derechos civiles.

Si cree que Blue Cross and Blue Shield of New Mexico no ha proporcionado estos servicios o ha
discriminado de alguna otra manera por motivos de estado de salud o necesidad de servicios medicos
0 raza, color, pais de origen, edad, discapacidad, sexo, ascendencia, afiliacion conyugal, orientacion
sexual o identidad de género, puede presentar una inconformidad ante: Civil Rights Coordinator, Office
of Civil Rights Coordinator, 300 E. Randolph St., 35th floor, Chicago, lllinois 60601, 1-855-664-7270,
TTY/TDD: 1-855-661-6965, fax: 1-855-661-6960. Puede presentar una inconformidad en persona

0 por correo postal o fax. Si necesita ayuda para presentar una inconformidad, un coordinador de
derechos civiles estara a su disposicion.

También puede presentar una queja de derechos civiles ante la Oficina de Derechos Civiles del
Departamento de Salud y Servicios Humanos de EE. UU. de forma electronica a traves del portal de
quejas de la Oficina de Derechos Civiles en https://ocrportal.hhs.gov/ocr/portal/lobby.jsf o por
correo postal o teléfono a:

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

Room 509F, HHH Building

Washington, D.C. 202071

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

Formularios para presentar quejas disponibles en http://www.hhs.gov/ocr/office/file/index.html.


https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html

ATTENTION: If you speak English, language assistance services, free of charge, are available to you.
Call 1-855-710-6984 (TTY: 711).

ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica.
Llame al 1-855-710-6984 (TTY: 711).

Dii baa ako ninizin: Dii saad bee yanilti’go Diné Bizaad, saad bee aka’anida’awo’dé¢’, t’aa jiik’eh, éi na
hol9, koji” hodiilnih 1-855-710-6984 (TTY: 711).

CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu hd trg ngdn ngit mién phi danh cho ban.
Goi s6 1-855-710-6984 (TTY: 711).

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Thnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfiigung. Rufnummer: 1-855-710-6984 (TTY: 711).

DRI E BRSO SR DL B EEEE SRR - 55 EEE 1-855-710-6984
(TTY: 711) »

1-855-710-6984 b el lavally Al 555 3 gall) dae Lusall ciladd (J dalll Q3 Gaaati i 13 il sale
(7118405 pall Gl 8 )

=9l §3CH tEotAl= 8=, 8*01 K& MHIAE R 2 080t &= USLICH

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika
nang walang bayad. Tumawag sa 1-855-710-6984 (TTY: 711).

EESHE  HAREASES N 550 ~ IROFE 84 TRIHW 21T 4 - 1-855-710-6984
(TTY:711) ¥ T~ BEEICTITHEHLE I e

ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement.
Appelez le 1-855-710-6984 (ATS: 711).

ATTENZIONE: In caso la lingua parlata sia 1'italiano, sono disponibili servizi di assistenza linguistica
gratuiti. Chiamare il numero 1-855-710-6984 (TTY: 711).

BHUMAHME: Ecnu BBl TOBOPHUTE Ha PyCCKOM SI3BIKE, TO BaM JIOCTYITHBI OECIUIATHBIE YCIIYTH MEPEBO/IA.
3Bonure 1-855-710-6984 (reneraiin: 711).

ST & AT 3T TEaT T 8 a7 AT (o7 qod § ATIT H1adT1 4470 U 2|
1-855-710-6984 (TTY: 711) 9T Fle ®<l

NE NS CPP A § EOYS -2 PENED [ W PR P P E JLIVE, | PN RPN N PPN U I P i PRSP
8w @ (TTY: 711) 1-855-710-6984

Bau: dauyen ¥ Inaaudnisalduinismiamaanienint land ns 1-855-710-6984
(TTY: 711).
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