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o) 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

PO Box 650712 Dallas, TX 75265-0712 e 1-866-689-1523 bcbsnm.com
Such services are funded in part with the State of New Mexico.
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BlueCross BlueShield
of New Mexico

Please read the following for help completing page one of the form.
PART A: Member

Print your last name, first name,
and the first letter of your middle
name.

Write your date of birth like this:
mm/dd/yyyy. For example, if you
were born on October 5, 1960, you
would write 10/05/1960.

Write your full street address, city,
state, and ZIP code.

Write a daytime phone number
(including area code) where you can
be reached.

Member ID number

o This number is on your
member ID card.

Group number

o This number is on your
member ID card. If your ID
card does not have a group
number, leave this part blank.

PART B: People or companies who will get
my records

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.

If you check “Other,” please give:

Member Authorization Form

e o . " B
Thiis form must be filled out by amem ber. tallowsa persan of Company o s2e the membar's reconds. Pleasa wiite in as much about yoursetas you c@n. If
you nead help, s2e the letter that's with this form. [t will show you how tofill cut 2ach part. Alsa, you can call the number anyaur member ID cand.

PART A: MEMBER

IMember last name Member first name Middle initial | Member date of birth

Memier street sddress City State IIP code

Caytime phore numier (with area code)

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 fo see my records. (They must be 18 or older|. Please check each
box that applies. Writs infirst and last names.

o My spouse {first and last name]

o My parents [if you are over 18, write infirst and last names)

oMy adult children (first and last names) o Other {First and lastname ifyou have it. This could be & persan or the name of

campany. Also write what this person ar company has to do with you.]

PART C: MY RECORDS

Iwillket Blue Cross and Blue Shield of New Mexico shiare the reconds bebow [check only one bax|

o All miy health records. All my health records. This can be recoeds about your healh, a diagnosis (name of illness or health prablem], claims,
names of doctors and other health care providers. Records also czn be about money (ike billing and banking). Checking this box won't let others
see sensitive (very personal) recordsunless | agreetoit below. OR

O Only some records (check all that apply 1o you|

o Appes o Pre-canification and pre-authorization {for reatment appravals).
This is when we give yea an OF far a reatment.
o Benefiis and coverage farral {when your main doctor says it's 04 ta see & specisl doctar for
o Bills cartain treatment]
o Claims and payment o Treatment.
o0 Diagnosis [name of iliness or health problem) o Dental
o Eligibility o Visian
o Decter znd hospital o Pharmacy
oDoctor's records o Other:

O Money arsas

also will et BCBSMM share this type of sensitive (wery personal| records below. Check all boxes that apply to you.
oAl sensitive records below
OR

o Just some records about topics checked below:
o Abortion

o Being pregnant

0 Mentalhealth.

o Sexual diseases passed on to others.
o Abuse(sexual/physical fmental) 1 Other:
O Alecohol and drug abuse*

oTesting of genes

O HIV ar 4103

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
Tell us what records you will let us give out: all or just some.
To give out all of your records, check the first box.

To give out only some records, check the second box.

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.

PO Box 650712 Dallas, TX 75265-0712 e 1-866-689-1523
Such services are funded in part with the State of New Mexico.
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BlueCross BlueShield
of New Mexico

Please read the following for help completing page two of the form.

PART D: Why yOll want your records Shared PART D: WHY YOU WANT YOUR RECORDS SHARED)
= Forthe reasons shown on this form.

¢ The first box tells us to give out your or
records as shown on this form. > Specal reasonls).
.
¢ The second box tells us a special reason. Once I sign and send in the form, itwil be good foc
This could be talking about a life or | Creyeerfmedayl sgnedhefom
insurance Claim. ThlS mlght be Wlth a o Before one year and en the date, event or reason shown.
lawyer or famlly member. Write your I have read each part of this form. [ know, agree, and will let Blue Cross and Blue Shigld of New Mexico use and give out my
. records | have stated above. | also know that | signed this form of my own free will. | know that I don't need to sign this form
reason in the Space. to gt treatment or payment, or for signing up for or getting benefits.
. . | have the right to take back what | agreed to in this form at amy time. | will tell Blue Cross and Blue Shield of New Mexico in
PART E: Review and sign witng that'm doing so.
| know that taking this back will not change any action taken before | do so. | also know that any records that a person or group

° Once you Sign the form, lt Wlll be gOOd gRitlse.[mal I've agreed to may be given out. If this happens, the records may no longer be protected under the HIPAA Privacy

for one of the following amounts of time:

Member signature (if memberis aminor, parent's signature) Date
X

You have the right to keep a copy of this form after you fill it out. Please make a copy for your records. Retum this completed form

o CheCk the ﬁrSt bOX fOI' one Year- in the envelope we sent you with this form.
N .
That’s the normal time. NAMED LEGAL PERSON OR GUARDIAN _
o CheCk the SeCOI’ld bOX to Say the g};;rgflg ﬁepz:gg;rew,zoe:fe?aﬁp rébﬂe';n:ve’gr{:{o?ueoo;i;hotakes care of the member), we need these forms filed out: A
1 1 OR
form you Slgn Wlll ]?e gOOd fOI' leSS | Provide a court order or other proof that shows that someone else has the legal nght to care for a person. Other proof
than a year. Then give the date you can be legal forms that show someane can by law act for the member. Complete the boxes below:
. representative for the member (pn name) sentafive’s relationship b
want 1t to end. IFneé;dmb;eqxe We's rEalonstip o
R repre: 5 street address Ci State ZIF code
¢ Sign your name and put the date on the v
. Signatu Date ' ! !
form. Your name and signature must X L
match what you wrote in PART A.
. . . Fle tum thy fed formto:
* You may be signing this form for Pl Croesnd St ciiow Maso
PO Ba:
someone else. If you have forms that say otas T Ttceoss
you have Power of Attorney for health R ——
care, or are a legal guardian or [ paury racking rmeer |

conservator, you must do this:
o Fill in Named Legal Person or Guardian.
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.
¢ 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 [ might do if I am not there.”

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

¢ 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.

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

PO Box 650712 Dallas, TX 75265-0712 e 1-866-689-1523 bcbsnm.com
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Member Authorization Form

-

rThis form must be filled out by amember. 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) 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.

o My spouse (first and last name) o My parents (If you are over 18, write in first and last names)

0 My adult children (first and last names) 0 Other (First and last nameif you have it. This could be a personor the name of
company. Also write what this person or company has to do with you.)

PART C: MY RECORDS

[ will let Blue Cross and Blue Shield of New Mexico share the records below (check only one box):

0 All my health records. All my health records. This can be records about your health, a diagnosis (name of illness 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
see sensitive (very personal) records unless | agreetoit below. OR

0 Only some records (check all that apply to you)
o Appeal 0 Pre-certification and pre-authorization (for treatment approvals).

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

0 Benefits and coverage o Referral (when your main doctor says it's OK to see a special doctor for

o Bills certain treatment)
0 Claimsand payment o Treatment.

0 Diagnosis (name of illness or health problem) o Dental

o Eligibility o Vision

o Doctor and hospital 0 Pharmacy
oDoctor’s records oOther:

0 Money areas

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

OR 0 Being pregnant.

O Just some records about topics checked below: 0 Mental health.

0 Abortion 0 Sexual diseases passed on to others.
oAbuse(sexual/physical/mental) oOther:

0 Alcohol and drug abuse*
O Testing of genes
o HIV or AIDS

*| 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 so in writing. This is unless it says so in the laws and rules. | also know that | may take back the fact that | agreed to this at any 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

o For the reasons shown on this form.
OR
o Special reason(s):

PART E: REVIEW AND SIGN

Once | sign and send in the form, itwill be good for:
o One year from the day | signed the form.

OR
o Before one year and on the date, event or reason shown.

| have read each part of this form. | know, agree, and will let Blue Cross and Blue Shield of New Mexico use and give out my
records | have stated above. | also know that | signed this form of my own free will. | know that I don't need to sign this form
to get treatment or payment, or for signing up for or getting benefits.

| have the right to take back what | agreed to in this form at any time. | will tell Blue Cross and Blue Shield of New Mexico in
writing that I'm doing so.

| know that taking this back will not change any action taken before | do so. | also know that any records that a 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 memberis a minor, parent's signature)
X

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

Date

NAMED LEGAL PERSON OR GUARDIAN

If there is a person who is singing the member, (someone who takes care of the member), we need these forms filled out: A
copy of a healthcare, 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 the member (print full name) Legal representative’s relationship to
member

Legal representative’s street address City State ZIP code

Signature Date ' ' |

X I I

Please return the completed formto:
Blue Cross and Blue Shield of New Mexico

PO Box 660044
Dallas, TX 75166-0044

For internal use only

Inquiry tracking number



https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

o) BlueCross BlueShield
of New Mexico

Non-Discrimination Notice

Health Care Coverage Is Important For Everyone

We do not discriminate on the basis of race, color, national origin (including limited English
knowledge and first language), age, disability, or sex (as understood in the applicable
regulation). We provide people with disabilities with reasonable modifications and free
communication aids to allow for effective communication with us. We also provide free
language assistance services to people whose first language is not English.

To receive reasonable modifications, communication aids or language assistance free of
charge, please call us at 1-866-689-1523.

If you believe we have failed to provide a service, or think we have discriminated in another way,
you can file a grievance with:

Office of Civil Rights Coordinator Phone: 1-855-664-7270 (voicemail)

Attn: Office of Civil Rights Coordinator TTY/TDD: 1-855-661-6965

300 E. Randolph St., 35th Floor Fax: 1-855-661-6960

Chicago, IL 60601 Email: civilrightscoordinator@bcbsil.com

You can file a grievance in person or by mail, fax or email. If you need help filing a grievance,
the Office of Civil Rights Coordinator is available to help you.

You may file a civil rights complaint with the US Department of Health and Human Services,
Office for Civil Rights, at:

US Dept of Health & Human Services Phone: 1-800-368-1019

200 Independence Avenue SW TTY/TDD: 1-800-537-7697

Room 509F, HHH Building Complaint Portal:

Washington, DC 20201 ocrportal.hhs.gov/ocr/smartscreen/main.jsf

Complaint Forms:
hhs.gov/civil-rights/filing-a-complaint/index.html

If you are a Blue Cross and Blue Shield of New Mexico Medicaid member, this notice is available
on our website at bcbsnm.com/turquoise-care/legal-and-privacy/non-discrimination-notice.

bcbsnm.com
Blue Cross and Blue Shield of New Mexico, 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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BlueCross BlueShield
of New Mexico

ATTENTION: If you speak another language, free language assistance services are
available to you. Appropriate auxiliary aids and services to provide information in
accessible formats are also available free of charge. Call 1-866-689-1523 (TTY:
711) or speak to your provider.

) ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de
Espafiol asistencia lingUistica. También estan disponibles de forma gratuita ayuday
Spanish servicios auxiliares apropiados para proporcionar informacion en formatos
accesibles. Llame al 1-866-689-1523 (TTY: 711) o hable con su proveedor.
" sl Anlie cland g paclise Jilus s i 505 LaS Apilaall 4y gll) 3o losall ciland ol i gt i jad) Aalll Coaas cui€ 13) 4
b #550 le Jemil e Ll o sl (S iy e sl
abic Aasdll axie ) s f (TTY: 711) 1-866-689-1523
thr VERL: AURISBAITSC, BV G S RS 2 RS AT G BB BOE X ) TR
Chinese J;%% PATCRERS RS PR 5 B . B0 1-866-689-1523 (SUAHLIE: 711) & IR 55424t
. ATTENTION : Si vous parlez Francais, des services d'assistance linguistique gratuits sont a votre
Francais disposition. Des aides et services auxiliaires appropriés pour fournir des informations dans des formats
French accessibles sont également disponibles gratuitement. Appelez le 1-866-689-1523 (TTY : 711) ou parlez
a votre fournisseur.
ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlose Sprachassistenzdienste zur Verfligung.
Deutsch Entsprechende Hilfsmittel und Dienste zur Bereitstellung von Informationen in barrierefreien Formaten
German stehen ebenfalls kostenlos zur Verfigung. Rufen Sie 1-866-689-1523 (TTY: 711) an oder sprechen Sie
mit lhrem Provider.
S £2llot UL AL AR Al Gl &l Al Ut tnisla AslaAcdl A dAHIRL HIR GUEC B,
Euiarati 2102 AUERAZ AslA U AsAR G sTul W Y3l wsa vizell Aauzll ugl [@Qott 4y
J GUAGY 8. 1-866-689-1523 (TTY: 711) UR Sl 530 AU AHIRL YELAL AU Al 5.
-0 & < S 31y ) aierd 8, T 3o forg - QIeh T el SaTd Suais 8ich o | garH UReul |
Hind SR Y& $HRA & ot Iugead T e SR Jand Ht f:3eh Iuas &1 1-866-689-1523
(TTY: 711) TR PIdl B3 T 30 YGIT Y S1d DY |
ltaliano ATTENZIONE: se parli Italiano, sono disponibili servizi di assistenza linguistica gratuiti. Sono inoltre
Itali disponibili gratuitamente ausili e servizi ausiliari adeguati per fornire informazioni in formati accessibili.
talian Chiama I'1-866-689-1523 (tty: 711) o parla con il tuo fornitore.
520 F9|: 2t 01§ Ar83tAl= 8 f F & A0 X/ MH|AE 0|85t &= USLICE 0|8 7H&%h
E - Ao MES Mo MEst 8% 7| ¢ A MH[ AL 222 XS E LT 1-866-689-1523
orean (TTY: 711)H 2 2 T3St Lt AH|A X S LM off 2284 A| 2.
SHOOH: Diné bee yanitti‘gogo, saad bee and’awo’ bee dka’anida’awo’it’aa jiik’'eh
Diné na hol. Bee ahit hane’go bee nida’anishi t'aa akodaat’éhigii dé6 bee
. aka’anida’wo’i ako bee baa hane’i bee hadadilyaa bich’j" ahoot'i'igii éi t'aa jiik’eh
Navajo héld. Kohji’ 1-866-689-1523 (TTY: 711) hodiilnih doodago nika’analwo’i bich’j’
hanidziih.
ol Oloas 9 LSS rzas 13 )13 Lad uftans 5 O Qb Bty ©leds S 2 Cumie [0Y) 03,5 lg] 31 143
. " 855-710-6984 oylas b il 2 39290 OBOD gbods ¢ s (b1 SlacJB j5 cledol dshl (Sl nlio (3ludin
Farsi S i 335 54kl b s oS ol (711 i)
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o BlueCross BlueShield
of New Mexico

_ UWAGA: Osoby mdéwigce po polsku moga skorzystac z bezptatnej pomocy jezykowe].
Polski Dodatkowe pomoce i ustugi zapewniajace informacje w dostepnych formatach sg rowniez
Polish dostepne bezptatnie. Zadzwon pod numer 1-866-689-1523 (TTY: 711) lub porozmawiaj ze
swoim dostawca.
BHUMAHWE: Ecnm Bbl rOBOPUTE Ha PYCCKMIA, Bam AOCTYMHbI 6ecniaTHble YCayri A3bIKOBOM
y noanep*kn. CooTBETCTBYOLLME BCMIOMOraTeIbHble CPEACTBA U YCAYT NO NPeaoCcTaBNeHNIo
PYCCKNA nHbopMaLMM B OCTYMHbIX opMaTax TaKKe npeaocTaBnatoTcs becnnatHo. No3BoHUTE Mo
Russian TenedoHy 1-866-689-1523 (TTY: 711) unn obpatntech K CBOEMY MNOCTABLLMKY YCAYT.
PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyong tulong sa
Tagalog wika. Magagamit din nang libre ang mga naaangkop na auxiliary na tulong at serbisyo upang
Tagalog magbigay ng impormasyon sa mga naa-access na format. Tumawag sa 1-866-689-1523 (TTY:
711) o makipag-usap sa iyong provider.
st| QLo B -un by Wleds §ods o {iﬂf) & & O s agn Ao 90l OT 811 s
T--0m eldws Can g Ol gl slael Hglas Cuwlio S& oly9 e ey
Urdu _wfut_) o DV\AJSM\JQ ol u))fd » (égg6—689—’| 523 (TTY: 711
. LUU Y: Néu ban noi tiéng Viét, chdng tdi cung cap mién phi cac dich vu ho trog ngén
Viét ngl. Cac ho trg dich vu phu hop dé cung cap thong tin theo cac dinh dang dé tiép can
Vietnamese| cting dwgc cung cap mién phi. Vui long goi theo so 1-866-689-1523 (Ngwoi khuyét tat:
711) hodc trao doi vé&i ngwoi cung cap dich vu cta ban.
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