Election to Participate Carehrst
In Care Coordlnatlon Family of health care plans

Consent/Authorization to Disclose Records

1. CAREFIRST'S CARE COORDINATION

To help you manage your care it is essential for you and your
health care providers to have a complete picture of existing and
potential health risks for working together to produce better
health outcomes. This begins with strong communication
between you, your health care provider and CareFirst.

To foster and improve that communication, CareFirst has
created a secure, confidential Member Health Record (MHR)
for use by your health care providers as a common source of
your health information while you participate in CareFirst's
Care Coordination program and related clinical programs.

By electing to participate with your provider in CareFirst's
Care Coordination program, and other supporting clinical
programs, you facilitate this communication and allow your
health care team (including your primary care provider and
other providers and health care professionals providing
services for you) and CareFirst to see information in the MHR
and to appropriately share that information with each other
in a secure and confidential manner to help coordinate and
manage your health care. CareFirst limits the information
disclosed to that which is necessary to carry out this purpose.
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2. CONSENT/AUTHORIZATION

| understand that:

My participation is voluntary. | may choose not to
participate CareFirst's Care Coordination and still
maintain my insurance coverage with CareFirst.

CareFirst will not condition payment of medical benefits,
enrollment, or eligibility of medical benefits on my
participation in the Program.

CareFirst may disclose my personal health information
as required or allowed by law.

CareFirst may share data and information supplied

by health care providers (for example: a health care
professional, hospital, clinic, laboratory, pharmacy, or
medical facility) who have provided treatment or services
on my behalf. It may also include the results of my
Health Assessment and/or Wellness Screening provided
through a contracted CareFirst health care partner.

My health care provider, including my treating mental
health and substance use disorder providers, may share
my information with CareFirst.




2. CONSENT/AUTHORIZATION (CONTINUED)

B Information about me that could be disclosed includes
information contained in my general medical record,
my mental health information, including substance use
disorder, and health care claims as a result of: medical
encounters, treatments, diagnostic tests, screenings,
prescriptions, patient-centered medical home, and other
case management activities.

B It may also include, but will not necessarily be limited
to, any of my medical records related to:
[1 Drug, alcohol or substance use disorder;

[1 Psychological, psychiatric or other mental
impairment(s) or developmental disabilities
(excluding “psychotherapy notes”);

[1 Metabolic disorders such as sickle cell anemia;

[]

Birth control and family planning;

[1 Records which may indicate the presence of a
communicable disease or non-communicable
disease;

[1 Records of HIV/AIDS or sexually transmitted
diseases;

[1 Genetic (inherited) diseases or tests; and laboratory
test results directly from the clinical laboratory.
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2. CONSENT/AUTHORIZATION (CONTINUED)

This sharing of information for purposes of my care
and treatment is provided for and permitted under the
privacy rules of the Health Insurance Portability and
Accountability Act of 1996 (“HIPAA").

All members of my Care Coordination Team will have
access to my medical information solely for my care

and treatment. Health care providers and CareFirst's
health care related contracted partners are required by
law to maintain the privacy of my medical information
consistent with applicable federal and state privacy laws,
including HIPAA privacy rules. CareFirst cannot control
unauthorized re-disclosures of my information by
persons to whom CareFirst discloses such information.

| may participate in clinical programs as requested by
my provider without having to sign additional election to
participate forms. | may decline to participate in any of
these services at any time.

| will be an active participant in decisions relative to my
ongoing medical care, treatment for chronic conditions
and improvement of my health status.

| have the right to inspect any record of my mental
health medical information.




2. CONSENT/AUTHORIZATION (CONTINUED)

| understand that, upon my request and consistent with
42 CFR Part 2, | will be provided a list of entities to which
my substance use disorder records have been disclosed.

| understand that | may revoke this authorization at any
time without adverse consequences by completing a
Revocation Form found at carefirst.com/memberpcmh.
Click on Participate in PCMH. This revocation will be
effective for future uses and disclosures of protected
health information. However, | further understand that
this revocation will not be effective: (i) for information
that my health plan has already used or disclosed,
relying on this authorization or (ii) if the authorization
was obtained as a condition for coverage in my health
plan and, by law, the health plan has a right to contest
the coverage.

This consent will expire after one year if not revoked.

By providing my phone number and email address, |
understand that CareFirst and its partners may contact
me regarding my medical care by phone, cell phone,
text messaging or email. | understand that consent to
contact me survives the expiration of this Election to
Participate unless | otherwise revoke consent.



http://wwwcarefirst.com/memberpcmh

3. CLAIMS

| authorize CareCo and my other mental health and substance
use disorder providers to disclose to CareFirst my mental
health information, including substance use disorder,
necessary for processing claims. The information to be
disclosed is limited to:

B Administrative information;
Diagnostic information;
My status (voluntary or involuntary);

Reason for admission or continuing treatment; and

A prognosis limited to the estimated time during which
treatment might continue.




4. SIGNATURE

Please keep a copy of this form. Contact your CareFirst Care
Coordinator with questions regarding this form.

Member Signature*

Printed Member Name

Member Date of Birth

Member ID

Date

Parent/Guardian Signature

Printed Parent/Guardian Name

Phone Number

Cell Phone

Date

Email Address




5.NOTICE TO RECIPIENTS

This information has been disclosed to you from records the
confidentiality of which may be protected by federal and/

or state law. Maryland law prohibits re-disclosure of medical
information without authorization from the member. The
unauthorized disclosure of mental health information violates
the provisions of the District of Columbia Mental Health
Information Act of 1978 (887- 1201.01 to 7-1207.02). 42 CFR
part 2 prohibits unauthorized disclosure of these records.

6.EXECUTION BY MINORS OR GUARDIANS

If the person signing this form is not the member, the
parent, or guardian of a dependent under the age of 18,

you must submit, to the address above, a full copy of the
official document indicating your legal authority to sign on
behalf of the member (i.e. Power of Attorney, Court Assigned
guardian, Personal Representative, etc.).

*If the parent or guardian has not consented to the
provision of services and instead the minor has provided
legally sufficient consent, the minor may authorize
disclosure him or herself. When the minor has consented
to such treatment, except by specific legal requirement,
no information regarding sexually transmitted disease,
substance use, pregnancy, or emotional illness shall be
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6. EXECUTION BY MINORS OR GUARDIANS (CONTINUED)

disclosed unless such information is necessary to the health
of the minor and the public, and only when the minor’s
identity is kept confidential. In D.C. and Virginia, if this
consent relates to mental health information (including
inpatient psychiatric hospitalization when the minor is 14
years or older and has consented to the admission), and the
patient to whom this consent applies is over the age of 14
and under the age of 18, the minor and his or her custodial
parent must provide joint consent. In D.C,, if the patient is
less than 14 years of age, then only the parent or guardian
must provide consent. In Virginia, the concurrent consent
of a minor and his or her custodial parent is required to
disclose inpatient substance use disorder records.




CareFirst BlueCross BlueShield is the shared business name

of CareFirst of Maryland, Inc. and Group Hospitalization

and Medical Services, Inc. CareFirst BlueCross BlueShield
Medicare Advantage is the shared business name of CareFirst
Advantage, Inc. and CareFirst Advantage DSNP, Inc. CareFirst
BlueCross BlueShield Community Health Plan Maryland is the
business name of CareFirst Community Partners, Inc. CareFirst
BlueCross BlueShield Community Health Plan District of
Columbia is the business name of Trusted Health Plan (District
of Columbia), Inc. In the District of Columbia and Maryland,
CareFirst MedPlus is the business name of First Care, Inc. In
Virginia, CareFirst MedPlus is the business name of First Care,
Inc. of Maryland (used in VA by: First Care, Inc.). CareFirst of
Maryland, Inc., Group Hospitalization and Medical Services,
Inc., CareFirst Advantage, Inc., CareFirst Advantage DSNP,

Inc., CareFirst Community Partners, Inc., Trusted Health Plan
(District of Columbia), Inc., CareFirst BlueChoice, Inc., First Care,
Inc., and The Dental Network, Inc. are independent licensees

of the Blue Cross and Blue Shield Association. BLUE CROSS®,
BLUE SHIELD® and the Cross and Shield Symbols are registered
service marks of the Blue Cross and Blue Shield Association, an
association of independent Blue Cross and Blue Shield Plans.
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Notice of Nondiscrimination
and Availability of Language
Assistance Service

(Updated 4/15/2025)

CareFirst BlueCross BlueShield, CareFirst BlueChoice,
Inc., CareFirst Diversified Benefits and all of their corporate
affiliates (CareFirst) comply with applicable federal civil
rights laws and do not discriminate on the basis of race,
color, national origin, age, disability or sex. CareFirst does
not exclude people or treat them differently because of
race, color, national origin, age, disability or sex.

CareFirst:
= Provides free aid 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, other formats)

= Provides 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, please call 855-258-6518.



If you believe CareFirst has failed to provide these services,
or discriminated in another way, on the basis of race,

color, national origin, age, disability or sex, you can file a
grievance with our CareFirst Civil Rights Coordinator by
mail, fax or email. If you need help filing a grievance, our
CareFirst Civil Rights Coordinator is available to help you.

To file a grievance regarding a violation of federal civil
rights, please contact the Civil Rights Coordinator as
indicated below. Please do not send payments, claims
issues, or other documentation to this office.

Civil Rights Coordinator, Corporate Office of Civil Rights
Mailing Address P.O. Box 14858
Lexington, KY 40512

Email Address:
civilrightscoordinator@carefirst.com

Telephone Number  410-528-7820
Fax Number 410-505-2011

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. 20201

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


https://ocrportal.hhs.gov
mailto:civilrightscoordinator@carefirst.com

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

CareFirst BlueCross BlueShield is the shared business name
of CareFirst of Maryland, Inc. and Group Hospitalization

and Medical Services, Inc. CareFirst of Maryland, Inc.,
Group Hospitalization and Medical Services, Inc., CareFirst
BlueChoice, Inc., The Dental Network and First Care, Inc.
are independent licensees of the BlueCross and BlueShield
Association. In the District of Columbia and Maryland,
CareFirst MedPlus is the business name of First Care, Inc.

In Virginia, CareFirst MedPlus is the business name of First
Care, Inc. of Maryland (used in VA by: First Care, Inc.). The
BLUECROSS® and BLUESHIELD® and the Cross and Shield
Symbols are registered service marks of the Blue Cross and
Blue Shield Association, an association of independent Blue
Cross and Blue Shield Plans.


http://www.hhs.gov/ocr

Foreign Language Assistance

Attention (English): This notice contains information about your
insurance coverage. It may contain key dates and you may need to
take action by certain deadlines. You have the right to get this
information and assistance in your language at no cost. Members
should call the phone number on the back of their identification card.
All others may call 1-855-258-6518 and wait through the dialogue
until prompted to push 0. When an agent answers, state the language
you need and you will be connected to an interpreter.
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Attention (French): Le présent avis contient des informations
essentielles relatives a votre couverture d’assurance. Il peut inclure
des écheances importantes neécessitant une action de votre part dans
un de¢lai déterminé. Vous avez le droit d’obtenir ces informations
ainsi qu’une assistance dans votre langue, et ce, sans frais. Les
assurés sont invités a contacter le numéro figurant au verso de leur
carte d’adhérent. Toute autre personne peut appeler le 855-258-6518
et patienter jusqu’a I’invitation a composer le 0. Lorsque votre appel
sera pris en charge, indiquez la langue souhaitée afin d’étre mis en
relation avec un interprete.

Achtung (German): Dieser Hinweis enthélt Informationen zu Threm
Versicherungsschutz. Darin sind moglicherweise wichtige Termine
aufgefiihrt und Sie miissen moglicherweise bis zu bestimmten Fristen
MafBnahmen ergreifen. Sie haben das Recht, diese Informationen und
Unterstiitzung kostenlos in Threr Sprache zu erhalten. Mitglieder
sollten die Telefonnummer auf der Riickseite ihres
Mitgliedsausweises anrufen. Alle anderen konnen 855-258-6518
anrufen und den Dialog abwarten, bis sie aufgefordert werden, die 0
zu driicken. Wenn ein Agent antwortet, geben Sie die gewiinschte
Sprache an und Sie werden mit einem Dolmetscher verbunden.



S < (Hindi): 39 ST H 31T §1HT BT & dR H STHBRT 8
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Leruoanya (Igbo): kwa a nwere ozi banyéré mkpuchi megide ihe
mberede gi. O nwere ike inwe ubochi ndi di 6ké mkpa ma o
nwekwara ike idi mkpa ka imee ihe tupu oge ufodu agafee. Inwere
ikike inweta ozi a ya na enyemaka na asusu gi n’akwughi ugwo
obula. Ndi otu ga akpo onuogugu ekwenti di na azu kaadi
njirimara ndi 0tu ha. Ndi 0z0 nile nwere ike ikpo 855-258-6518 ma
chere geruo mkparita uka ruo mgbe asi ha pia 0. Mgbe onye ozi
zara,kwuo asusu ichoro, a ga ejikota gi na onye ntughari asusu.

Attenzione (Italian): Questa informativa contiene informazioni sulla
copertura assicurativa. Potrebbe contenere date importanti e potrebbe
essere necessario intraprendere azioni entro determinate scadenze. E
possibile ottenere queste informazioni e assistenza nella propria
lingua gratuitamente. I membri sono pregati di chiamare il numero di
telefono riportato sul retro del proprio tesserino di riconoscimento.
Tutti1 gli altri possono chiamare 1l numero 855-258-6518 e rimanere
in linea fino a quando non viene richiesto di premere 0. Quando un
operatore risponde, ¢ necessario indicare la lingua desiderata per
essere messi in contatto con un interprete.



T9] (Korean): ©] iLA| o= 7 519] K& A& H o gt
AH7F E3E o] FUHY. of 7)ol = F 2 @R £ 9HE o
9 4 90w, 54 vhgh kA 2N H a0t &
AzIeh 15k ¥ & glo] Tee] A0} ol 2] @

A e A7 A5y 32 3 e s S
AP H 2 2 HetelAl 7] vhy o} 3] i
258-6518 = A 3}slo] bl WA X 7} £ wfj 7}=

= ZoFAl e AE o] B3to| sEHIE W, BagH Ao E
HESHAH T GAe AAFH Y

Baa’akoninizin (Navajo): Dii bee 11 hane’i béeso nich’agh naa’nil bee
nik’¢&’asti’i bodaholniihgo bee baa dahane’i biy1’. Dayootkal doo
bee i1da’i1’aahi haidii shii t’aa bich’y’j1’ ha’at’iishii adadiilittigii biy1’.
Dii bee baa dahane’i d6¢6 t’aa jiik’eh nizaad bee nika’e’eyeedgo bee
na’ahoot’1’. Bil hada’dit’¢hi binaaltsoos nitt’1zhi bee béédahdzini
baah béesh bee hane’i namboo bika’igii yee dahalne’ dooleet. Naana
la’ 1e¢oagio¢eal yee dahalne’ doo yatti’i biba’ asddago niléi 6 bik
adilchiid hodoo’niidji’. Naalnishi haadz{i’go, saad ninizinigii bee bit
hodiilnih d66 ata’ yatti’i bich’y’ ni’doolnih.

T TCIE (Nepali): IF GTHATHT dUTSPT §THT HHISTDT TRAT
STHBRT AL B | JHAT YA THides g7 Hee- ¥ durse [Hied
GHIH AT 43 BRATE! THU g7 T | dUTSells Il STBRT I T
AT T HTITHT :Q[eeh UTed 7T PR © | HeRIgHwe T Ho™
IREIUADBT UBTS Teehl Bi THIRHAT el THUB | 3% Felel 855-258-
6518 HI e T+ HeFe ¥ o Y[ T+ YR THUHH HaTeeh! UdtedT 7+
TS| Toleet STaTh &, TUTSATS dTfe- MTT 13789 X duTSaTs
QTSR STIfEA B




Atencao (Portuguese): Este aviso contém informacdes sobre a
cobertura do seu seguro. Ele pode conter datas importantes e vocé
pode precisar tomar medidas dentro de determinados prazos. Vocé
tem o direito de obter essas informacdes e assisténcia em seu idioma,
sem nenhum custo. Os associados deverao ligar para o nimero de
telefone indicado no verso do seu cartdao de identificacao de
associado. Todos os outros podem ligar para 855-258-6518 ¢
aguardar a mensagem até que seja solicitado a pressionar 0. Quando
um agente atender, indique o idioma que vocé precisa € vocé sera
conectado a um intérprete.

Buumanue (Russian): B HacTosA1IEM YBEOMICHUN COJCPKUTCS
MH(pOpMAaIKs O BAlIEM CTPAXOBOM MOKPHITUH. OHO MOXKET COAEPKaTh
KJIFOYEBBIEC JaThl, 1 BAM MOXKET ITOTPeOOBATHCS MPEAIPUHSITD
JEUCTBUS K ONPEICICHHBIM CpoKaM. Bl MeeTe paBo MOJyYUTh 3TY
MH(pOPMAITMIO U TIOMOIIb Ha CBOEM sI3bIKE OecIiiaTHo. UneHam
npod)coro3a ClaeAyeT 3BOHUTh 0 HOMEPY Teye(OHY, YKa3aHHOMY Ha
0OpaTHOM CTOPOHE X YAOCTOBEPEHUS JTUUYHOCTU. Bee ocTanbHbie
MOTYT 3BOHUTH MO HOMEPY 855-258-6518 n moxaarscs auanora,
NOKa HEe MOSBUTCA npemiioxkenne Haxarb 0. Korma areHT orBertwr,
HA30BUTE HY>KHBIN BaM SI3bIK, U BAC COCIUHSAT C MEPEBOTUMKOM.

Fa'alogo (Samoan): O lenei fa'aaliga o 10'o 1a1 fa'amatalaga 1 vaega e
kava e lau inisiua. E ono aofia ai aso taua ma atonu e te mana‘omia ai
le faia o se gaioiga 1 nisi taimi fa‘agata. E 1a1 lau aia tatau e maua ai
nei fa'amatalaga ma fesoasoani 1 lau gagana e aunoa ma se totogi. E
tatau 1 sui auai ona vili le numera o le telefoni 1 tua o le latou pepa
faamaonia. O isi uma e mafai ona vala'au i le 855-258-6518 ma
fa'atali 1 le talanoaga se'ia fa'atonuina e oomi le 0. A tali mai se so'o
upu, fa'ailoa atu le gagana e te mana'omia ona fa'afeso'ota'i lea o oe 1
se tagata fa'aliliu.



Paznja (Serbian): Ovo obavestenje sadrzZi informacije o vaSem
osiguranju. Moze sadrzati klju¢ne datume 1 mozda ¢ete morati da
preduzmete akciju do odredenih rokova. Imate prava da dobijete ove
informacije i pomoc¢ na vasem jeziku besplatno. Trebalo bi da ¢lanovi
nazovu telefonski broj na poledini svoje Clanske legitimacije. Svi
ostali mogu pozvati 855-258-6518 1 saCekati automat dok ne dobiju
obavestenje da pritisnu taster "0". Kada se agent javi, navedite jezik
koji vam je potreban i bi¢ete povezani s prevodiocem

Atencion (Spanish): Este aviso contiene informacion sobre su
cobertura de seguro. Puede contener fechas clave y es posible que
deba tomar medidas antes de determinadas fechas limite. Usted tiene
derecho a obtener esta informacion y asistencia en su idioma sin
coste alguno. Los afiliados deben llamar al nimero de teléfono que
figura en el reverso de su tarjeta de identificacion del afiliado. Todos
los demas pueden llamar al 855-258-6518 y esperar el didlogo hasta
que se les solicite presionar 0. Cuando un agente responda, indique el
idioma que necesita y se conectara con un intérprete.

Atensyon (Tagalog): Ang abisong ito ay naglalaman ng impormasyon
tungkol sa saklaw ng iyong insurance. Maaaring naglalaman ito ng
mga mahahalagang petsa at maaaring kailanganin mong kumilos
ayon sa ilang partikular na mga deadline. May karapatan kang
makuha ang impormasyong ito at tulong sa iyong wika nang walang
bayad. Ang mga miyembro ay dapat tumawag sa numero ng telepono
sa likod ng kanilang member identification card. Ang lahat ng iba ay
maaaring tumawag sa 855-258-6518 at maghintay hanggang sa
masabihan na pindutin ang 0. Kapag sumagot ang isang ahente,
sabihin ang wikang kailangan mo at ikaw ay ikokonek sa isang
tagapagsalin.



Jali Lasles e b Sz )sS (e sl (Sl e 58 ol o (Urdu) ~a 58
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Luu y (Vietnamese): Thong bao nay c6 chira thong tin vé pham vi
bao hiém cua ban. N6 ¢6 thé chtra cac ngay quan trong va ban co thé
can phai hanh dong theo thot han nhat dinh. Ban ¢ quyén nhan
thong tin va ho tro nay bang ngdn nglr cua minh ma khong mat phi.
Cac thanh vién nén goi dén sb dién thoai 0 mdt sau the thanh vién cua
minh. Nhitng ngudi khac c6 thé goi dén s6 855-258-6518 va cho qua
hoi thoai cho dén khi dugc nhac nhan s6 0. Khi ¢ nhan vién tra 16,
hiy néu ngdn ngir ban can va ban s& duoc két ndi véi phién dich
vién.
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