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Community Health Plan

Authorization to Disclose Protected Health Information

Notice to Member:

* Completing this form will allow Trillium Community Health Plan to share your health information with the person or
group that you identify below.

* You do not have to sign this form or give permission to share your health information. Your services and benefits with
Trillium Community Health Plan will not change if you do not sign this form.

* Right to cancel (revoke): When you want to cancel this Authorization Form, fill out the Revocation Form and mail it to us
at the address at the bottom of the page.

* Trillium Community Health Plan cannot promise that the person or group you want 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. Trillium Community Health Plan can send you copies if you
need them.

* Fill in all the information on this form. When finished, mail it to the address at the bottom of the page.

Member Information:

Member Name (print):

Member Date of Birth: / / Member [Medicaid/Medicare] ID Number:

I give Trillium Community Health Plan permission to share my health information with the person or group
(recipient) named below. The purpose of the authorization is to help me with Trillium Community Health Plan
benefits and services.

Recipient Information:

Name (person or group):

Address:

City: State: Zip: Phone: ( ) -

Trillium Community Health Plan can share this Health Information: (check all boxes that apply)

[ All of my PHI; OR J All of my PHI EXCEPT:

o Alcohol/drug diagnoses, treatment, or referral

o Acquired Immunodeficiency Syndrome (AIDS) or Human Immunodeficiency Virus (HIV) information.

o Behavior health services or psychiatric care information (except psychotherapy notes)

o Genetic testing information

o Other
Authorization End Date: / / (date the authorization ends unless cancelled)
Member Signature: Date: / /

(Member or Legal Representative Sign Here)

If you are signing for the Member, describe your relationship below. If you are the Member’s personal representative,
describe this below and send us copies of those forms (such as power of attorney or court order of guardianship).

Mail To: Trillium Community Health Plan
Attn: Compliance Department, PO Box 11740, Eugene, OR, 97440
Compliance Toll Free Fax: (1-844) 426-5340
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Do you think Trillium Community Health Plan (TCHP) has treated you unfairly?
Trillium must follow state and federal civil rights laws. It cannot treat people unfairly in any of its programs or
activities because of a person’s:

o Age e Gender identity e Race e Sexual orientation
e Color e Marital status e Religion
e Disability e National Origin e Sex

Everyone has a right to enter, exit and use buildings and services. They also have the right to get information in
a way they understand. Trillium will make reasonable changes to policies, practices, and procedures by talking
with you about your needs.

To report concerns or to get more information, please contact Member Services at 541-485-2155; Toll Free: 1-
877-600-5472; TTY: 1-877-600-5473, Monday through Friday, 8:00 a.m. to 5:00 p.m. At other times —
including Saturday, Sunday, and federal holidays — you can leave a voicemail. We will return your call the
following business day. The call is free.

You also have a right to file a civil rights complaint with the U.S. Department of Health and Human Services
Office for Civil Rights. Contact that office one of these ways:

Web: www.hhs.gov
Email: OCRComplaint@hhs.gov

Phone: 1-800-368-1019, 1-800-537-7697 (TDD)
Mail: 200 Independence Ave., SW, Room 509F HHH Bldg.
Washington, D.C. 20201



http://www.hhs.gov
mailto:OCRComplaint@hhs.gov

English
ATTENTION: If you do not speak English, language assistance services, free of charge, are available to you.
Call 1-877-600-5472; TTY: 1-877-600-5473.

Espaiiol (Spanish)
ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al
Medicaid 1-877-600-5472; TTY: 1-877-600-5473.

Tié'qg Viét (Vietnamese) 3 5 )
CHU Y: Néu ban noi Tiéng Viét, co cac dich vu ho trg ngon nglr mién phi danh cho ban. Goi s6 Medicaid 1-
877-600-5472; TTY: 1-877-600-5473.

¥A8 3 (Chinese)
TR AREEAERET S SRR BEESESEIIS o 552 EMedicaid 1-877-600-5472; TTY: 1-
877-600-5473.

Pycckuii (Russian)
BHUMAHME: Ecnu BBl TOBOPUTE Ha PYCCKOM SI3BIKE, TO BaM JOCTYITHBI O€CIUIaTHBIE YCIIYTH IEPEBO/IA.
3Bonute Medicaid 1-877-600-5472; TTY: 1-877-600-5473.

St 0 (Korean)
FO: St E MESIAN= 82,50 X3 MBIAE 52 0| 204! &= UASLICH Medicaid 1-877-
600-5472; TTY: 1-877-600-5473.

Ykpaincbka (Ukrainian)
VYBAT'A! SIkuio BU po3MOBIISIETE YKPAiHCHKOK MOBOIO, BU MOJKETE 3BEPHYTHUCS 10 O€3KOIITOBHOI CITY)KOH
MoBHOI miarpuMku. Tenedonyiite 3a Homepom. Medicaid 1-877-600-5472; TTY: 1-877-600-5473.

HAEE (Japanese)
EERIE: BAZLZEINDIGS. BHOEEXEZ SHAVEZTET . Medicaid 1-877-600-5472;
TTY: 1-877-600-5473. £ T, BEICTITEH L2

Arabic:
Cila o8 ) ¢1-877-600-547248 5 e Medicaid— Jeail Ulae ¢l alio &y sll) saclsall cilands ¢ Gy yall Zall) oo i€ 1) 4
.1-877-600-5473 :aSdl 5 anall
Romana (Romanian)
ATENTIE: Daca vorbiti limba romana, va stau la dispozitie servicii de asistenta lingvistica, gratuit. Sunati la
Medicaid 1-877-600-5472; TTY: 1-877-600-5473.

isr (Cambodian)

(wtitns  sedemnanBun manigr, sndguinman snwiefnagns Amsmesintidyny g grein Medicaid 1-877-600-5472; TTY: 1-877-600-
5473.

Cushite

XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama.
Bilbilaa Medicaid 1-877-600-5472; TTY: 1-877-600-5473.



Deutsch (German)
ACHTUNG: Wenn Sie Deutsch sprechen, stehen IThnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfiigung. Rufnummer: Medicaid 1-877-600-5472; TTY: 1-877-600-5473.

(israF) o~ _t &
Lol 61 OB e (Tl b S (o0 P8 (8 )4y B e
Medicaid 1-877-600-5472; TTY: 1-877-600-5473.1 244 e aal 3 0 pS50 (ulad

Francais (French)
ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement.
Appelez le Medicaid 1-877-600-5472; TTY: 1-877-600-5473

muilne (Thai)
Sou: Snuwani lneguawisalfiznssomaennmIdG Tns. Medicaid 1-877-600-5472; TTY: 1-877-600-5473.
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