Authorization to Use and { arkansas
Disclose Health Information N total care.

Notice to Member:

- Completing this form will allow Arkansas Total Care to use your health information for a particular purpose, and/or share your health
information with the individual or entity that you identify on this form.

- If you supply a general designation to disclose information, you may request a list of entities to which your information has been disclosed.

- You do not have to sign this form or give permission to use or share your health information. Your services and benefits with Arkansas Total
Care will not change if you do not sign this form.

- Right to cancel (revoke): This authorization/consent form is subject to revocation at any time except to the extent that the Arkansas Total Care
for other lawful holder of your health information that is permitted to share it has already acted in reliance on it. If you want to cancel this
Authorization Form, fill out the Revocation Form on the last page and mail it to the address at the bottom of the page.

- Arkansas Total Care cannot promise that the person or group you allow us to share your health information with will not share it with someone
else. 42 CFR Part 2 prohibits the recipient of alcohol and drug treatment information from unauthorized re-disclosure.

- Keep a copy of all completed forms that you send to us. We can send you copies if you need them.

- Fillin all the information on this form. When finished, mail it to the address at the bottom of the first page.

MEMBER INFORMATION:

Member Name (print):

Member Date of Birth: Medicaid ID:

Member Address:

Member Phone: ( ) -

I authorize all drug and alcohol programs, mental health agencies or providers, and medical care providers (past/current/future) who
treat me to disclose to Arkansas Total Care the health information specified below. I also authorize Arkansas Total Care and the
following entities to communicate with and disclose to each other the health information specified below. The purpose of these
disclosures is to help coordinate care and diagnose, treat, manage, and get payment for my health needs.

PERSON OR GROUP TO RECEIVE INFORMATION (add additional Persons or Groups on page 2):

Name (person or group):

Address:

City: State: Zip: Phone: () .

| AUTHORIZE Arkansas Total Care TO USE OR SHARE THE FOLLOWING HEALTH INFORMATION:

[ All of my health information INCLUDING: genetic information, services or test results; HIV/AIDS data and records; mental health data
and records (but not psychotherapy notes); prescription drug/medication data and records; and drug and alcohol data and records
(please specify any substance use disorder information that may be disclosed: ); OR

[ 1 All of my health information EXCEPT (check all boxes that apply):
[] Genetic information, services or tests
] AIDS or HIV data and records
[] Drugand alcohol data and records
[ Mental health data and records (but not psychotherapy notes)
[1 Prescription drug/medication data and records

[] other:

Expiration Date:This consent expires the earliest of the following: (1) the date | revoke consent; (2) the date | am no longer a Arkansas Total Care

member; or (3) the event or date specified:

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 order of guardianship).

Mail to: Arkansas Total Care Attn: Privacy Officer, P.O. Box 25010, Little Rock, AR 72291

Phone: 1-866-282-6280 (TDD/TTY: 711) ARTCI8-H-00T



ADDITIONAL INDIVIDUAL PERSON(S) OR ENTITY(IES) TO RECEIVE INFORMATION

NOTE: If you are consenting to disclose any substance use disorder records to an recipient that is neither a third party payor nor a health care
provider, facility, or program where you receive services from a treating provider, such as a health insurance exchange or a research institution
(hereafter, “recipient entity”), you must specify the name of an individual with whom or the entity at which you receive services from a treating
provider at that recipient entity, or simply state that your substance use disorder records may be disclosed to your current and future treating
providers at that recipient entity.

Name (individual or entity):

Address:

City:

State:

Name (individual or entity):

Address:

Zip:

Phone: (

City:

State:

Name (individual or entity):

Address:

Zip:

Phone: (

City:

State:

Name (individual or entity):

Address:

Zip:

Phone: (

City:

State:

Name (individual or entity):

Address:

Zip:

Phone: (

City:

State:

Name (individual or entity):

Address:

Zip:

Phone: (

City:

State:

Name (individual or entity):

Address:

Zip:

Phone: (

City:

State:

Name (individual or entity):

Address:

Zip:

Phone: (

City:

State:

Zip:

Phone: (

Mail to: Arkansas Total Care Attn: Privacy Officer, P.O. Box 25010, Little Rock, AR 72221

Phone: 1-866-282-6280 (TDD/TTY: 711)

ARTC18-H-001



Revocation of Authorization to £, arkansas
Use and/or Disclose Health Information W totalcare

I want to cancel, or revoke, the permission | gave to Arkansas Total Care to use my health information for a particular purpose or
to share my health information with a person or group:

PERSON OR GROUP THAT RECEIVED THE INFORMATION:

Name (person or group):

Address:

City: State: Zip: Phone: ( ) -

Authorization Signed Date (if known): / /

MEMBER INFORMATION:

Member Name (print):

Member Date of Birth: / / Medicaid 1D

Member Address:

Member City: Member State: Member Zip:

Member Phone: ( ) -

I understand that my health information (including, where applicable, my substance use disorder records) may have already been used or
shared because of the permission | gave before. |also understand that this cancellation only applies to the permission | gave to use my health
information for a particular purpose or to share my health information with the person or group. It does not cancel any other authorization forms
I signed for health information to be used for another purpose or shared with another person or group.

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 order of guardianship).

Arkansas Total Care will stop using or sharing your health information when we receive and process this form. Use the mailing address below.
You can also call for help at the number below.

Arkansas Total Care
Attn: Privacy Officer
P.0. Box 25070
Little Rock, AR 72221
Phone: 1-866-282-6280 (TDD/TTY: 711)

Mail to: Arkansas Total Care Attn: Privacy Officer, P.O. Box 25010, Little Rock, AR 72221

Phone: 1-866-282-6280 (TDD/TTY: 711) ARTCI8-H-00T



arkansas
total care

Statement of Non-Discrimination

Arkansas Total Care complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex. Arkansas
Total Care does not exclude people or treat them differently because of race, color,
national origin, age, disability, or sex

Arkansas Total Care:

Provides free aids and services to people with disabilities to communicate effectively
with us, such as:
e Qualified sign language interpreters
e 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:

e Qualified interpreters
e Information written in other languages

If you need these services, contact Arkansas Total Care at 1-866-282-6280 or
TDD/TTY: 711. If you believe that Arkansas Total Care 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: Arkansas Total Care Quality Department,
Arkansas Total Care, P.O. Box 25010, Little Rock, Arkansas 72221, 1-866-282-6280 or
TDD/TTY: 711. You can file a grievance in person or by mail, fax, or email. If you need
help filing a grievance Arkansas Total Care 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 S.W.
Room 509F, HHH Building
Washington, D.C. 20201
1-800-368-1019, 1-800-537-7697 (TDD)

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

All materials are available for written or oral translation, in your
language or alternative formats at no cost by calling
1-866-282-6280 or TDD/TTY: 711.

1 ARTC18-H-045
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arkansas
total care

Language Assistance:

Spanish:

Si usted, o alguien a quien esta ayudando, tiene preguntas acerca de Arkansas Total
Care tiene derecho a obtener ayuda e informacion en su idioma sin costo alguno. Para
hablar con un intérprete, llame al 1-866-282-6280 or TDD/TTY: 711.

Vietnamese:

Néu quy vi, hay ngwoi ma quy vi dang giup d&, c6 cau hdi vé Arkansas Total Care, quy
vi sé c6 quyén dwoc gilp va c6 thém thdng tin bang ngén ngd ctia minh mién phi. Dé
noi chuyén v&i mot théng dich vién, xin goi 1-866-282-6280 or TDD/TTY: 711.

Marshallese:

Ne kwe, ak bar juon eo kwdj jipafie, ewor an kaijjitok kon Arkansas Total Care, ewdr am
jimwe in bok jipaf im melele ko ilo kajin eo am ejjelok wonaan. Nan kdnono ippan juon
ri-ukok, kirlok 1-866-282-6280 TDD/TTY: 711.

Chinese:

NER HEBREEHNES, HEN Arkansas Total Care A EHIFEIE, BREEFIG
ELIRMNBESINEMTIALR, MEER—|(GHZESEEE BRESE 1-866-282-6280 or
TDD/TTY: 711.

Laotian:

mmm M SEHDV ¢ mvngaoecm St W) mnwmonu Arkansas Total Care, viavw Sown
'a ZOSUmDQoecm """ accoveunevosmm LeOnwagnzeguinn Loedy e9lga9e.

cuge@ scdvvIBwIz Wilnms 1-866-282-6280 or TDD/TTY: 711.

Tagalog:

Kung ikaw, o ang iyong tinutulangan, ay may mga katanungan tungkol sa Arkansas
Total Care, may karapatan ka na makakuha nang tulong at impormasyon sa iyong wika
ng walang gastos. Upang makausap ang isang tagasalin, tumawag sa 1-866-282-6280
or TDD/TTY: 711.

Arabic:

13) oS @bl j A Jadd saclud ‘d.\.uz\ Jss Arkansas Total Care ¢ <bal @all = Jsanll Je saclisll
Gl glaall 545 ) g pall izl o (553 4 4SS, Gaaill 2a pa yie Jeail 0 1-866-282-6280 or TDD/TTY:
711.

German:

Falls Sie oder jemand, dem Sie helfen, Fragen zu Arkansas Total Care hat, haben Sie
das Recht, kostenlose Hilfe und Informationen in lhrer Sprache zu erhalten. Um mit
einem Dolmetscher zu sprechen, rufen Sie bitte die Nummer 1-866-282-6280 or
TDD/TTY: 711.

2 ARTC18-H-045
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French:

Si vous-méme ou une personne que vous aidez avez des questions a propos Arkansas
Total Care, vous avez le droit de bénéficier gratuitement d’aide et d’'informations dans
votre langue. Pour parler a un interpréte, appelez le 1-866-282-6280 or TDD/TTY: 711.

Hmong:

Yog koj, los yog tej tus neeg uas koj pab ntawd, muaj lus nug txog Arkansas Total Care,
koj muaj cai kom lawv muab cov ntshiab lus ghia uas tau muab sau ua koj hom lus pub
dawb rau koj. Yog koj xav nrog ib tug neeg txhais lus tham, hu rau 1-866-282-6280 or
TDD/TTY: 711.

Korean:
oFok 1o} EE= Yo7t 520 U= OfH AFZEO| Arkansas Total Care Off 2tsi{ A & 20|
ULCHH Hot= Afot =21 HEZ #ote| 0= H[& f£FHEI0| 22 = U= A7t

USLICH D=HA E DAL 0§ 7|5H7| 2|8 A= 1-866-282-6280 or TDD/TTY: 711 2
BISIAIAIL.

b4

A

Portuguese:

Se vocé, ou alguém a quem vocé esta ajudando, tem perguntas sobre o Arkansas Total
Care, vocé tem o direito de obter ajuda e informacéo em seu idioma e sem custos. Para
falar com um intérprete, ligue para 1-866-282-6280 or TDD/TTY: 711.

Japanese:

Arkansas Total Care [CDWTRINZCERM I IWE L5 TEKRLCFEZS L, CHED
SHEIC&KBYR— FOBREBHTIREVLLET. BRILELHEE. 1-866-
282-6280 or TDD/TTY: 711 EFTHEFEL =LY,

Hindi-

3T 7 for gt 31T Hee B 3L © 3P, Arkansas Total Care & SR & dls 9drd af, ol
3P T b4l W b 3Ot U H Aee 3R FoMPRI UItd 6= &1 ISR g1 Sl
GUINS ¥ §Td HR- o AU 1-866-282-6280 or TDD/TTY: 711 TR Hid dr|

Gujarati:

% dHel Aed| dH BHefl Het 53 WLl Sl dHel Arkansas Total Care ddQl 518 Ul €l
dl dHal, 516 WA ddell dHIZ] ML Hes Wl HISsdl UM 5dlell M[ds1R 8. geilayl
U18 dld Sl HIS 1-866-282-6280 or TDD/TTY: 711

3 ARTC18-H-045
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