‘% |_|feVV| se How to Authorize the Release of

Psychotherapy Notes

Fill out this form to let us share notes that a mental health provider made during counseling or therapy sessions. The
provider keeps these notes as a record of treatment and progress. Without this release, we would not share these notes,
in most cases.

Instructions

Note: You may have to call the mental health provider to get copies of psychotherapy notes. We do not usually get or
keep copies of them.

Make sure to tell us:
« Whom you want to receive a copy of the psychotherapy notes
+ How these notes are to be used

If you have questions about this form, please call Customer Service at the number listed on the back of your Member ID
card.
Notice of Privacy Practices

Our Notice of Privacy Practices describes how we may use and disclose member personal information and members'’ rights
concerning it. This notice is on our website at www.lifewise.com. If you need a paper copy, call Customer Service at the
number listed on the back of your Member ID card.

Questions?
Call: Call Customer Service at the number on the back of your member ID card.
Email: Sign in to your account at lifewise.com and select Secure Inbox.
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https://www.lifewise.com/sign-in
https://www.lifewise.com

‘% |_|feVV| Se Authorization for Release of

Psychotherapy Notes

Instructions
¢ Please fill out all the information below.
¢ Please print clearly.

e Make a copy for your records and mail the completed form to:
LifeWise Health Plan of Washington
P.0.Box 21702
Eagan, MN 98111

Please note: We will mail your copies within 30 days of getting this form, unless we notify you in writing within those 30
days that we need 30 more days and why. We will also let you know if we need to charge a fee for any copies.

A. Member information
Member’'s name: first name, middle initial, last name Member’s date of birth (mm/dd/yyyy)

Subscriber’'s name: first name, middle initial, last name Subscriber ID number

B. Your information if you are not the member
Important: If you are not the member, you must be the member’s parent, legal guardian, or holder of the power of attorney
(POA). If you are the legal guardian or holder of POA, please send legal proof with this form.

Your name: first name, middle initial, last name

| am not the member. | am the (select one):
Q Legal guardian
O Parent

Q Holder of Power of Attorney/Legal Representative (must attach supporting legal documentation)

C. Mailing address — Tell us to whom and where you want us to release psychotherapy notes for this
member.

Send to - select one

Q Member

Q Parent, legal guardian, or holder of the POA

Q Another person

Full name: first name, middle initial, last name

Mailing address City State ZIP code

Daytime phone - include area code
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D. Type of information you are requesting
Reason for release - select one.
O At the member’s request
QO Other. Please state the specific date, time period and event or condition. Example: “a research study”

Date(s) of the record(s) - This could be a range of dates or multiple dates.

E. Signature — Print this form then sign it below.
Who must sign this form
o For a member aged 12 or younger, the parent or legal guardian can sign.
e For a member aged 13 or older, the member must sign, unless a court with jurisdiction has deemed the member
incapable of consenting to his or her own services and has appointed a legal guardian.

By signing my name, below, | understand and agree to the following:

AUTHORIZING THE RELEASE: | allow Premera Blue Cross and its affiliates (the “Company”) to release psychotherapy
notes only to the person or organization that | listed, above. | understand that the Company needs my written
authorization to release these records.

CANCELLING THIS AUTHORIZATION: | may change my mind and cancel this release at any time by writing the
Company. After the Company gets my written notice, the Company will cancel this release within five (5) business days.
During these five days, the Company may have shared some or all my information. The Company is not liable for this
information.

SHARING THIS INFORMATION: The person or organization that receives these notes may be able to share them. State
and federal privacy rules may no longer protect them.

DURATION OF RELEASE: This release lasts for twenty-four (24) months from the signature date, below, or as stated,
above, under “Reason for Release,” unless | write to cancel it.

RIGHT OF REFUSAL.: | have the right NOT to sign this authorization. My refusal to sign this form will not affect the
member’s enrollment in a health plan or eligibility for health benefits.

Sign your name Printed name

X Date signed (mm/dd/yyyy)
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Notice of availability and nondiscrimination  800-817-3056 | TTY: 711

Call for free language assistance services and appropriate auxiliary aids and services.
Llame para obtener servicios gratuitos de asistencia linglistica, y ayudas y servicios auxiliares apropiados.
I3 A 6 Bl R T8 5 1% B IR 55 05 24 B R B A% SR S5
DR TE ko B A = TR B AR R A & 1 B SRS -
Goi cho cac dich vu hd trg ngdn ngir mién phi va cac hé tro va dich vu phu tro thich hop.
£z A9 N3 MUlAQF HESH 2L &1 L MUHIAE AMESIYAIL.
3BOHUTE A5 NOAYYeHMA 6ecnnaTHbIX YCAYr Mo NepeBoay U APYrnx BCNOMOraTe/ibHbIX CPeACcTB U YCAYT.
Tumawag para sa mga libreng serbisyo ng tulong sa wika at angkop na mga karagdagang tulong at serbisyo.
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Discrimination is against the law. LifeWise Health Plan of Washington (LifeWise) complies with applicable Federal and
Washington state civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex,
including sex characteristics, intersex traits, pregnancy or related conditions, sexual orientation, gender identity, and sex
stereotypes. LifeWise does not exclude people or treat them less favorably because of race, color, national origin, age,
disability, sex, sexual orientation, or gender identity. LifeWise provides people with disabilities reasonable modifications and
free appropriate auxiliary aids and services to communicate effectively with us, such as qualified sign language interpreters
and written information in other formats (large print, audio, accessible electronic formats, other formats). LifeWise provides free
language assistance services to people whose primary language is not English, which may include qualified interpreters and
information written in other languages. If you need reasonable modifications, appropriate auxiliary aids and services, or
language assistance services, contact our Civil Rights Coordinator. If you believe that LifeWise has failed to provide these
services or discriminated in another way on the basis of race, color, national origin, age, disability, sex, sexual orientation, or
gender identity, you can file a grievance with: Civil Rights Coordinator — Complaints and Appeals, PO Box 91102, Seattle,
WA 98111, Toll free: 855-332-6396, TTY: 711, Fax: 425-918-5592, Email AppealsDepartmentinquiries@LifeWiseHealth.com.
You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, our 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 Ave SW, Room 509F, HHH Building, Washington, D.C. 20201, 1-800-368-1019, 800-537-7697 (TDD).
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. You can also file a civil rights complaint with
the Washington State Office of the Insurance Commissioner, electronically through the Office of the Insurance Commissioner
Complaint Portal available at https://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status, or by phone at
800-562-6900, 360-586-0241 (TDD). Complaint forms are available at
https:/fortress.wa.gov/oic/onlineservices/cc/pub/complaintinformation.aspx.
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