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Member information

4 PrimeWest

HEALTH" Designation of an Authorized Representative

First name: Last name: MI:
PMI: Phone: Date of Birth:

Mailing address:

City: State: Zip:

An Authorized Representative is a person you authorize to act on your behalf in pursuing a claim or an Appeal of
a denied claim. This authorization may be either (1) granted for a particular event or date of service, after which
time the authorization approval is revoked, or (2) granted for any present or future claim for health care benefits
you may have.

L

hereby appoint

(Include name of person you are authorizing to act on your behalf and their relationship to you)

(Include address and telephone number of Authorized Representative)

as an Authorized Representative, to act on my behalf in the filing or pursuance of claims and pursuance of
Appeals in connection with the following health care claims (check one):

O ; or

(Description of claim[s] issue, date[s] of service, provider[s] of service, and any other pertinent information available)

DO any present or future claim for health care benefits.

This designation is subject to revocation at any time by the designator except to the extent that PrimeWest
Health has acted in reliance on this designation before they knew of the revocation. If not previously revoked,
this designation will terminate on the earlier of the date/condition specified below, the conclusion of the specific
matter with which the Authorized Representative is assisting.

(Specify date, time, event, and/or condition)

Print name of member’s legal representative, if applicable:

Describe relationship of member to legal representative, if applicable:

If this form is being signed by someone other than the member, please include legal documentation

authorizing you to sign on behalf of the member.

Signature of member/legal representative: Date:
MM/DD/YYYY
By signing below, I accept appointment as an Authorized Representative:
Print name of Authorized Representative:
Signature of Authorized Representative: Date:
MM/DD/YYYY
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\. 7, PrimeWest

\’ HEALTH" HIPAA Authorization to Release Information

Authorized Representative name:

Date of Authorized Representative designation:
MM/DD/YYYY

I authorize PrimeWest Health to disclose and release information concerning benefit eligibility, claim status, and/
or claim approval or denial reasons to the Authorized Representative named above. This authorization is subject to
revocation at any time by me, except to the extent that PrimeWest Health has acted in reliance on this authorization
before they knew of the revocation. If not previously revoked, this designation will terminate when the Authorized
Representative’s designation ends or earlier, if required by applicable State law.

I understand that by signing this Authorization form, I am requesting that the health information described above
be disclosed to my Authorized Representative.

I understand that I may stop or change this consent at any time by writing to PrimeWest Health at the address
provided below. If PrimeWest Health has already released health information based on this Authorization, my
request to stop will not work for that health information.

I understand that when the health information described above is sent to my Authorized Representative, the
information could be re-disclosed and may no longer be protected by Federal or State privacy laws.

Iunderstand that PrimeWest Health may charge a reasonable fee to defray copying or mailing costs, if my Authorized
Representative requests copies of the health information described above, unless prohibited by applicable State law.

I understand that my ability to enroll in a PrimeWest Health plan, and my eligibility for benefits and payment for
services, will not be affected if I do not sign this form. However, if I do not sign this Authorization form, PrimeWest
Health will not release the health information described above to my Authorized Representative.

I understand that I can receive a copy of this signed Authorization form by sending PrimeWest Health a written
request to the address provided below.

Print name of member:

Print name of member’s legal representative, if applicable:

Describe relationship of member to legal representative, if applicable:

If this form is being signed by someone other than the member, please include legal documentation

authorizing you to sign on behalf of the member.

Signature of member/legal representative: Date:

MM/DD/YYYY
Return form to:

Attn: HIPAA Privacy Officer
PrimeWest Health

3905 Dakota St
Alexandria, MN 56308
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1-866-431-0801 (toll free); TTY 1-800-627-3529 or 711

ATTENTION: If you speak English, free language assistance services are available to you free of
charge and without unnecessary delay. Additionally, appropriate auxiliary aids and services to
provide information in accessible formats are available free of charge and in a timely manner.
Please call the number above or speak to your provider. English
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ATTENTION : Si vous parlez Francais, des services d’assistance linguistique gratuits sont a votre
disposition gratuitement et sans délai inutile. En outre, des aides et services auxiliaires appropri€s
permettant de fournir des informations dans des formats accessibles sont disponibles gratuitement
et en temps opportun. Veuillez appeler le numéro ci-dessus ou parler a votre prestataire. French

CEEB TOOM: Yog tias koj hais lus Hmoob, muaj cov kev pab cuam lus pab dawb rau koj xwb
thiab tsis muaj ghov geeb li. Dhau no lawm, tseem muaj ntaub ntawv ghia txog cov cuab yeej pab
hnov lus thiab cov kev pab cuam ua hom qauv ntawv uas mus siv tau dawb yam tsis sau nqi thiab
raws sij hawm. Thov hu rau tus xov tooj saum toj no los sis tham nrog koj tus kws kho mob. Hmong

Cgce = (Di@'l(DO’J'LO‘JE «?4‘3 CD O'DKDPG'LODTLS’BO’)'I(.%O’DT@'LO’J(DP(D 5 5(\31 O'IC\D'I
o C [ =, "I 6 Q
CDC\)PUOPB’BOIG CDCX:L) O‘Z)'IGD'I(Y)O‘J‘ILD'JOO’)U)P OIC)C\)'L 33@’3&‘) O‘)'I:‘%POO% 32C\)C\)'|39(.0 830

Co ¢ C c C e C
031816)1133 (o) [(XepR[Tesl(lo]lavi(9n]ep) CD]O'IOO'I 'I.C\)'I('D]OlC\)]O)'IBl 120 33 03
Do el e fggg po3h

cm39010039ps°m1mmpsa13’aao1mo%§w§mpipcm do08 ®1m°oopc0 §>1o C\)'IOO%)CO@'I
1 c_C c ¢
NOD1OD13: ‘??10;903191@110310)@1 Karen



1-866-431-0801 (toll free); TTY 1-800-627-3529 or 711
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HUBADHAA: Afaan Oromoo dubbattu yoo ta'e, tajaajilootni deeggarsa afaanii barfannaa hin
barbaachisne malee bilisaan isiniif kennamu. Dabalataanis, odeeffannoo bifa argamuun danda'uun
dhiyeessuf tajaajilliwwaniifi deeggarsiwwan dabalataa bilisaafi yeroosaa eeggate jira. Maaloo
lakkkoofsa armaan olii irratti bilbilaa yookiin ogeessa fayyaa keessan haasofsiisaa. Oromo

BHUMAHME: Ecnu Bbl rOBOpPHTE MO-PYCCKH, BaM JOCTYTHbI OECMIaTHbIE YCIYTH S3bIKOBOH
MOMOLIM, KOTOPBIE OKA3bIBAKOTCH OE3BO3ME3IHO U CBOEBPEMEHHO. Kpome Toro, OecruiatHo 1
CBOCBPEMCHHO MPEAOCTABIAIOTCA COOTBETCTBYIOIIHE BCIIOMOTaTEIIbHBIC CPEACTBA U YCITYTH 110
NPEAOCTABICHUIO HHPOPMALUK B JOCTYNHBIX (popmarax. [To3BOHMTE N0 yKa3aHHOMY BBILLC
HOMEPY MM 00PATuTeCh K CBOEMY MOCTABILMKY yCiayrn Russian

FIIRO GAAR AH: Haddii aad ku hadasho Soomaali, adeegyada kaalmada luqadda bilaashka ah
ayaa laguugu heli karaa adiga lacag la'aan oo aan lahayn daahid aan lama huraan ahayn. Intaa
waxaa dheer, caawimooyinka iyo adeegyada ku habboon si loogu bixiyo macluumaadka gaabab la
heli karo ayaa lagu heli karaa lacag la'aan 1yo waqti ku habboon. Fadlan wac lambarka kore ama
la hadal adeeg bixiyahaaga. Somali

ATENCION: Si habla espaiiol, los servicios gratuitos de asistencia en otros idiomas estan disponibles
para usted de forma gratuita y sin demoras innecesarias. Ademas, se dispone de ayuda y servicios
auxiliares apropiados para proporcionar informacion en formatos accesibles de forma gratuita y
oportuna. Llame al numero mencionado anteriormente o hable con su proveedor. Spanish

LUU Y: Néu quy vi néi Tiéng Viét, dich vu hd trg ngén ngir mién phi ¢ sn cho quy vi, hoan
toan mién phi va khong bi cham tré khong can thiét. Ngoai ra, cac thiét bi va dich vu hd trg phu
hop dé cung cap thong tin & cac dinh dang dé tiép can ciing dugc cung cip mién phi va kip thoi,
Vui 1ong goi s6 & trén hodc ndi chuyén véi nha cung cap clia quy vi. Vietnamese
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CB5 (MCOs) (10-2021
Civil Rights Notice (MCOs) )

Discrimination is against the law. PrimeWest Health does not discriminate on the basis of any of the following:

® race e public assistance e sex (including sex e health status

e color status stereotypes and e receipt of health care
e national origin e age gender identity) services

e creed e disability (including e marital status e claims experience
e religion physical or mental e political beliefs e medical history

e sexual orientation impairment) e medical condition e genetic information

You have the right to file a discrimination complaint if you believe you were treated in a discriminatory way
by PrimeWest Health. You can file a complaint and ask for help filing a complaint in person or by mail, phone,
fax, or email at:

Civil Rights Coordinator

PrimeWest Health

3905 Dakota St Alexandria, MN 56308

Toll Free: 1-866-431-0801; TTY: 1-800-627-3529 or 711; Fax: 1-320-762-8750

Email: compliance@primewest.org

Auxiliary Aids and Services: PrimeWest Health provides auxiliary aids and services,
like qualified interpreters or information in accessible formats, free of charge and in a
timely manner to ensure an equal opportunity to participate in our health care programs.
Contact PrimeWest Health at memberservices@primewest.org, or call Member
Services at 1-866-431-0801 or TTY 1-800-627-3529 or 711. The call is free.

Language Assistance Services: PrimeWest Health provides translated documents
and spoken language interpreting, free of charge and in a timely manner, when
language assistance services are necessary to ensure limited English speakers have
meaningful access to our information and services. Contact PrimeWest Health at
memberservices@primewest.org, or call Member Services at 1-866-431-0801 or
TTY 1-800-627-3529 or 711. The call is free.

Civil Rights Complaints
You have the right to file a discrimination complaint if you believe you were treated in a discriminatory way by
PrimeWest Health. You may also contact any of the following agencies directly to file a discrimination complaint.

U.S. Department of Health and Human Services Office for Civil Rights (OCR)

You have the right to file a complaint with the OCR, a federal agency, if you believe you have been
discriminated against because of any of the following:

e race e national origin e disability e religion (in some
e color e age o sex cases)

Contact the OCR directly to file a complaint:
Office for Civil Rights, U.S. Department of Health and Human Services
Midwest Region
233 N. Michigan Avenue, Suite 240 Chicago, IL 60601
Customer Response Center: 800-368-1019, TTY: 800-537-7697
Email: ocrmail@hhs.gov
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CB5 (MCOs) (10-2021)

Minnesota Department of Human Rights (MDHR)
In Minnesota, you have the right to file a complaint with the MDHR if you have been discriminated against
because of any of the following:

e race e creed e public assistance
e color ® sex status

e national origin e sexual orientation e disability

e religion e marital status

Contact the MDHR directly to file a complaint:
Minnesota Department of Human Rights
540 Fairview Avenue North, Suite 201, St. Paul, MN 55104
651-539-1100 (voice), 800-657-3704 (toll-free), 711 or 800-627-3529 (MN Relay), 651-296-9042 (fax)
Info.MDHR@state.mn.us (email)

Minnesota Department of Human Services (DHS)
You have the right to file a complaint with DHS if you believe you have been discriminated against in our
health care programs because of any of the following:

® race e religion (in some e disability (including e sex (including sex
e color cases) physical or mental stereotypes and
e national origin e age impairment) gender identity)

Complaints must be in writing and filed within 180 days of the date you discovered the alleged discrimination.
The complaint must contain your name and address and describe the discrimination you are complaining
about. We will review it and notify you in writing about whether we have authority to investigate. If we do, we
will investigate the complaint.

DHS will notify you in writing of the investigation’s outcome. You have the right to appeal if you disagree with
the decision. To appeal, you must send a written request to have DHS review the investigation outcome. Be
brief and state why you disagree with the decision. Include additional information you think is important.

If you file a complaint in this way, the people who work for the agency named in the complaint cannot retaliate
against you. This means they cannot punish you in any way for filing a complaint. Filing a complaint in this way
does not stop you from seeking out other legal or administrative actions.

Contact DHS directly to file a discrimination complaint:
Civil Rights Coordinator
Minnesota Department of Human Services
Equal Opportunity and Access Division
P.O. Box 64997
St. Paul, MN 55164-0997
651-431-3040 (voice) or use your preferred relay service

American Indians can continue or begin to use tribal and Indian Health Services (IHS) clinics. We will not require
prior approval or impose any conditions for you to get services at these clinics. For elders age 65 years and older
this includes Elderly Waiver (EW) services accessed through the tribe. If a doctor or other provider in a tribal or
IHS clinic refers you to a provider in our network, we will not require you to see your primary care provider prior
to the referral.
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