This form will allow us to share certain health information about you with a family member or
other trusted person. Only complete this form if you want to authorize Humana Healthy Horizons®
to share your information with someone other than you.

Member information (person whose information will be released)

Name (First/Middle/Last) Date of birth
(MM/DD/YYYY)

Address

City State Z1P

Medicaid ID Group number

(if applicable)

Phone number
O Home [ Cell*

I understand that this authorization will allow Humana and its affiliate to use or disclose the
protected healtht information (PHI) described below: (Please check only one box)

O Full disclosure: Any PHI Humana and its affiliates maintain, including mental health, HIV, health
status, or substance use or disorder records. This also includes sharing information on mail-order
pharmacy, wellness products and health programs with the person being authorized.

O Limited disclosure: You specify what PHI to share. Ex.: condition or treatment information, a
specific date range or product type. Unless you limit by product type, information will apply to
all products and services.

If limited disclosure was selected, please indicate which product(s) apply:

O Medical and/or prescription coverage O Dental
O Vision O Go365®
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* By giving your cell phone number, you give Humana permission to make calls to your cell.
t Health includes medical, dental, pharmacy, behavioral health, vision, long-term care.
Humana will follow the more stringent of all federal and state laws and regulations.



Consent for release of PHI—continued

This information may be disclosed to, and used by, the following person or organization (such as
nursing home, care provider and care managers) to assist me with the Humana-owned products
or services for which I am providing consent to disclose information:

Name (First/Middle/Last) Date of birth (required)
(MM/DD/YYYY)

Name (if organization)

Address City State ZIP

Email Phone number
O Home [ Cell*

Relationship
O Spouse [ Sibling O Parent O Child O Agent/broker O Friend O Organization

I understand:

I am not required to fill out this consent and Humana cannot base decisions regarding treatment,
payment, enrollment or eligibility for benefits on whether I submit it.

Disclosures may include information from past, present and/or future treating providers.

This consent is valid until I cancel my Humana membership. I can cancel my consent at any time
through my MyHumana account, by calling customer service or by submitting a written notice
to Humana.

If I cancel consent, it will not apply to any information previously released with this authorization.
Once information is shared, Humana cannot prevent the person or organization who has access
to it from sharing that information with others, and this information may not be protected by
federal privacy regulations.

Member or personal representative signature

0 Member [ Personal representative Date
(MM/DD/YYYY)

Relationship (of personal representative) to member

Please note: If applicable, personal representatives must attach copies of authorization as
required by law. Examples include healthcare power of attorney, healthcare surrogate, or
guardianship papers.

After you complete and sign the form, please fax it to 1-800-633-8188. Or, if you prefer, mail your
completed form to: Humana Insurance Company, P.O. Box 14168, Lexington, KY 40512-4168.



Auxiliary aids and services, free of charge, are available to you.
866-274-5888 (TTY: 711), Monday through Friday, from 8:00 a.m. to
8:00 p.m., Eastern time.

Humana Inc. and its subsidiaries comply with Section 1557 by providing free auxiliary aids and
services to people with disabilities when auxiliary aids and services are necessary to ensure an
equal opportunity to participate. Services include qualified sign language interpreters, video remote
interpretation, and written information in other formats.

English Call the number above to receive free language assistance services.

Espanol (Spanish) Llame al nUmero que se indica arriba para recibir servicios gratuitos de
asistencia linguistica.

Deutsch (German) Wahlen Sie die oben angegebene Nummer, um kostenlose sprachliche
Hilfsdienstleistungen zu erhalten.

FREhZ (Chinese) AT LAEHT FEMESERIBUE R R ENE S HEIRTS
ol dygalll Bacluall Slaas le Jgasl) oMel wilall @8y Ll :(Arabic) iyl
Nederlands (Dutch) Bel het bovenstaande nummer om gratis taalkundige hulp te ontvangen.

Francais (French) Appelez le numéro ci-dessus pour recevoir des services gratuits d’assistance
linguistique.

Tiéng Viét (Vietnamese) Goi sd dién thoai & trén dé nhan céc dich vu hd trg ngdn ngr mién phi.

Tagalog (Tagalog - Filipino) Tawagan ang numero sa itaas para makatanggap ng mga libreng
serbisyo sa tulong sa wika.

$t=20] (Korean) 22 210 X| MH|AE HOH 2| HS 2 HI}SHUA| L.

8fdt (Hindi) YT TERIT Yad ohd | QY HRA P Al SHIWR P &R TR DI i .
H#:E (Japanese) EROEEZIEY —EXEZ13ICIE. EEROBESEFTEEFELIETL,

Pycckuii (Russian) [1o3BoHUTE 110 BbIIEYKa3aHHOMY HOMEPY, YTOOBI HOJYUYUTH GECIIATHYIO I3bIKOBYIO
O/1JIEPXKKY.

Polski (Polish) Aby skorzysta¢ z bezptatnej pomocy jezykowej, nalezy zadzwoni¢ pod wyzej podany
numer.

Srpsko-hrvatski (Serbo-Croatian) Nazovite gore navedeni broj ako Zelite besplatne usluge
jezi€ne pomodi.

Italiano (Italian) Chiamare il numero sopra indicato per ricevere servizi di assistenza linguistica gratuiti.

This notice is available at Humana.com/IndianaDocuments.

Humana Healthy Horizons in Indiana is a Medicaid Product of Arcadian Health Plan, Inc.
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