Patient name SSN

Address

Birth date Telephone number

I authorize

to release copies of my medical records to

I authorize release of information for: (refer to Sections C and D)
Medical Care (e.g., Physician, etc.)
Personal Use

Other (Attorney, Insurance, Employer, etc.)

I am transferring from medical office # to# (refer to Sections C and D)

I authorize release of my (refer to Section D, if applicable)
Entire medical record
OR

Medical records for the specific treatment dates from to

I authorize release of the following portions of my medical record
(Write your initials beside each area to be included in release)
Mental Health

HIV/AIDS

Substance Abuse

Communicable Disease

Humana

Healthy Horizons.
in Ohio

OHHLD66EN1122



I understand that this authorization shall be in effect for 180 days following the date of signature.
However, I understand that this authorization may be revoked at any time by giving oral or written
notice to the medical office. A photocopy of this authorization shall constitute a valid authorization.
I understand that once my records have been released, the medical office cannot retrieve them
and has no control over the use of the already released copies.

I hereby release Humana Inc.,, its subsidiaries and affiliates, and my medical office from any
and all liability which may arise as a result of my authorized release of these records.

Should my case require review by a governing agency or another medical professional actively
involved in my care to make a final determination, it is with my consent that a copy of these
records will be submitted to the agency or medical professional for his review.

Patient (or legal representative) signature Date
Print name Relationship to Patient
Witness:
Witness Signature Date

Print name



Call If You Need Us

If you have questions or need help reading or understanding this document,

call us at 877-856-5702 (TTY: 711). We are available Monday through Friday,

from 7 a.m. to 8 p.m., Eastern time. We can help you at no cost to you. We can

explain the document in English or in your preferred language. We can also help you if
you need help seeing or hearing. Please refer to your Member Handbook regarding
your rights.

Important

At Humana, it is important you are treated fairly.

Humana Inc. and its subsidiaries do not discriminate or exclude people because

of their race, color, religion, gender, gender identity, sex, sexual orientation, age,
disability, national origin, military status, veteran status, genetic information,
ancestry, ethnicity, marital status, language, health status, or need for health services.
Discrimination is against the law. Humana and its subsidiaries comply with applicable
Federal Civil Rights laws. If you believe that you have been discriminated against by
Humana or its subsidiaries, there are ways to get help.

« You may file a complaint, also known as a grievance:
Discrimination Grievances, P.O. Box 14618, Lexington, KY 40512-4618.
If you need help filing a grievance, call 877-856-5702 or if you use a TTY, call 711.

* You can also file a civil rights complaint with the:

* Ohio Department of Medicaid (ODM), Office of Civil Rights by emailing

ODM_EEO_EmployeeRelations@medicaid.ohio.gov, faxing 614-644-1434,
or mailing to P.O. Box 182709, Columbus, Ohio 43218-2709; or

* U.S. Department of Health and Human Services, Office for Civil Rights
electronically through their Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or at U.S. Department of
Health and Human Services, 200 Independence Avenue, SW, Room 509F,
HHH Building, Washington, DC 20201, 800-368-1019, 800-537-7697 (TDD).
Complaint forms are available at

https://www.hhs.gov/ocr/office/file/index.html.

Auxiliary aids and services, free of charge, are available to you.
877-856-5702 (TTY: 711)

Humana provides free auxiliary aids and services, such as qualified sign language
interpreters, video remote interpretation, and written information in other formats to
people with disabilities when such auxiliary aids and services are necessary to ensure
an equal opportunity to participate.



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

Language assistance services, free of charge, are available to you.
877-856-5702 (TTY: 711)

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

Espaiiol (Spanish): Llame al nimero que se indica arriba para recibir servicios gratuitos de
asistencia linglistica.

Aareft (Nepali): F:3[e ATTIrER<t TEahT AaT8E TG TT-ehT i AR TH=IRAT B THeH|
Alonall dy93ll Bacluall Olaas Lo Jgasl) oMel wilgll @8y il :(Arabic) Loyl

Soomaali (Somali): Wac lambarka kore si aad u hesho adeegyada caawimaada luugada oo
bilaash ah.

Pycckuii (Russian): [03BOHUTE MO BbllLEyKa3aHHOMY HOMeEPY, 4TObbl NONYYNTb BECNNaTHYHO
A3bIKOBYIO NOAAEPMKKY.

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

Tiéng Viét (Vietnamese): Goi s6 dién thoai & trén dé nhan cac dich vu hoé trg ngén ngi
mién phi.

Kiswahili (Swahili): Piga simu kwa nambari iliyo hapo juu ili upate huduma za usaidizi wa lugha
bila malipo.

YkpaiHcbKa (Ukrainian): 3atenedoHynTe 3a BKazaH/M BuLLE HOMEPOM A/ OTPUMAHHSA
6e3KOLUTOBHOI MOBHOI NiATPUMKMN.

R8P (Traditional Chinese) : & RIUE T FENEERIB U ER R ENE S HBIARES ©

Ikinyarwanda (Kinyarwanda): Hamagara nomero iri haruguru uhabwe serivisi z’ubufasha
bw’ururimi ku buntu.

E{&H3Z (Simplified Chinese): ALK IT EEAVEBIES ISR B R ENIES hEIRS
A0S elad JU oylads b SUy SaS (&Kly Sloas cdliys ¢ly i(Dari) g9
£sR99 SO & S0 05393 03l oloS awd 3 yidla %,93 Liyg 5 :(Pashto) gidcs
RO9CZ (Amharic): 19 2272 £I& KA TY A9TTT DAL NAD: NAR €M L0

)onell (Gujarati): Hecl N AR Al Hngal HIZ BuR al R UR sid s3U.

OHHLDHJEN
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