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Authorization to Use and health net
Disclose Health Information

NOTICE TO MEMBER:
« Completing this form will allow Health Net of California, Inc. to (i) use your health information for a particular purpose, and/or (ii) share
your health information with the individual or entity that you identify on this form.

« You do not have to sign this form or give permission to use or share your health information. Your services and benefits with Health Net
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 Health Net or
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 page 3 and mail it to the address at the bottom of the page.

» Health Net cannot promise that the person or group you allow us to share your health information with will not share it with someone else.
» 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 page 2.

Member information

Member name (print):

Member date of birth: Member ID number:
/ /

I GIVE HEALTH NET PERMISSION TO USE MY HEALTH INFORMATION FOR THE PURPOSE IDENTIFIED OR TO SHARE MY
HEALTH INFORMATION WITH THE PERSON OR GROUP NAMED BELOW. THE PURPOSE OF THE AUTHORIZATION IS:

[] to allow Health Net to help me with my benefits and services, or

[J to permit Health Net to use or share my health information for

Person or group to receive information (add additional persons or groups on page 2)

Name (person or group):

Address:

City: State: ZIP: Phone:

| authorize Health Net 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

[J All of my health information EXCEPT (check all boxes that apply):

[ Genetic information, services or tests

[ HIV/AIDS data and records

] Drug and alcohol data and records

[ Mental health data and records (but not psychotherapy notes)

[ Prescription drug/medication data and records

[ other:
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Expiration of authorization

This authorization will expire on / / (mm/dd/yy); validation good for a one-year maximum. If no date is provided, this
authorization will expire in one year.

Member signature (member or legal representative sign here): Date:

/ /

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).

Additional individual person(s) or entity(ies) to receive information

NOTE: If you are consenting to disclose any substance use disorder records to a 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: ZIP: Phone:
( ) -
Name (individual or entity):
Address:
City: State: ZIP: Phone:
( ) -
Name (individual or entity):
Address:
City: State: ZIP: Phone:
( ) -

Mail completed form to:
Health Net Privacy Office, PO Box 9103, Van Nuys, CA 91409
Phone: 1-800-522-0088, Fax: 818-676-8314
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Revocation of Authorization to Use health net
and/or Disclose Health Information

I want to cancel, or revoke, the permission | gave to Health Net 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: Member ID #:

/ /

| 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 | signed for health information to be used for another purpose or shared with another person or group.

Member signature (member or legal representative sign here): Date:

/ /

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).

Health Net 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.

Health Net Privacy Office

PO Box 9103, Van Nuys, CA 91409
Phone: 1-800-522-0088, Fax: 818-676-8314
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English
No Cost Language Services. You can get an interpreter. You can get documents read to you and some sent to you
in your language. For help, call us at the number listed on your ID card or call 1-800-522-0088 (TTY: 711).

Arabic
Sle Ly Jail chaclusall e Jgemall ll 5o 5 jia @il e Jsmnll i€y 5558 an sia o Jsmanl) i€ duilae 4alll cilars
1-800-522-0088  (TTY: 711) olaid) duai¥l 38 ya o duail ) ¢y sl Ay o 3 m sall o8 1)

Armenian

Utud&up (Equjut Swnwympiniutitp: nip Jupnn Ep putwnp pupquuithy uinwbg:
Quunwpnplpp jupnn tu jupnuw dkq hwdwp: Oqunpjut hwdwp quiquhwnptp Ukq dkp ID
pupunh ypu pws hinwinuwhwdwpny jud quiuquhwupkp 1-800-522-0088 (TTY: 711).

Chinese

REES IS - WO{EAOEE - s AN AR SRR EEE - IR MRA &
FB S KRB 3 S FF4AE A - D%’%Tﬂ;’;ﬂﬂ BN R LAy R RS R MRS - SEE
1-800-522-0088 (TTY:711) -

Hindi
aﬁrwﬁwﬂaﬁmy@gwﬁ(wwmélmmﬁww
T "6 gl Acg & dfv, 39S W ¥ 70 gAeey FaX W &§H Hid &, AT
1-800-522-0088  (TTY: 711)I

Hmong

Kev Pab Txhais Lus Dawb. Koj xav tau neeg txhais lus los tau. Koj xav tau neeg nyeem cov ntaub ntawv

kom yog koj hom lus los tau. Xav tau kev pab, hu peb tau rau tus xov tooj ntawm koj daim npav los yog hu
1-800-522-0088  (TTY:711).

Japanese

HEROZFEY — A, @A TRV 3, XFELBHALET, BN LEREEI
IDW— K ;nﬂikéhfb%%ﬁi TEBHEMENZIZ< 0 1-800-522-0088 . (TTY: 711),

Khmer

TEUNMANINWRARKIG Y HRMNGS UM SHRURUM UMH HRMGANUIBMSNRNIBIHAY USRS Y
eifshiihdmuitggirunitumsishiilmaNgsiusHR U Rshisiuivanusnissumingny
fSLﬁ‘H’LﬁS 1-800-522-0088  (TTY:711).4

Korean

i o] Az T MulaE kS F AF YT A E FARSEHE ol R EA] 9] dE AulaE
131—0/\1/\01/\1_,]1;]_ 1:00] .ﬂg_ /\]ﬁ B3 D ‘;]_/\]741/].
1-800-522-0088  (TTY:711).
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Navajo

Saad Bee Aka E’eyeed T'aa Jiik’e. Ata’ halne’igii hdlg. T’4a hé hazaad k’ehji naaltsoos hach’j’ wéltah.
Shika a’doowot ninizingo naaltsoos bee néiho’ddlzinigii bikda’gi béésh bee hane'i bikaa’ aajj’
hodiilnih éi doodaii’ 1-800-522-0088  (TTY: 711).

Persian (Farsi)
() g il Ladh () il 4S 35S Caul 53 50 2155 e L2080 (AL aa e S 2l e OB sk 4 L) e
S 5b Ol 38 e b 80 Gl 02 7 50 Ll (llid IS (555 48 () et 4p Le b laial ) il
.1-800-522-0088 (TTY: 711)



Panjabi (Punjabi)

gfst I B3 3 IAT AT IA 8 TIHMT UIU3 S AR JI 3IQ THIRH 338 ITH <9
UFJ S FE'E A" AR Il HER B8, WiE WiElE! 998 3 T3 38 3 g I8 3 #F J9UT I3t
1-800-522-0088 (TTY: 711).

Russian

becnaTHas moMol1lpb NepeBoJUMKOB. BBl MOKETE MOMYUYUTH IOMOILL YCTHOIO NepeBoaunKa. Bam moryt

MIPOYNTATh JOKYMEHTEI. 32 IOMOIIBIO OOpamaiTech K HaM 1o TenedoHy, IPUBEICHHOMY Ha BalleH

HMACHTU(UKAIIMOHHON KapTOYKe YYaCcTHHKA IuTaHa. Kpome Toro, BB MOJKere II03BOHUTH B
1-800-522-0088 (TTY: 711).

Spanish

Servicios de idiomas sin costo. Puede solicitar un intérprete. Puede obtener el servicio de lectura de
documentos y recibir algunos en su idioma. Para obtener ayuda, llamenos al nimero que figura en su tarjeta de
identificacion o comuniquese con el 1-800-522-0088 (TTY: 711).

Tagalog

Walang Bayad na Mga Serbisyo sa Wika. Makakakuha kayo ng isang interpreter. Makakakuha kayo ng mga
dokumento na babasahin sa inyo. Para sa tulong, tawagan kami sa nakalistang numero sa inyong ID card o
tawagan ang 1-800-522-0088 (TTY: 711).

Thai

lifduinadunm quanansnldanld quausalwaruanasldnild dwivanudionia Insnunaa

winuawli livudanlszddivesgm wie Inmngud@adaifandisduas 1-800-522-0088  (TTY: 711)

Vietnamese

Céc Dich Vu Ngon Ngit Mién Phi. Quy vi c6 thé c6 mét phién dich vién. Quy vi c6 thé yéu cdu duge doc cho

nghe tai liéu. D& nhan trg gitp, hiy goi cho ching ti theo s6 dugc liét ké trén thé ID cua quy vi hodc goi
1-800-522-0088 (TTY: 711).
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