’&Etna® Protected Health Information  ECHS Category - PHIA
(PHI) Access Request

Protected Health Information (PHI) means information about your health.
This form must be completed and signed to process this request.

1. Who is the Medicaid Member?

First name Last name Middle initial
Member ID number Birth date (MM/DD/YYYY) Phone number
Street

City, state, ZIP code

2. Description of a PHI Report

Once we get this signed request form, we will provide you with a PHI Report. The report will have the
last 24 months of PHI data that we have. If you want PHI for different dates, fill in the dates below.

From: To:

If you have Long Term Care (LTC) benefits and want that information, check the correct box below.
[ ]1want the report to include LTC information []1 only want LTC information in the report.

3. Where do you want this PHI Report to be sent?
Who is receiving this PHI Report?

| Member | Member’s Legal Representative | Member’s Natural or Adoptive Parent
Print name of recipient

Recipient’s street

City, state, ZIP code
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ECHS Category — PHIA
Important Information:

¢ By signing this form, | allow Aetna to give PHI about the Member named in Section 1 to the recipient
named in Section 3.

e This approval is only for this request.

e This report may include information about chronic diseases, behavioral health conditions, alcohol or
substance abuse, communicable diseases, sexually-transmitted diseases, HIV/AIDS, and/or genetic
marker.

e This PHI Report does not include psychotherapy notes.

¢ Information in this report could be re-disclosed by the recipient and may no longer be protected by
federal or state privacy laws.

4. Signature of Member or Authorized Representative
Signature Date

Print name

If a legal representative signed this form, describe the relationship: (parent, legal guardian, Power of
Attorney, personal representative)

Authorized Representative means you have legal proof that you can act for this person.

A representative signs for a person who cannot legally sign on his or her own. If the member is less than
18 years old, a parent, or guardian should sign for the minor. If you are a representative signing this form
you must send legal proof you can act for this person.

Do you have questions? We can help. Call Aetna at: 1-866-329-4701.
Please sign and return this completed form to: Aetna HIPAA Member Rights Team
PO Box 14079
Lexington, KY 40512-4079
Or you can fax it to: 859-280-1272

Please allow 30 days for our response.
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Nondiscrimination Notice

Aetna complies with applicable federal civil rights laws and does not discriminate on the basis
of race, color, national origin, age, disability or sex. Aetna does not exclude people or treat
them differently because of race, color, national origin, age, disability or sex.

Aetna:

e Provides free aids and services to people with disabilities to communicate effectively with
us, such as:
- Qualified sign language interpreters
- Written information in other formats (large print, audio, accessible electronic
formats, other formats)
e Provides free language services to people whose primary language is not English, such
as:
- Qualified interpreters
- Information written in other languages

If you need a qualified interpreter, written information in other formats, translation or other
services, call the number on your ID card or 1-800-385-4104.

If you believe that Aetna has failed to provide these services or discriminated in another way on
the basis of race, color, national origin, age, disability or sex, you can file a grievance with our
Civil Rights Coordinator at:
Address: Attn: Civil Rights Coordinator
4500 East Cotton Center Boulevard
Phoenix, AZ 85040
Telephone: 1-888-234-7358 (TTY: 711)
Email: MedicaidCRCoordinator@aetna.com

You can file a grievance in person or by mail 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 Avenue, SW Room 509F, HHH Building, Washington,
D.C. 20201, 1-800-368-1019,

1-800-537-7697 (TDD).

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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ENGLISH: ATTENTION: If you speak English, language assistance services, free of charge, are available to you.
Call 1-800-385-4104 (TTY: 711).

SPANISH: ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingiiistica. Llame
1-800-385-4104 (TTY: 711).

POLISH: UWAGA: Jesli méwisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy jezykowej. Zadzwon pod
numer 1-800-385-4104 (TTY: 711).

CHINESE: 3 X : IREFRHERPX » BARERSESEYMRY - FEEEY D FEENERER
755 1-800-385-4104 (TTY: 711) ©

KOREAN: F=2|: $t=0{E AtEsIA = AR, A X|& MH|AE 222 0|51 &~ QIELICE F5te] ID 7t= SH|
A Hdgil-r 1-800-385-4104 (TTY: 711) HO Z 125l FAA|Q.

TAGALOG: PAUNAWA: Kung nagsasalita ka ng wikang Tagalog, mayroon kang magagamit na mga libreng
serbisyo para sa tulong sa wika. Tumawag sa numero na nasa likod ng iyong ID card o sa 1-800-385-4104 (TTY:
711).

ARABIC: 25 gall Q80 Je Jeail laally @l ja) 635 45 gall) 3acluall Giladd (8 i jal) A5l Gaaati i€ 1)) 1ada sala
(711 oSl 5 aall) 1-800-385-4104 Je i dpasll iy Cala

RUSSIAN: BHUMAHWE: ecnu Bbl roBOpUTE HA PYCCKOM fi3blKE, BAM MOTYT NPeaoCcTaBuTb becnnaTtHble ycayrm
nepesoga. [03BOHMTE NO HOMEpPY, YKa3aHHOMY Ha 06paTHOM CTOpPOHe Ballel AEHTUOUKALMOHHOM KapTOUKMY,
nnn no Homepy 1-800-385-4104 (TTY: 711).

GUJARATI: 241 2LUL 611 dH 95r3Ledl oliddl i, dl [c:9es AL ASAdL QUL AHIRL HIZ GUE6H 9. dHIRL
UGS 513l UE9N BUYAL 012 U2 AUl 1-800-385-4104 Uz 514 521 (TTY: 711).

URDU: - o olows cas I é;j Sleds S sde Gl ow 0L 5 o =90 0L 52l %;T Sl 25
S il 5 (TTY:711) 1-800-385-4104 L ., ;i 39500 g2 =5 (Y bl

VIETNAMESE: CHU Y: néu ban ndi tiéng viét, cé cac dich vu hd trg ngdn ngit mién phi danh cho ban. Goi s
1-800-385-4104 (TTY: 711).

ITALIAN: ATTENZIONE: In caso la lingua parlata sia I'italiano, sono disponibili servizi di assistenza linguistica
gratuita. Chiamare il numero 1-800-385-4104 (utenti TTY: 711).

HINDI: &7 & I3 T fEaT STUT e & a7 3TTeh {7 AToT Sgraar Sar0 (79[ ITaed ¢ | 379 el
FTE oI5 ANT § X7 70 T37 721ET 1-800-385-4104 (TTY: 711) U Fict FiLl

FRENCH: ATTENTION: si vous parlez francais, des services d’aide linguistique vous sont proposés
gratuitement. Appelez le 1-800-385-4104 (ATS: 711).

GREEK: MMPOXOXH: Eav pihate EAAnvika, otn StaBeon oag Bplokovtal umnpeoieg YAwOOLKNC UTIOOTNPLENG,
ol onoleg mapéxovral Swpeav. KaAéote tov aplBuo nou Ba Bpeite oTo Miow PEPOC TNG TAUTOTNTAC GA 1} OTO
1-800-385-4104 (Aettoupyia TTY: 711).

GERMAN: ACHTUNG: Wenn Sie Deutschen sprechen, stehen lhnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfugung. Rufnummer 1-800-385-4104 (TTY: 711).
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