v DENVER HEALTH AUTHORIZATION TO USE AND DISCLOSE
PROTECTED HEALTH INFORMATION (PHI)

SECTION A: MEMBER INFORMATION
Complete all information requested in this section for the member whose information will be released.

Name: Last, First, Middle Initial, Title (Sr., Jr., lll.) Date of Birth: Telephone #:

| | ( ) -
Address: Group #: (as shown on the Member’s ID Card)
City, State, Zip: Member ID #: (as shown on the Member’s ID Card)

SECTION B: AUTHORIZED INDIVIDUALS
Please list the individuals and/or organizations that you are authorizing to view or receive your PHI. Include
each individual’s address and telephone number in case they need to be contacted in an emergency.

1. | Name/Organization: Relationship:
Address: Telephone #:

( ) -
2. | Name/Organization: Relationship:
Address: Telephone #:

( ) -

SECTION C: DESCRIPTION OF INFORMATION THAT CAN BE RELEASED (CHECK ALL THAT APPLY).
If more space is needed to describe the PHI, please attach an additional page.

(O Pre-Cert/Referral/ (O Enrollment/Benefits (O Disease Management
Authorization Information

(O Case Management Information () Payment Information (O Pharmacy Information

(O Demographic Information (O Health Management (O Claims Information

(O ALL OF THE ABOVE (O Other: (Please Specify)

I understand that my specific authorization is needed to release my information pertaining to the items
listed below. By initialing, | authorize release of the following information pertinent to my case:

Pregnancy/Reproductive | Psychotherapy/Mental HIV/AIDS Alcohol/Substance Abuse
(initials) Health (initials) (initials) (initials)

The information will be used/disclosed for the purpose of:
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(O Only respond to inquiries from (insert date) to (insert date)

(O The individual(s) in Section B may discuss orally my PHI with Denver Health Medical Plan, Inc.

(O The individual(s) in Section B may inspect and/or obtain copies of my PHI from Denver Health Medical
Plan, Inc.

(O The individual(s) in Section B may change my Primacy Care Physician (PCP and address) maintained by
Denver Health Medical Plan, Inc.

Name: Last, First, Middle Initial, Title (Sr., Jr., lll.) Relationship:

Address: Telephone #:
( ) -
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SECTION G: SIGNATURE/DATE
Please read the following carefully before you sign.

By signing this form, | understand the following: (1) if the entity authorized to receive my PHI is not a health
plan, health care provider or other covered entity as described by the Health Insurance Portability and
Accountability Act (HIPAA) Privacy Rule, the released information may no longer be protected by federal and
state law governing the use/disclosure of protected health information; (2) | may revoke this authorization
at any time by notifying Denver Health Medical Plan, Inc. in writing; (3) if | do revoke this authorization,

my revocation will have no effect on any action Denver Health Medical Plan, Inc. took according to this
authorization before Denver Health Medical Plan, Inc. received my revocation; (4) it is my choice to sign

this form and | do so voluntarily. Signing or not signing this authorization form will not affect any payment,
enrollment, eligibility, or benefit coverage decisions made by Denver Health Medical Plan, Inc.

| sign this authorization under penalty of perjury and attest that the information contained in this
authorization is true and correct and may be relied upon by Denver Health Medical Plan, Inc.

Signature of Member or Personal Representative: Date:

Print Name: Relationship to Member:

*IMPORTANT NOTE*
(O Yes, | would like a copy of this form for my records.
(O No, | do not need a copy of this form for my records.

SECTION H: RETURN THIS COMPLETED FORM AND SUPPORTING DOCUMENTATION TO:

Mail: Secure Fax: (303) 602-2025
Denver Health Medical Plan, Inc.
ATTN: Privacy Officer

777 Bannock Street, Mail Code 6000
Denver, CO 80204

Email: PrivacyOfficerDHMP@dhha.org

F ot

CHP+  :ix HealthFirst ISR
Child Health Plan Plus ¢ FOLQSADO Medicaid Choice
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Informe de accesibilidad
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		PHI Authorization Form_2022_508_Eng.pdf
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		Organización: 

		







[Introducir información personal y de la organización del cuadro de diálogo Preferencias de > identidad.]



Resumen



El comprobador no ha encontrado ningún problema en este documento.





		Necesita comprobación manual: 2



		Realizado manualmente: 0



		Rechazado manualmente: 0



		Omitido: 1



		Realizado: 29



		Incorrecto: 0







Informe detallado
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		Indicador de permiso de accesibilidad		Realizado		El indicador de permiso de accesibilidad debe estar establecido



		PDF de solo imagen		Realizado		El documento no es un PDF solo de imagen



		PDF etiquetado		Realizado		El documento es un PDF etiquetado



		Orden lógico de lectura		Necesita comprobación manual		La estructura del documento proporciona un orden lógico de lectura



		Idioma primario		Realizado		Se especifica el idioma del texto



		Título		Realizado		El título del documento se muestra en la barra de título
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		Elementos multimedia etiquetados		Realizado		Todos los objetos multimedia están etiquetados
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		Secuencias de comandos		Realizado		Ninguna secuencia de comandos inaccesible



		Respuestas cronometradas		Realizado		La página no requiere respuestas cronometradas



		Vínculos de navegación		Realizado		Los vínculos de navegación no son repetitivos



		Formularios





		Nombre de regla		Estado		Descripción



		Campos de formulario etiquetados		Realizado		Todos los campos del formulario están etiquetados



		Descripciones de campos		Realizado		Todos los campos de formulario tienen una descripción



		Texto alternativo
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		Texto alternativo de figuras		Realizado		Las figuras requieren texto alternativo
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		Filas		Realizado		TR debe ser un elemento secundario de Table, THead, TBody o TFoot



		TH y TD		Realizado		TH y TD deben ser elementos secundarios de TR



		Encabezados		Realizado		Las tablas deben tener encabezados



		Regularidad		Realizado		Las tablas deben contener el mismo número de columnas en cada fila y de filas en cada columna.



		Resumen		Omitido		Las tablas deben tener un resumen



		Listas





		Nombre de regla		Estado		Descripción



		Elementos de la lista		Realizado		LI debe ser un elemento secundario de L



		Lbl y LBody		Realizado		Lbl y LBody deben ser elementos secundarios de LI



		Encabezados





		Nombre de regla		Estado		Descripción



		Anidación apropiada		Realizado		Anidación apropiada
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