WYOMING

An independent licensee of the Blue Cross and Blue Shield Association

HIPAA Authorization to Release Information

This form is to be used by health plan participants age 18 and older to authorize Blue Cross Blue Shield of Wyoming to use
and/or disclose participant’s protected health information for the purposes stated by participant herein.

Section A: Participant information (Please type or print clearly)

Participant name: Birth date:

Address:

City: State: Zip:
Day Telephone: Policy Number or SSN:

Section B: The purpose of this authorization

The purpose of this authorization is to give Blue Cross Blue Shield of Wyoming authority to use and/or disclose protected health
information regarding my medical, dental, vision, FSA, and/or HRA claims, enrollment and reimbursements as | have specifically
designated in Sections C and D below.

Section C: Information to be used and/or disclosed/Restrictions and limitations*

Pursuant to my designations in Section D, | authorize Blue Cross Blue Shield of Wyoming to use and/or disclose my protected
health information. | have specifically listed below all protected health information that 1 do not want used and/or disclosed, or
any other specific limitations on the use or disclosure of my protected health information that 1 may have. | understand that
unless | have specifically excluded or limited the protected health information that may be used and/or disclosed, Blue Cross Blue
Shield of Wyoming may use and/or disclose all of my protected health information in their possession, which may include
protected health information relating to sexually transmitted disease, acquired immunodeficiency syndrome (AIDS), or human
immunodeficiency virus (HIV). It may also include information about contraceptives, prenatal care, termination of pregnancy,
behavioral or mental health services and treatment for alcohol and drug abuse.

(Please describe in as much detail as possible any specific restrictions or limitations on the use and/or disclosure of this information
that you may have. For example, if you want this authorization limited to a particular claim, you should include the type of claim,
date of service, and name of the provider.

Restrictions or limitations on use or disclosure:

*This form may not be used as an authorization for the use or disclosure of psychotherapy notes.

Section D: Persons or organizations releasing or receiving the information

Organization(s) authorized to release the information: | authorize Blue Cross Blue Shield of Wyoming, as applicable,
to release the protected health information | have designated in Section C above.

Person(s) or Organization(s) authorized to receive the information: | authorize Blue Cross Blue Shield of Wyoming to
release my protected health information to the following person(s) or organization(s):

Willis Towers Watson - Benefit Consultants

Please complete both pages of this form. 12/18
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Section E: Expiration and revocation

Expiration: This authorization is valid for 24 months from the date of my signature below unless I have checked one of the boxes
below indicating a shorter period of time.

O Expire on: / / (Any date specified cannot exceed 24 months from the date of this authorization).

| On occurrence of the following event (which must relate to the purpose of the use and/or disclosure being authorized):

Revocation: | understand that | have the right to revoke or end this authorization at any time. 1 understand that in order to
revoke this authorization | must do so in writing to Blue Cross Blue Shield of Wyoming at the address listed below. | understand
that my revocation of this authorization will not affect any action that Blue Cross Blue Shield of Wyoming have taken, or
any information that Blue Cross Blue Shield of Wyoming have already used or disclosed based upon this authorization before
Blue Cross Blue Shield of Wyoming actually received my written request to revoke it.

Section F: Signature/authorization

I have read and understand the contents of this authorization. | have signed this authorization voluntarily and | understand that
my enrollment in my health plan and my eligibility for benefits is not conditioned in any way upon me signing this authorization.

I understand that the protected health information described above may be disclosed to and/or received by persons or organizations
that are not subject to federal health information privacy laws. These persons or organizations may further disclose the
information, and it may no longer be protected by federal health information privacy laws.

By signing this form, I am confirming my authorization for the use and/or disclosure of my protected health information, as
described in this form.

Signature: Date:

Section G: Personal Representative**

If this authorization has been signed by a personal representative on behalf of a participant, please complete the following:

Personal Representative’s Name: Relationship to Individual:
**Documentation regarding your authority to act as the personal representative for the participant must accompany this form.

UPON REQUEST, YOU ARE ENTITLED TO A COPY OF THIS FORM AFTER YOU SIGN IT.

Please notify us of any changes to the information provided on this form.

BCBSWY follows Federal civil rights laws and doesn’t discriminate based on race, color, national origin, age, disability or sex.
Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia linguistica. Llame al 1-800-442-2376 (TDD: 1-800-696-4710).
MR R S TR LI B S E S B IRTS - 352478 1-800-442-2376 (TDD : 1-800-696-4710)

Blue Cross Blue Shield of Wyoming
PO Box 2266

Cheyenne, WY 82003

Phone: 1.800.442.2376

Fax: 307.634.5742
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WYOMING

An indspendent iicansae of the Blue Crass and Blus Shieid Association
This Notice is Being Provided as Required by the Affordable Care Act

Translation Services

If you, or someone you’re helping, has questions about Blue Cross Blue Shield of Wyoming, you have the right to get help and
information in your language at no cost. To talk to an interpreter, call 800-442-2376.

Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de Blue Cross Blue Shield of Wyoming, tiene derecho a obtener ayuda e
informacion en su idioma sin costo alguno. Para hablar con un intérprete, llame al 800-442-2376.

NR%E, HIEEERBMWESR, HERN[IEASBMIEHE#4%H Blue Cross Blue Shield of Wyoming
FEMEE CHEEFSELCHEERIEDNALR, BAH—IMES, HREE [TELEAKT800-442-2376.

Falls Sie oder jemand, dem Sie helfen, Fragen zum Blue Cross Blue Shield of Wyoming haben, haben Sie das Recht, kostenlose Hilfe und
Informationen in lhrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die Nummer 800-442-2376.

Kung ikaw, o ang iyong tinutulangan, ay may mga katanungan tungkol sa Blue Cross Blue Shield of Wyoming, may karapatan ka na makakuha
ng tulong at impormasyon sa iyong wika ng walang gastos. Upang makausap ang isang tagasalin, tumawag sa 800-442-2376.

Si vous, ou quelqu'un que vous étes en train d’aider, a des questions a propos de Blue Cross Blue Shield of Wyoming, vous avez le droit d'obtenir
de l'aide et I'information dans votre langue & aucun co(t. Pour parler & un interpréte, appelez 800-442-2376.

Orok 25 = Ao 510 U= ™ AEH0lBlue Cross Blue Shield of Wyoming Off 2t A 2201 QY Fote st S22 W B E
FHote AHZ HIE R8I0 22 2= U= Heldt ASLICH DA S AL} 0HI156H)| 2151 A =800-442-2376 £ & 3o Al 2.

Néu quy vi, hay nguoi ma quy vi dang gitip dd, ¢6 cau hoi vé Blue Cross Blue Shield of Wyoming, quy vi s& ¢6 quyén dugc gilip va co thém
théng tin bang ngbn ngir cia minh mién phi. D€ ndi chuyén vai mot thdng dich vién, xin goi 800-442-2376.

Se tu 0 qualcuno che stai aiutando avete domande su Blue Cross Blue Shield of Wyoming, hai il diritto di ottenere aiuto e informazioni nella tua
lingua gratuitamente. Per parlare con un interprete, puoi chiamare 800-442-2376.

Ecnn y Bac wiy nia, KOTOpoMy BBl HOMOTaeTe, MMeroTcst Borpocs! 1o nosoxay Blue Cross Blue Shield of Wyoming, To Bel nMeeTe npaBo Ha
OecrIaTHOE TOJTy4eHHe TOMOIIM U MH(OpPMAIMHK Ha BalleM si3bIke. i1 pa3roBopa ¢ mepeBoJ4MKOM MO3BOHUTE Mo Tenedony 800-442-2376.

Jika Anda, atau seseorang yang Anda tolong, memiliki pertanyaan tentang Blue Cross Blue Shield of Wyoming, Anda berhak untuk mendapatkan
pertolongan dan informasi dalam Bahasa Anda tanpa dikenakan biaya. Untuk berbicara dengan seorang penerjemah, hubungi 800-442-2376.

CAANK, FEBEHROEDREY DA TE. Blue Cross Blue Shield of Wyoming
[COWTZTERASEWELEL, CHFLEDESETHR—FZ2ZITY. BREAFLEYITHIENATEET, HElIMHLYFE
Hh,. BIREBEINDIBE. 800-442-2376 ETHEFEC &Y,

AfE TS ST AT 1 TR 1 T8, A FETS HEd T 57679, Blue Cross Blue Shield of Wyoming s w1es & s ST HIqTHT .3 S8t a1 SHeR a3 SR 3 |
ST (32THER) T T TR 800-442-2376 AT B T |

4lyaa QLU'M.QL::M\ s SaSAS yHla )y ) Ba audl 438l ¢ Blue Cross Blue Shield onyoming d)ysa Jdd\).u CuiSae SaS gl lad 4SS S L cLA.S)g\
Anles Juala (ilai 800-442-2376. ke il 0 g8, sk

ol AN AUl AR S8l HEE 531 @l AHIL sl [RAUG[RAM 5120 ] HEE
2,0l (8l EL TUR

Dii kwe'é atah nilinigii Ble cross Blue Shield of Wyoming  haada vit"éego bina’iditkidgo éi doodago
hiida bika anilyeedigii t"dadoo le”¢ vina idilkidgo beehaz danii hélg dii t"24 hazaadk ehii haka
a'doowolzo bee haz™) doo bidh ilinigdd, Ata” halne izl koji™ bieh’]" hodiilnil 800-442-2376.



WYOMING

An indspenagnt iicansse of the Blus Cross and Blus Shieid Association

Non-Discrimination Notices

Blue Cross Blue Shield of Wyoming (BCBSWY) does not discriminate on the basis of race, color, national origin, sex, age, or disability in its
health programs and activities.

BCBSWY provides appropriate auxiliary aids and services, including qualified interpreters for individuals with disabilities and information in
alternate formats, free of charge and in a timely manner, when such aids and services are necessary to ensure an equal opportunity to participate
to individuals with disabilities.

BCBSWY provides language assistance services, including translated documents and oral interpretation, free of charge and in a timely manner,
when such services are necessary to provide meaningful access to individuals with limited English proficiency.

In order to obtain the interpretation services listed in paragraphs two (2) and three (3), Participants may call (800) 442-2376 or use BCBSWY’s
Telecommunications Device for the Deaf (TDD) at (800) 696-4710.

Participants have the right to file a grievance regarding potential discrimination. To file a grievance, please call BCBSWY at (307) 634-1393 or
(800) 442-2376 and request the Grievance Officer in the Legal Department or mail a letter describing the grievance to 4000 House Avenue,
Cheyenne, WY 82001 to the attention of the Legal Department.

If a Participant believes they have been discriminated against because of their race, color, national origin, disability, age, sex or religion, the
Participant may file a discrimination complaint with the Office of Civil Rights. Please visit www.hhs.gov/ocr for directions to file a complaint.
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