Election to Participate Carehrst
in Care G(]Ordinati(]n Family of health care plans

Consent/Authorization to Disclose Record's SUD GSW PRUGRAM

1. CAREFIRST'S CARE COORDINATION

To help you manage your care it is essential for you and your health care providers to have a complete
picture of existing and potential health risks for working together to produce better health outcomes. This
begins with strong communication between you, your health care provider and CarefFirst.

To foster and improve that communication, CareFirst has created a secure, confidential Member Health
Record (MHR) for use by your health care providers as a common source of your health information
while you participate in CareFirst's Care Coordination program and related clinical programs. By electing
to participate with your provider in CareFirst's Care Coordination program, and other supporting clinical
programs, you facilitate this communication and allow your health care team (including your primary care
provider and other providers and health care professionals providing services for you) and CareFirst to
see information in the MHR and to appropriately share that information with each other in a secure and
confidential manner to help coordinate and manage your health care. CareFirst limits the information
disclosed to that which is necessary to carry out this purpose.

2. CONSENT/AUTHORIZATION

| understand that:

My participation is voluntary. | may choose not to participate CareFirst's Care Coordination and still
maintain my insurance coverage with CareFirst.

CareFirst will not condition payment of medical benefits, enroliment, or eligibility of medical benefits on
my participation in the Program.

CareFirst may disclose my personal health information as required or allowed by law.

CareFirst may share data and information supplied by health care providers (for example: a health care
professional, hospital, clinic, laboratory, pharmacy, or medical facility) who have provided treatment or
services on my behalf. It may also include the results of my Health Assessment and/or Wellness Screening
provided through a contracted CareFirst health care partner.

My health care provider, including my treating mental health and substance use disorder providers, may
share my information with CareFirst.

Information about me that could be disclosed includes information contained in my general medical
record, my mental health information, including substance use disorder, and health care claims as a result
of: medical encounters, treatments, diagnostic tests, screenings, prescriptions, patient-centered medical
home, and other case management activities.
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2. CONSENT/AUTHORIZATION

It may also include, but will not necessarily be limited to, any of my medical records related to:
Drug, alcohol or substance use disorder;
Psychological, psychiatric or other mental impairment(s) or developmental disabilities (excluding
“psychotherapy notes”);
Metabolic disorders such as sickle cell anemia;
Birth control and family planning;
Records which may indicate the presence of a communicable disease or non-communicable disease;
Records of HIV/AIDS or sexually transmitted diseases;
Genetic (inherited) diseases or tests; and laboratory test results directly from the clinical laboratory.
| agree that my data may be utilized in, and | may be contacted in relation to, quality assessment and
improvement activities.
This sharing of information for purposes of my care and treatment is provided for and permitted under
the privacy rules of the Health Insurance Portability and Accountability Act of 1996 (“HIPAA").

All members of my Care Coordination Team will have access to my medical information solely for my care
and treatment. Health care providers and CareFirst's health care related contracted partners are required
by law to maintain the privacy of my medical information consistent with applicable federal and state
privacy laws, including HIPAA privacy rules. CareFirst cannot control unauthorized re-disclosures of my
information by persons to whom CareFirst discloses such information.

| may participate in clinical programs as requested by my provider without having to sign additional
election to participate forms. | may decline to participate in any of these services at any time.

| will be an active participant in decisions relative to my ongoing medical care, treatment for chronic
conditions and improvement of my health status.

I have the right to inspect any record of my mental health medical information.

| understand that, upon my request and consistent with 42 CFR Part 2, | will be provided a list of entities to
which my substance use disorder records have been disclosed.

| understand that | may revoke this authorization at any time without adverse consequences by
completing a Revocation Form found at carefirst.com/memberpcmbh. Click on Participate in PCMH. This
revocation will be effective for future uses and disclosures of protected health information. However,

| further understand that this revocation will not be effective: (i) for information that my health plan

has already used or disclosed, relying on this authorization or (ii) if the authorization was obtained as a
condition for coverage in my health plan and, by law, the health plan has a right to contest the coverage.

This consent will expire after one year if not revoked.

By providing my phone number and email address, | understand that CareFirst and its partners may
contact me regarding my medical care by phone, cell phone, text messaging or email. I understand
that consent to contact me survives the expiration of this Election to Participate unless | otherwise
revoke consent.

3. CLAIMS

| authorize CareCo and my other mental health and substance use disorder providers to disclose to CareFirst
my mental health information, including substance use disorder, necessary for processing claims. The
information to be disclosed is limited to:

Administrative information; Reason for admission or continuing treatment; and
Diagnostic information; A prognosis limited to the estimated time during
My status (voluntary or involuntary); which treatment might continue.
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4. SIGNATURE

Please keep a copy of this form. Contact your CareFirst Care Coordinator with questions regarding
this form.

Member Signature* Printed Member Name

Member Date of Birth Member ID Date
Parent/Guardian Signature Printed Parent/Guardian Name
Phone Number Cell Phone Date

Email Address

5. NOTICE TO RECIPIENTS

This information has been disclosed to you from records the confidentiality of which may be protected by
federal and/or state law. Maryland law prohibits re-disclosure of medical information without authorization
from the member. The unauthorized disclosure of mental health information violates the provisions of

the District of Columbia Mental Health Information Act of 1978 (§§7- 1201.01 to 7-1207.02). 42 CFR part 2
prohibits unauthorized disclosure of these records.

6. EXECUTION BY MINORS OR GUARDIANS

If the person signing this form is not the member, the parent, or guardian of a dependent under the age of 18,
you must submit, to the address above, a full copy of the official document indicating your legal authority to
sign on behalf of the member (i.e. Power of Attorney, Court Assigned guardian, Personal Representative, etc.).

*If the parent or guardian has not consented to the provision of services and instead the minor has provided
legally sufficient consent, the minor may authorize disclosure him or herself. When the minor has consented
to such treatment, except by specific legal requirement, no information regarding sexually transmitted
disease, substance use, pregnancy, or emotional illness shall be disclosed unless such information is
necessary to the health of the minor and the public, and only when the minor’s identity is kept confidential.
In D.C. and Virginia, if this consent relates to mental health information (including inpatient psychiatric
hospitalization when the minor is 14 years or older and has consented to the admission), and the patient to
whom this consent applies is over the age of 14 and under the age of 18, the minor and his or her custodial
parent must provide joint consent. In D.C,, if the patient is less than 14 years of age, then only the parent

or guardian must provide consent. In Virginia, the concurrent consent of a minor and his or her custodial
parent is required to disclose inpatient substance use disorder records.

CareFirst BlueCross BlueShield is the shared business name of CareFirst of Maryland, Inc. and Group Hospitalization and Medical Services, Inc. CareFirst BlueCross BlueShield Medicare Advantage is the shared
business name of CareFirst Advantage, Inc., CareFirst Advantage PPO, Inc. and CareFirst Advantage DSNP, Inc. CareFirst BlueCross BlueShield Community Health Plan Maryland is the business name of CareFirst
Community Partners, Inc. In the District of Columbia and Maryland, CareFirst MedPlus is the business name of First Care, Inc. In Virginia, CareFirst MedPlus is the business name of First Care, Inc. of Maryland (used
in VA by: First Care, Inc.). CareFirst of Maryland, Inc., Group Hospitalization and Medical Services, Inc., CareFirst Advantage, Inc., CareFirst Advantage PPO, Inc., CareFirst Advantage DSNP, Inc., CareFirst Community
Partners, Inc., CareFirst BlueCross BlueShield Community Health Plan District of Columbia, CareFirst BlueChoice, Inc., First Care, Inc., and The Dental Network, Inc. are independent licensees of the Blue Cross and
Blue Shield Association. BLUE CROSS®, BLUE SHIELD® and the Cross and Shield Symbols are registered service marks of the Blue Cross and Blue Shield Association, an association of independent Blue Cross and
Blue Shield Plans.
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Notice of Nondiscrimination and
Availability of Language Assistance Services

(UPDATED 8/5/19)

CareFirst BlueCross BlueShield, CareFirst BlueChoice, Inc., CareFirst Diversified Benefits and all of their
corporate affiliates (CareFirst) comply with applicable federal civil rights laws and do not discriminate on the
basis of race, color, national origin, age, disability or sex. CareFirst does not exclude people or treat them
differently because of race, color, national origin, age, disability or sex.

CareFirst:

Provides free aid and services to people with disabilities to communicate effectively with us, such as:
Quialified sign language interpreters
Written information in other formats (large print, audio, accessible electronic formats, other formats)

Provides free language services to people whose primary language is not English, such as:
Qualified interpreters
Information written in other languages

If you need these services, please call 855-258-6518.

If you believe CareFirst 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 CareFirst Civil Rights
Coordinator by mail, fax or email. If you need help filing a grievance, our CareFirst Civil Rights Coordinator is
available to help you.

To file a grievance regarding a violation of federal civil rights, please contact the Civil Rights Coordinator
as indicated below. Please do not send payments, claims issues, or other documentation to this office.

Civil Rights Coordinator, Corporate Office of Civil Rights

Mailing Address P.O. Box 8894
Baltimore, Maryland 21224

Email Address civilrightscoordinator@carefirst.com
Telephone Number 410-528-7820
Fax Number 410-505-2011

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

800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

CarefFirst BlueCross BlueShield is the shared business name of CareFirst of Maryland, Inc. and Group Hospitalization and Medical Services, Inc. CareFirst of Maryland, Inc.,
Group Hospitalization and Medical Services, Inc., CareFirst BlueChoice, Inc., The Dental Network and First Care, Inc. are independent licensees of the Blue Cross and

Blue Shield Association. In the District of Columbia and Maryland, CareFirst MedPlus is the business name of First Care, Inc. In Virginia, CareFirst MedPlus is the business
name of First Care, Inc. of Maryland (used in VA by: First Care, Inc.). The Blue Cross® and Blue Shield® and the Cross and Shield Symbols are registered service marks of the
Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield Plans.
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Foreign Language Assistance

Attention (English): This notice contains information about your insurance coverage. It may contain key dates
and you may need to take action by certain deadlines. You have the right to get this information and assistance in
your language at no cost. Members should call the phone number on the back of their member identification card.
All others may call 855-258-6518 and wait through the dialogue until prompted to push 0. When an agent
answers, state the language you need and you will be connected to an interpreter.

ATCE (Amharic) “100.9:- BV TINFOEP AN ao&7 147 ool LHA: OO P1-180F (&1 ALKCLFD- 01,10 1CT
A4 QAT T RILUT 04 6T ALH &FAAz: &Y avZ8 00T hG PAIYII° hEP NRTRP ATH P91 T av-(1 T hAP- s
ANA WPk hoeg@d NCeP NATECA AL OLTMPAD- PAAN £TC PRMA S FAN: ANA NALPTE £19° ML hdh &TC

855-258-6518 L@mA®- 07 139+ AANLTICE &40 7919157 av NP AA NP A8 O aPAf LATP? PTLLATTFT £
LAO-¢T NH.LI® NHCATY. IC L1655 (e

Ede Yoribd (Yoruba) Itétiléko: Akiyési yii ni iwifun nipa is¢ addjutofo re. O le ni awon déeti pato o si le ni lati
gbé igbése ni awon 0j6 gbédéke kan. O ni ¢td l1ati gba iwifun yii ati iranlowo ni édé re 16fe¢. Awon omo-egbé
gbddo pe ndmba foonu té6 wa I¢yin kaadi idanimo won. Awon miran le pe 855-258-6518 ki o si duro nipas¢ ijiroro
titi a 6 fi so fun o lati te 0. Nigbati asoju kan ba dahun, so édé ti o £¢ a 6 si so 0 po mg ogbufo kan.

Tiéng Viét (Vietnamese) Chu y: Thong bao ndy chira thong tin vé pham vi bao hiém cia quy vi. Théng bao co thé
chira nhitng ngay quan trong va quy vi can hanh dong trudc mot sb thoi han nhat dinh. Quy vi co quyén nhan
duoc thong tin nay va hd tro bang ngdn ngit cta quy vi hoan toan mién phi. Cac thanh vién nén goi s6 dién thoai
& mit sau ciia thé nhan dang. T4t ca nhitng ngudi khac c6 thé goi s6 855-258-6518 va cho hét cude ddi thoai cho
dén khi duoc nhic nhén phim 0. Khi mot tong dai vién tra 11, hily néu rd ngdn ngit quy vi can va quy vi sé duogc
két nbi véi mot thong dich vién.

Tagalog (Tagalog) Atensyon: Ang abisong ito ay naglalaman ng impormasyon tungkol sa nasasaklawan ng iyong
insurance. Maaari itong maglaman ng mga pinakamahalagang petsa at maaaring kailangan mong gumawa ng
aksyon ayon sa ilang deadline. May karapatan ka na makuha ang impormasyong ito at tulong sa iyong sariling
wika nang walang gastos. Dapat tawagan ng mga Miyembro ang numero ng telepono na nasa likuran ng kanilang
identification card. Ang lahat ng iba ay maaaring tumawag sa 855-258-6518 at maghintay hanggang sa dulo ng
diyalogo hanggang sa diktahan na pindutin ang 0. Kapag sumagot ang ahente, sabihin ang wika na kailangan mo
at ikokonekta ka sa isang interpreter.

Espaiiol (Spanish) Atencidon: Este aviso contiene informacion sobre su cobertura de seguro. Es posible que
incluya fechas clave y que usted tenga que realizar alguna accidn antes de ciertas fechas limite. Usted tiene
derecho a obtener esta informacion y asistencia en su idioma sin ningtin costo. Los asegurados deben llamar al
numero de teléfono que se encuentra al reverso de su tarjeta de identificacion. Todos los demas pueden llamar al
855-258-6518 y esperar la grabacion hasta que se les indique que deben presionar 0. Cuando un agente de seguros
responda, indique el idioma que necesita y se le comunicara con un intérprete.

Pyccruii (Russian) Buumanue! HacTositee yBeqoMICHHE COACPIKUT HH(OPMALHIO O BAILIEM CTPAXOBOM
obecrieueHnd. B HeM MOTYT yKa3bIBaThCsl BXKHBIC JAThL, H OT BAC MOXKET MOTPEOOBATHCS BBIMOJIHUTE HEKOTOPHIC
JCWCTBHS 0 ONMPEACICHHOTO CPOKa. BbI mMeeTe mpaBo OECIUIaTHO MOJIYYUTh HACTOSIINC CBEACHUS U
CONYTCTBYIOLIYIO IIOMOIIb HAa YAOOHOM BaM SI3bIKE. Y YaCTHHUKAM CIIEAYET 00pamarscs mo Homepy TenedoHa,
YKa3aHHOMY Ha TBUIBHON CTOPOHE HACHTH(UKALMOHHOHN KapThl. Bee mpoure abOHEHTHI MOTYT 3BOHUTH 1O
HOMepy 855-258-6518 u oxxuaaTh, HOKa B rOJIOCOBOM MEHIO He OyAeT npeIoxkeHo HaxkaTb mudpy «0». Ilpu
OTBETE arcHTa YKa)KUTE JKEIACMBbIH S3bIK OOIIEHHS, X BAC CBSDKYT C IEPEBOAYMKOM.
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18ET (Hindi) €071 &: S8 FAAT 7 3! S1AT FHekoT & TR H SATHNT &1 378 81 B HeelT & T S0 &
fafaat &1 Ieer@ 8l 31X 3muss farw ot fad TAT-8AT 3 e 1 T FTE 81| I Tg ATHAHRT
3R F T TETICAT 39T 19T H T Qfoeh UTet 7 TR 8| FEE T 39 Tgeled 9 & N few 70 hier
ST UX i el hieAT AT | 31T FHY 9T 855-258-6518 U hiel oY Tehd & 3R T da 0 a1t & ToIT o gl
ST, TS dh TG HT TAET HY | TS IS Tl 3cal & dl 3 T T §dTU 3R IMIhT SATEITHR H Halde
& e SeeT|

Bdsi>-wuqu (Bassa) To Duti Cao! B3 nia ke ba nyo b& ké t gbo kpa b6 ni fiia-flia-tiin nyee jé dyi. B5 nia ke
bédé wé jéé bé bé th ké de wa m3 m ké nyuee nyu hwe bé wé b&a ké zi. D md ni kpé bé m ké b3 nia ke ké gbo-
kpa-kpa th miee dyé dé ni bidi-wudu mu b£ th ké se widi o pé&. Kpood nyo b& me d4 fiiin-ndba nia dé waa
.D. kdad dein nye. Nyo t33 séin me d4 ndba nia ke: 855-258-6518, ké m me fo tee b€ wa kée m gbo c& b€ m ké
n363 mda 0 kee dyi padain hwe. D jii ké nyo do dyi th g5 jiiin, po wudu th m3 poe dyie, ké ny> do mu bé niin
b€ o ké ni wudud mu za.

FRAT (Bengali) 3 FF: 92 (GCT AN 3] FSTES T1F B TA@| 97 N 39 O N300 M

A3 Mg ST FE AP 9 A6 200 M| o1 2436 g SR 92 8% M3IF a3 F2Fe] MN3IF
SEFE AHAE A& TTHEAE S TH6ITA FRE I TG T $9(0 AT | AT 855-258-6518 T
3 & 0 =1 1 31 AT ACTH FA© MEN | TN (AT A6 SOF (N O AN (S S T Fef o
9T SN (ST NET Y 1 3|

OSan ) U (B 52 0 G e ) - o iy e slen Glaie o) S Gyl S US55 s (Urdu) 52
ra A ot 3 SIS dealas laglan gy uly S Glp 5305 0 S DS SIS S s B Al pasada SIS o
B - la S8 Sy i O asm sy Caly (SIS ALl € ) paaen o 38 18 S S duala ade (e ol A S
b msllae Gl s s S Gl € TN SS il S S a0 sl op S S JS 1855-258-6518 Sl
S G g e aa i gl Gl

@J\jug'_\u\e)'y}AﬂL}GAG_AGLA@Jlﬂd}\;&u\OS\AA'M\Mwum)ga)\g)dkf%%\djhwmc\w\ e d?'arsi)w.‘u[_‘i
#S&Q)Ju&};uh)@u&:\\‘)&)}mm\)@M\J}QL&M\ug\ud:ﬁuh)\J)};)Jé;uﬂ\)\mgﬁe\ﬁ\@ahbu‘)‘)&n

) DJLAAEIJJJJ‘JSGAJ“)E“):ILMJJ‘).Q?\JL}ALAJULI[dLAMCL\JlSMQJJDJ:IC‘)JBJLAAI:I_\J:_I\JLAQ‘

58 Jha g ada s o pa jle 4 B S il Sl o 50

Ma) ) lind o8y Aaga gl 58 o (g ging g iadlill et (i Cllaglea e JUadY) 138 (g giny: 4 (4rabic) Lusel il
Jeai¥) slia¥) e sy A5 g Jaad () 50 Slialy o glaall g Bacliall 038 o J gaand) Gl oy Baana Ailgd 2o 5o Jsla e 1o
Al e Juai¥l o A (S, ag dalall 4 sell Cay i Ay jela 8 ) oSAal) il ) e

Lo Jeal 5il) ) a0 Aall) S0 638 5l aaf Ala) i 0, o) o Joraal) pgie by i Eialaal) S UsiiY) 5 855-258-6518
sl Cpen el sl Al 55 s

F1 X AL (Traditional Chinese) X7 + A CLE B EAIOR IRa FHAHBRIE AN, AP AT RE L & 2 H
B ABAER E IR Z BT NI TEY, (AR B R E M EN, DNl R RERR AR 1 B AR
o @ BERRITHIES 2@ R mr s yes, HMpTA At ETHERS 855-258-6518, IS EE
HEERME TR 0, EHsR/ERE R, FFROEFEFEMANES, ERERERE DA BER,
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Igbo (Igbo) Nrubama: Qkwa a nwere ozi gbasara mkpuchi nchekwa onwe gi. QO nwere ike inwe ubochi ndi di
mkpa, i nwere ike ime ihe tupu ufodu ubochi njedebe. I nwere ikike inweta 0zi na enyemaka a n’asusu gi na
akwughi ugwo o bula. Ndi otu kwesiri ikpo akara ekwenti di n’azu nke kaadi njirimara ha. Ndi 0zo niile nwere
ike 1kpo 855-258-6518 wee chere ububo ahu ruo mgbe amanyere ipi 0. Mgbe onye nnochite anya zara, kwuo
asusu 1 choro, a ga-¢jiko gi na onye okowa okwu.

Deutsch (German) Achtung: Diese Mitteilung enthilt Informationen iiber Thren Versicherungsschutz. Sie kann
wichtige Termine beinhalten, und Sie miissen gegebenenfalls innerhalb bestimmter Fristen reagieren. Sie haben
das Recht, diese Informationen und weitere Unterstiitzung kostenlos in Threr Sprache zu erhalten. Als Mitglied
verwenden Sie bitte die auf der Riickseite Threr Karte angegebene Telefonnummer. Alle anderen Personen rufen
bitte die Nummer 855-258-6518 an und warten auf die Aufforderung, die Taste 0 zu driicken. Geben Sie dem
Mitarbeiter die gewiinschte Sprache an, damit er Sie mit einem Dolmetscher verbinden kann.

Frangais (French) Attention: cet avis contient des informations sur votre couverture d'assurance. Des dates
importantes peuvent y figurer et il se peut que vous deviez entreprendre des démarches avant certaines échéances.
Vous avez le droit d'obtenir gratuitement ces informations et de 1'aide dans votre langue. Les membres doivent
appeler le numéro de téléphone figurant a l'arriére de leur carte d'identification. Tous les autres peuvent appeler le
855-258-6518 et, apres avoir écouté le message, appuyer sur le 0 lorsqu'ils seront invités a le faire. Lorsqu'un(e)
employé(e) répondra, indiquez la langue que vous souhaitez et vous serez mis(e) en relation avec un interprete.

oFof(Korean) =2: o] X Aolli= g AWM X ol tigt Jr7} Egts]o] JFUY 0 I 2
22 & Hdlokals 54 71gto] gE 5 AdFUL Astoll Al AME o2 dld ARG AL S s
A7 AHUEE g oAl - ID =9 ol s A3 = A FAA L. g o] ofy 2l 75
855-258-6518 M1 0.2 H3}slo] 05 F2 = WAIA 7 58 wi7hH] 7o e A Al S A A H Aol Al
Qg Ao]E FEsIAIH T 9 Au] 20 AAs] =gy

Diné Bizaad (Navajo) Ge': Dii bee it hane’igii bii’ dahol$ bee éédahdzin béeso ach’aah naanil
nik’ist’i‘igii ba. Bii’ dahol@¢ doo iiyisii yoolkaaligii d66 t'aadoo le'é adadoolyjjligii da
yOkeedgo t’'aa doo bee e’e’aahi ajiil'jjh. Bee na ahodt’i’ dii bee it hane’ déé

nika’adoowot t'aa ninizaad bee t'aa jiik’'é. Atah danilinigii béésh bee hane’é bee wotta’igii
nitfizgo bee nee hédolzinigii bikéédéé’ bikaa’ bich’j” hodoonihji’. Aadéé naanata’ éi kojj’
dahddoolnih 855-258-6518 do0 vyii diitts’jjt yatti’igii t'aa niléij{ 4add6 éi bikéé’déo naasbaas

bit adidiilchit. Ak&’anidaalwd’igii neidiitdago, saad bee yanitt'i'igii yii diikit d66 ata’ halne’é
Ia nikd’adoolwot.
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