w» R t for Protected Health Inf tion (PHI
UPHPW equest for Protected Health Information (PHI)

UPPER PENINSULA HEALTH PLAN

Use this form to ask Upper Peninsula Health Plan (UPHP)fora copy of your PHI. PHI may include
member information, claims and billing information and (or) medical records sentto UPHP.

Member Information

Name (last, first, middle initial):

Member ID Number: Date of Birth: Phone Number:
Street:
City: State: Zip:

We will mail your PHI to you at the address above unless you tell us to mail it to a different
address. If you want us to mail it to a different address, write that address here:

Purpose of the Authorization - CHECK ONE

[ ] Atmy request [IForthe following purpose:

Information to be disclosed:

| authorize UPHP to disclose my protected health information as follows (please check only
one box). | understand this information may include, when applicable, information relating to
sexually transmitted diseases, Human Immunodeficiency Virus, and any other communicable
disease. It may also include information about behavioral or mental health services, and referral
and (or) treatment for alcohol and drug use.

] Full disclosure: All clinical, claims, medical records, billing, benefit, or coverage
information

[ ] Specific information only. List the amount or type of information to be shared:

- FINISH ON BACK SIDE -
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Expiration: Unless an earlier expiration date is given, this authorization will expire one year from
the signature date.

[ ] Authorization shouldendon: __/ /

Member Rights:

| am aware that:
¢ My consentisvoluntary and made at my request.
e | have therightto geta copy of this form.

¢ Thereleased information may no longer be protected by federal regulations
once it has been released and may be redisclosed by the person who receives it.

¢ Information that has already been shared based on this authorization cannot be taken
back.

¢ | may cancel my authorization at any time, but | must do so by submitting a written
requestto UPHP.

e Thisauthorization will not affect my treatment, payment, enrollment, or eligibility for
benefits.

Signature:
| have read and reviewed this form. By signing this form, | authorize UPHP to release my PHI to
me at the address | gave. | approve the use and (or) release of my PHI as described above.

Signature: Date:

If the person who signs this form is not the member, check the box below that best
describes your relationship with the member. Legal proof must be returned with this form
if not already on file.

[IParent [ILegal Guardian [Power of Attorney [ Other

Return completed and signed form by fax to (906) 225-7690 or by mail to: 853 W.
Washington Street, Marquette, Ml 49855.

Upper Peninsula Health Plan (UPHP) Ml Coordinated Health (HMO D-SNP) Members: Contact
your Care Coordinator or call UPHP Customer Service at 1-877-349-9324 (TTY: 711), Monday
through Friday from 8 a.m. to 9 p.m. Eastern Time. The call is free.

Upper Peninsula Health Plan (UPHP) Medicaid & Healthy Michigan Plan Members: Call UPHP
Customer Service at 1-800-835-2556 (TTY: 711), Monday through Friday from 8 a.m.to 5 p.m.
Eastern Time. The call is free.

Upper Peninsula Health Plan (UPHP) Ml Coordinated Health (HMO D-SNP) is a health plan that

contracts with both Medicare and Michigan Medicaid to provide benefits of both programs to
enrollees. Enrolimentin UPHP MI Coordinated Health depends on contract renewal.
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Free language assistance services are available to you. Appropriate auxiliary
aids and services to provide information in accessible formats are also

available free of charge. Call 1-877-349-9324 (TTY: 711) or speak to your
provider.

MH_CO26PHIReq H3127_001_CO26PHIReq_C Accepted



	Information to be disclosed:
	- FINISH ON BACK SIDE -
	Member Rights:
	Signature:
	If the person who signs this form is not the member, check the box below that best describes your relationship with the member. Legal proof must be returned with this form if not already on file.

