Acaria Hea]_th, HIPAA Authorization for Use and Disclosure

An envolve Pharmacy Solution of Protected Health Information

Please read these instructions carefully before completing this form.

When to Use This Form

Complete this form if you want AcariaHealth, Inc. or our affiliated covered entities* to share information about you with someone
else other than your current healthcare providers and insurers (example: an agent or family member). You are not required to
complete this form if you do not wish to share your Protected Health Information (“information”) with others.

How to Complete This Form

Section I: Patient Information

Provide your full name, date of birth, phone number and address.

Section 2: Purpose of the Authorization

Fill in the name of the person or organization you authorize to receive your information. You may include a brief description of
the reason for sharing your information. For example, you might want to share your information with a family member to help
you with your care.

Section 3: Information to be Disclosed

If you want us to share ALL information we have regarding your prescriptions, check the ALL box. If you only want us to share
certain information, please specify. You must clearly authorize the release of information related to communicable diseases
or substance abuse issues.

Section 4: Authorization Expiration

You may select a specific time period or a specific event relevant to the purpose of the disclosure. For example, you may
share your information from 01/01/2017 to 12/31/2017. If you do not pick a date, your authorization will expire 12 months from
the date of your signature.

Section 5: Right to Revoke your Authorization

If you wish to cancel your authorization before the expiration date, you must do so in writing. You can send a letter to
AcariaHealth, Attn: Privacy Officer, 8427 South Park Circle, Suite 400, Orlando FL 32819 or you can email
Privacy@AcariaHealth.com.

Section 6: Information Regarding this Authorization

Read the information provided.

Section 7: Authorized Signature

This document is not valid unless you or your personal representative sign and date it. If somebody other than the patient is
signing on behalf of the patient, be sure to explain the relationship to the patient and provide any documentation that verifies
that person’s authority.

*Affiliated covered entities include Specialty Therapeutic Care, LP, AcariaHealth Pharmacy, Inc., AcariaHealth Pharmacy #11, Inc.,
AcariaHealth Pharmacy #12, Inc., AcariaHealth Pharmacy #13, Inc., AcariaHealth Pharmacy #14, Inc., Homescripts.com, LLC. and
Foundation Care, LLC.

©2018 AcariaHealth, Inc. All rights reserved. DOR 01-18


mailto:Privacy@AcariaHealth.com

Acaria Hea]_th’ HIPAA Authorization for Use and Disclosure

An envolve Pharmacy Solution of Protected Health Information
Section 1: Patient Information

Name: Date of Birth (mm/dd/yy):

Address: Phone:

Section 2: Purpose of the Authorization

| authorize AcariaHealth, Inc. and any of its affiliated covered entities to disclose my protected health information, such as
pharmacy services | have received from AcariaHealth, as set forth below:

You may release this information to: (please print)

Name: Phone:

Address:

Purpose of this release (please specify):

Section 3: Information to be Disclosed

] All pharmacy related records [ Other: (please specify)

[] Records related to a Mental Health Condition, Alcohol or Substance abuse, HIV/AIDS, or other sexually transmitted or
communicable diseases. You must clearly authorize the release of this information by checking this box.

Section 4: Authorization Expiration

This authorization is valid from (date): to (date): or will expire on the following date, event or
condition: . If I fail to specify an expiration, this authorization will expire in 12 months.

Section 5: Right to Revoke your Authorization

| understand that | have the right to cancel this authorization at any time by notice in writing to the AcariaHealth Privacy Office.
The cancellation will not apply to any information shared before that date.

Section 6: Information Regarding this Authorization

| understand that this authorization is voluntary and treatment and/or payment for claims is not conditioned upon the
signing of this form.

| also understand that AcariaHealth cannot promise that the person or organization you share your health information with
will not share it with someone else.

AcariaHealth, Inc., its affiliated covered entities, employees and officers are released from any legal responsibility or liability
for disclosure of the above information to the extent indicated or authorized herein.

Section 7: Authorized Signature

Signature of patient or legal representative: Date:

If signing on behalf of patient, describe your authority/relationship to patient and provide related documentation

Printed Name:

“Affiliated covered entities include Specialty Therapeutic Care, LP, AcariaHealth Pharmacy, Inc., AcariaHealth Pharmacy #11, Inc.,
AcariaHealth Pharmacy #12, Inc., AcariaHealth Pharmacy #13, Inc., AcariaHealth Pharmacy #14, Inc., Homescripts.com, LLC. and
Foundation Care, LLC.
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AcariaHealth®

An envolve Pharmacy Solution

Language Assistance / Nondiscrimination Notice

Nondiscrimination Notice

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

AcariaHealth:

e Provides free aids and services to people with disabilities to communicate
effectively with us, such as:
o Qualified sign language interpreters
o 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:
o Qualified interpreters
o Information written in other languages

If you need these services, please call 1-800-511-5144, TTY: 711.

If you believe that AcariaHealth 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:

Civil Rights Coordinator

6923 Lee Vista Blvd., Suite 300

Orlando, FL 32822

Telephone Number: 1-800-511-5144, TTY: 711
Fax: 1-877-541-1503

You can file a grievance in person or by mail, or by fax. If you need help filing a grievance,
AcariaHealth 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
Telephone Number: 1-800-368-1019, 800-537-7697 (TDD)

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

English

ATTENTION: If you speak English, language assistance services, free of charge, are
available to you. Call 1-800-511-5144 (TTY: 711).

Spanish

ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia
linguistica. Llame al 1-800-511-5144 (TTY: 711).

Chinese

R RS > A IR EESEE S IEBIARYS - 5521 1-800-511-5144
(TTY : 711) -

Vietnhamese

CHU : Néu ban néi Tiéng Viét, c6 cac dich vu hé tro ngdn ngir mién phi danh cho
ban. Goi sd 1-800-511-5144 (TTY: 711).
Korean
F=O: BF=20E MESIAIE B, A0 NI& MHIAE 22 0|Eota == AsLIL
1-800-511-5144 (TTY: 711)BH 2 2 &M 3toff =& Al 2.
Tagalog
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo
ng tulong sa wika nang walang bayad. Tumawag sa 1-800-511-5144 (TTY: 711).
Russian
BHUMAHWE: Ecnu Bbl roBOpuTE Ha PyCCKOM A3blke, TO Bam 4OCTYMNHbI 6ecnnatHbie
ycnyru nepesoga. 3soHute 1-800-511-5144 (tenetawnn: 711).
Arabic

i gale Jadl | Olaall @l i) ¢35 45 gall) saclisall chledd ld ¢dalll SO Ehastis cui€ 1)

(711 2S84 5 mall Cila A8 ) 1-800-511-5144 A8
French Creole
ATANSYON: Si w pale Kreyol Ayisyen, gen sévis éd pou lang ki disponib gratis pou ou.
Rele 1-800-511-5144 (TTY: 711).
French
ATTENTION : Si vous parlez francgais, des services d'aide linguistique vous sont
proposés gratuitement. Appelez le 1-800-511-5144 (ATS : 711).
Polish
UWAGA: Jezeli méwisz po polsku, mozesz skorzystac z bezptatnej pomocy jezykowe;.
Zadzwon pod numer 1-800-511-5144 (TTY: 711).
Portuguese
ATENCAO: Se fala portugués, encontram-se disponiveis servicos linguisticos, gratis.
Ligue para 1-800-511-5144 (TTY: 711).
Italian
ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di
assistenza linguistica gratuiti. Chiamare il numero 1-800-511-5144 (TTY: 711).
German
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfigung. Rufnummer: 1-800-511-5144 (TTY: 711).
Japanese
AIEFE: BREBZEINDIGE. BHOSEXEZCAMAWETEY, 1-800-511-
5144 (TTY:711) £T. BEFEICTITEKC =LY,
Farsi

L (50 OBGl ) ey (AL O i€ o IR o jla L) 4 Rl da gl
2 8 wlad 1-800-511-5144 (TTY: 711) L . 23b o« aa) 58
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