& FirstChoice Request for List of Disclosures

wiVIP CARE. of Protected Health Information

by Select Health of South Carolina Use this form to request an Accounting of Disclosures
of your protected health information (PHI).

Section A: Requesting individual
Please complete the following:

Name: Phone;:
Address: City:
State: ZIP code: Member ID number:

Please read and complete the following:
You have the right to an Accounting of Disclosures that we, or our business associates, have made of your PHI in
the six years prior to the date of your request. However, we are not required to account for disclosures that were:
» Made to carry out treatment, payment or operations. « For national security or intelligence purposes.
« To the patient or the patient’s personal representative. « To correctional institutions or law enforcement

« Incidental disclosures made in connection with a use or officials under certain circumstances.
disclosure otherwise permitted or required by HIPAA.  « Part of a limited data set, when the recipient has
« Made to persons involved in a patient’s care or as executed a data use agreement, disclosed for
part of an inpatient directory. researgh, public health or certain health care
« Pursuant to an authorization for release of information operations purposes.
signed by the patient or patient’s personal « Made prior to April 14, 2003.
representative.

Section B: Dates of disclosures
Please specify the date range for the Accounting of Disclosures you are requesting:

Start: End:

You are entitled to one free disclosure accounting every 12 months upon request. We reserve the right to charge
you a reasonable fee for each additional disclosure accounting you request during the same 12-month period.

Section C: Signature
| request an Accounting of all Disclosures of my PHI as specified above. | understand that | am entitled to one free

disclosure accounting every 12 months. | agree to pay a reasonable fee for this accounting if | have already received
one within the previous 12 months.

Signature: Date:

Section D: Personal representative

If you are not the member, please sign and date Section D of this form. Check the box that describes your relationship
to the member. If you are not a parent or legal guardian of the member, please attach proof of your relationship
to the member (e.g., power of attorney, personal representative, etc.).

Print name of personal representative:

Signature of personal representative: Date:

O Parent or legal guardian O Power of attorney [ Executor [ Other:

Please return this form to: First Choice VIP Care
Medicare Compliance
3875 West Chester Pike
Newtown Square, PA 19073
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Discrimination is Against the Law

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

First Choice VIP Care:
e Provides free aids and services to people with disabilities to communicate effectively with us,
such as:
o Qualified sign language interpreters

o0 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:
0 Qualified interpreters
o Information written in other languages

If you need these services, contact First Choice VIP Care Member Services at 1-888-996-0499 (TDD/TTY:
711). We are available from Monday — Friday, 8 a.m. to 8 p.m., from April 1 — September 30, or seven days a
week. 8 a.m. to 8 p.m. from October 1 — March 31.

If you believe that First Choice VIP Care 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:

o0 First Choice VIP Care Grievances and Complaints Department, P.O. Box 7140, London, KY
40742-7140. Phone: 1-888-996-0499 (TDD/TTY: 711), Fax: 1-855-236-9284.

0 You can file a grievance by mail, fax, or phone. If you need help filing a complaint or grievance,
First Choice VIP Care Member Services 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

1-800-368-1019, 800-537-7697 (TDD)

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

First Choice VIP Care is an HMO-SNP plan with a Medicare contract and a contract with the South
Carolina Healthy Connections Medicaid program. Enrollment in First Choice VIP Care depends on
contract renewal. This plan is available to anyone who has both Medical Assistance from the State and

Medicare.
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Multi-Language Insert
Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may
have about our health or drug plan. To get an interpreter, just call us at
1-888-996-0499. Someone who speaks English/Language can help you. This
is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder
cualquier pregunta que pueda tener sobre nuestro plan de salud o
medicamentos. Para hablar con un intérprete, por favor llame al
1-888-996-0499. Alguien que hable espafiol le podra ayudar. Este es un
servicio gratuito.

Chinese Mandarin: A 1520t % 2% ORI AR 55, 5 B SR 25 50 T i RR 25 DR B R A A7)
el . WIS TR E R e RS, EEE 1-888-996-0499. FATMH ST TIE AN RIRA R
. XIS

Chinese Cantonese: (I HMHI R BEEYI Prlz rIRE A SEM > Rt At R EHY
FEEIRTS - WEEEEEINFS » 555(F 1-888-996-0499 - It iy A\ EfG4em BTt
&) - B THEER -

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang
masagot ang anumang mga katanungan ninyo hinggil sa aming planong
pangkalusugan o panggamot. Upang makakuha ng tagasaling-wika, tawagan
lamang kami sa 1-888-996-0499. Maaari kayong tulungan ng isang
nakakapagsalita ng Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre
a toutes vos questions relatives a notre régime de santé ou d'assurance-
médicaments. Pour accéder au service d'interprétation, il vous suffit de nous
appeler au 1-888-996-0499. Un interlocuteur parlant Frangais pourra vous
aider. Ce service est gratuit.

Vietnamese: Chung t6i c6 dich vu théng dich mién phi dé tra 18i cac cau hoi
vé chudng suic khoe va chudng trinh thuéc men. Néu qui vi can thong dich
vién xin goi 1-888-996-0499 s& c6 nhan vién noi ti€ng Viét giup d3 qui vi.
bay la dich vu mién phi.

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen
zu unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher
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erreichen Sie unter 1-888-996-0499. Man wird Ihnen dort auf Deutsch
weiterhelfen. Dieser Service ist kostenlos.

Korean: WAIE 98 HE T oFE R A3 A& daf =g]ux F5 59
MU 2~E AFetal JdFUY &9 AB|AE o] &l % §} 1 888-996-0499
Ho = T3 Z“/\]O.fﬁioi% St BRI 2o = AYt}, o] Muj A&
E’Ei oﬂﬂqq

Russian: Ecnv y Bac BO3HUKHYT BOMNPOCbl OTHOCUTE/IbHO CTPaxoBOro nau
MeAMKAMEHTHOro njaaHa, Bbl MOXeTe BOCMO/Ib30BaTbCA HaWmMMm 6ecnnaTtHbIMMU
ycnyramm nepeBoaumkoB. HYTobbl BOCNOb30BaTbCSA YCyraMm rnepeBoaymnka,
NO3BOHMUTE HaM no TenedoHy 1-888-996-0499. Bam okaxeT NoMoLLb
COTPYAHUK, KOTOPbI FOBOPUT NO-pyccku. [laHHaga ycnyra 6ecnnaTtHas.

Arabic:

Jsmanll Lal 450l Jsan sl danally gleii Al ol e DU dlaall (o5l aa jiall Clada aads L)
Caaaty Lo padd o sian  1-888-996-0499 e W Jlai¥) (5 g lile (il (5 )58 ax jia e
Aoilas Aead ol lineluay 4y yall

Hindi: AR WY 1 &al &1 JioT & a1 H 3 fedt 4l Uy & Sard ¢4 & fore AR

T U gHITST TaTd U €. T gHTNaT Ut &’ o fod, S99 86 1-888-996-0499
R B &Y. Bg i off g SIaidT & 3MTUh! Aeq BR qobdl 8. I8 Ueb HUd JaT 2.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere
a eventuali domande sul nostro piano sanitario e farmaceutico. Per un
interprete, contattare il numero 1-888-996-0499. Un nostro incaricato
che parla Italianovi fornira I'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servigos de interpretacao gratuitos para responder
a qualquer questao que tenha acerca do nosso plano de saude ou de
medicagdo. Para obter um intérprete, contacte-nos através do nimero
1-888-996-0499. Ira encontrar alguém que fale o idioma Portugués para

o ajudar. Este servico é gratuito.

French Creole: Nou genyen séevis entepréet gratis pou reponn tout kesyon
ou ta genyen konsenan plan medikal oswa dwog nou an. Pou jwenn yon
entepret, jis rele nou nan 1-888-996-0499. Yon moun ki pale Kreyol kapab
ede w. Sa a se yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego,
ktéry pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub
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dawkowania lekéw. Aby skorzystaé z pomocy ttumacza znajgcego jezyk
polski, nalezy zadzwoni¢ pod numer 1-888-996-0499. Ta ustuga jest
bezptatna.

Japanese: M4fEORERIRR &5 AU T BT 5 TEMICEE 2T 572901,
RO —E AN B0 £7, #Eilz ZTHMmIZ512i%, 1-888-996-0499
ICBEFESEIV, BAREZEETHEN RN LET, TR o— B2 TT,
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