O DELTA DENTAL

Personal Representative Appointment & Authorization to Release Protected Health
Information

This form authorizes Delta Dental of lowa to disclose protected health information at the request of the individual.
Individual Authorizing Disclosure

Name:

Address:

Telephone:

Hawki ID #:
Email Address:

(Provide only if you want to be emailed)

Personal Representative Appointment
| appoint the individual named below to act on my behalf as my Authorized Personal Representative with
Delta Dental of lowa in connection with: {Check all that you want to apply}

O All my claims or inquiries for dental benefits on and after the effective date of this appointment.

O My inquiries and claims for dental benefits with the following dates of service:

{specify dates}
O Allinquiries and claims for dental benefits for the following minor dependent(s):

{Specify names}

- My appeal of services or claim(s) with the dates of:

{specify dates}
Personal Representative

Name:
Address:
Telephone:
Hawki ID #:
Email Address:

(Provide only if you want to be emailed)

Effective: This appointment of an Authorized Personal Representative and authorization to disclose is effective
upon Delta Dental of lowa’s receipt of the fully completed and signed original or exact copy of this form at the
address stated below.

Expiration: This appointment and authorization will expire 30 days after termination of my dental benefits or
upon settlement of my claims incurred while covered, unless revoked or an earlier date or event is entered
below.
O On /___/ _ (date)OR
O On occurrence of the following event (which must relate to the individual or the purpose of the use
and/or disclosure being authorized):

Right to Revoke: | understand | may revoke this appointment and authorization at any time by giving written
notice of my revocation to Delta Dental of lowa at the address stated below. | understand revocation of this
appointment and authorization will not affect any action you took in reliance on this appointment and
authorization before you received my written notice of revocation.



AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION

Protected Health Information to be Disclosed: | authorize Delta Dental of lowa to disclose the protected
health information described in this form to the named Authorized Personal Representative.

This authorization shall include and apply to any and all protected health information related to treatments
where the individual has requested a restriction and/or for any health care item or service for which the
health care provider/dentist has been paid out of pocket in full.

Effect of Granting this Authorization: | understand if the person or entity that receives the information
requested is not covered by federal or state privacy laws, the information described above may be
redisclosed and will no longer be protected by law.

Prohibition on Redisclosure: This form does not authorize the disclosure of medical/dental information
beyond the limits of the authorization. Where information has been disclosed from the records protected
by Federal law for alcohol/drug abuse records or state law for mental health records, the Federal
requirements (42 CFR Part 2) and state requirements (lowa Code Chapter 228) prohibit further disclosure
without the specific written consent of the patient, or as otherwise permitted by such law and/or
regulations. A general authorization for the release of medical/dental or other information is NOT sufficient
for this purpose. The Federal rules restrict any use of the information to criminally investigate or prosecute
any alcohol or drug abuse patient.

No Conditions: This authorization is voluntary. Delta Dental of lowa does not condition your enrollment in
a health plan, eligibility for benefits or payment of claims on giving this authorization.

| have had full opportunity to read and consider the contents of this personal representative appointment
and authorization, and | understand that, by signing this form, | am confirming my authorization of the
disclosure of my protected health information, as described in this form.

Signature: Date: / /
Individual’s Signature (or Legal Guardian, if applicable) Signature Date Required

Print Name of Legal Guardian if applicable*

*If a legal guardian signs for an individual, a copy of the guardian appointment must be submitted with this
form.

RETAIN A COPY FOR YOUR RECORDS — Send completed and signed form to:

Delta Dental of lowa
P.O. Box 9040
Johnston, IA 50131



Delta Dental of lowa Required Federal Notice-
Nondiscrimination and Accessibility

Nondiscrimination Notice

Delta Dental of lowa complies with all Federal civil rights laws that relate to healthcare
services. We do not discriminate against people because of their race, color, national
origin, age, disability, or sex. This means we will not treat you differently because

of these things. To review our full nondiscrimination notice, go to completo, visite
www.deltadentalia.com/nondiscrimination.

Language Assistance- Communicating with you is important to us.

Member Services: 1-800-544-0718 (TTY: 1-888-287-7312).

English: Language help services, including, auxiliary aids and
services, larger font, written translation or oral interpretation, and
alternative formats are available to you at no cost. To get this,
please call the number above.

Spanish (Espanol): Los servicios de ayuda con idiomas, que incluyen
ayudas y servicios auxiliares, letras mas grandes, traduccion escrita o
interpretacion oral, y formatos alternativos, estan disponibles para usted
sin costo alguno. Para obtenerlos, llame al numero que aparece arriba.

531 billy 5Ll losslly baclusall lgal ells b Loy dygalll 8xclusall wloss ((épall) Arabic
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Chinese (FX): ERI LR FRFIESHEERS, SHEWEITEMRS. EANFIE. PEEIFIOE
DIREMAETN INFRIRENULARSS, 1B¥&IT L] KE@%%?E%O

French (Francais): Les services d’assistance linguistique, y compris les aides et services
auxiliaires, les polices de plus grande taille, la traduction écrite ou l'interprétation orale
ainsi que d’autres formats, sont a votre disposition gratuitement. Pour obtenir ces
services, veuillez appeler le numéro ci-dessus.

German (Deutsch): Sprachunterstitzungsdienste, einschlieBlich Hilfsmittel und -dienste,
gréBere Schriftarten, schriftliche und mindliche Ubersetzungen sowie alternative Formate
stehen lhnen kostenlos zur VerfiUgung. Um diese zu erhalten, rufen Sie bitte die oben
genannte Nummer an.

Hindi (fga): o1 ggradt dary, S+ sifdfved Tgradr oik 94Ty, 98 Biwe, fdfiad srarg a1 Hiikdes e qer
dehfctich UTeY <M 8, 3MTeh ol [igfeeh SUeisd] g1 §8 UG ehel o folq Ul SR [T 7Y ek TR hlef |
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Laotian (WsQ10): J03mugosifisdunsn, aouuimmugdstiie ua: muddnmuidy, ladulng, muudidy
Agangnaou G nuddintd uas suuuuemfmmmioaUtaamiamaTm LWeSutSnMuwni, n: a]mTLnTLJLmu
1Ay,

Pennsylvania Dutch (Deitsh): Hilf mitt di shprohch, mitt anri hilf un deenshta, graysah
shreives, en kshrivveni translation adda en oral interpretation un anri formats sinn dich
ohgebodda unni kosht. Fa dess greeya, please du da nummah do ovvva droh ufroofa.

Russian (Pycckuin): Ycnyrn A3blKOBOW MOMOLLM, B TOM YC/1e BCMOMOraTe/lbHble CPeacTBa U
YCNyru, KPYAHbIV WPUQT, MMCBMEHHbIN WK YCTHBIN NepeBOo, a Takke aNbTepHaTNBHbIE GOopMaThl
NpeAoCTaBnArTCA 6ecnnaTHo. s nonyyYeHmns Tako MOMOLLM MO3BOHWTE MO YKa3zaHHOMY BbliLLe
HOMepy.

Serbo-Croatian (Srpsko-hrvatski): Pomodéne usluge koje se ticu jezika, ukljucujuc¢i pomocéna
sredstva i usluge, veci font, pisani prevod ili usmeno tumacenje i alternativne formate,
dostupne su Vam besplatno. Da biste ih dobili, pozovite gore navedeni broj telefona.

Tagalog (Tagalog): Ang mga serbisyong tulong sa wika, kabilang ang mga panghaliling
tulong at serbisyo, mas malaking font, nakasulat na pagsasalin o pasalitang interpretasyon,
at mga alternatibong pormat ay handa mong magamit nang walang bayad. Para makuha
ito, pakitawagan ang numero sa itaas.

Thai (A1 Ing): UBNM5ANNTIEEDIEa9NN ’i’JJJ‘Vl\'Iﬂ’)']JJ‘D")S_ILMaaLLauU‘iﬂ’]’iLﬂ‘iu ManNHsUUIRN TN
nsuladaanuviaauilaniiinan u,a.,usmsmoLaaﬂ51]Lmuaumw'sau‘lwu5ms‘[muvluum"l‘ﬁmﬂ Wie
SuUsn15it TsnTnsfindarunaiaudedu.

Vietnamese (Tiéng Viét): Cac dich vu trg gitip ngdn nglr, bao gdm cac dich vu va ho trg phu trg,
phdng chi Ion hdrj, ban dich bang van ban hodc phién dich bang miéng va cac dinh dang thay thé
dugc cung cap mién phi cho quy vi. D& nhan dugc thdng tin nay, vui long goi dén sé dién thoai & trén.

For telephone accessibility assistance if you are deaf, hard-of-hearing,
deaf-blind, or have difficulty speaking, call TTY:1-888-287-7312.

Para recibir asistencia de accesibilidad por teléfono si es sordo, tiene
problemas de audicion, es sordociego o tiene dificultades para hablar,
llame al TTY: 1-888-287-7312.
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