South Carolina Department of Health and Human Services (SCDHHS)
Eligibility, Enrollment and Member Services
Toll-free (888) 549-0820 TTY (888) 842-3620

Authorization to Disclose Health Information

For Office Use Only — TO BE COMPLETED BY SCDHHS

Applicant/Beneficiary Name (First) (Middle) (Last)

Social Security No. Date of Birth Household No./App ID

** PLEASE READ BOTH PAGES OF THIS FORM BEFORE SIGNING BELOW.**

I voluntarily authorize and request disclosure (including written, verbal, and electronic interchange) of:

WHAT: All my medical records, education records and other information related to my ability to perform tasks.

This includes specific permission to release the following:

1. All records and other information regarding my treatment, hospitalization, and outpatient care for my impairment(s) including, but not limited to:
e  Psychological, psychiatric or other mental impairment(s) (excludes “psychotherapy notes” as defined in 45 CFR 164.501)
e  Drug abuse, alcoholism, or other substance abuse
e Sickle cell anemia
e Human Immunodeficiency Virus (HIV) infection, including Acquired ImmunoDeficiency Syndrome (AIDS) or tests for HIV
or sexually-transmitted diseases
e  Gene-related impairments, including genetic test results
2. Information about how my impairment(s) affects my ability to complete tasks and activities of daily living and affects my ability to work
3. Copies of education tests or evaluation, including individualized educational programs, triennial assessments, psychological and speech evaluations,
teacher observations and evaluations, and any other records that can help evaluate function
4.  Information created within 12 months after the date this authorization is signed, as well as past information.
FROM WHOM: THIS BOX TO BE COMPLETED BY SCDVR (as needed) for additional
e All medical sources (hospitals, clinics, labs, physicians, information to identify the subject (e.g., other names used), the specific source,
psychologists, etc.), including mental health, correctional, or the material to be used.
and addiction treatment and VA health care facilities
e  All educational sources (schools, teacher records, administrators,
counselors, etc.)
o Social workers/rehabilitation counselors
e  Consulting examiners
e  Employers
e Others who may know about my condition (family, neighbors,
friends, public officials)
TO WHOM: The State agency authorized to process my case (usually called “SCVRD”) including contract copy services, doctors, or other
professionals consulted during the disability determination process.
PURPOSE: | agree to the disclosure of my health information to determine if | meet the disability criteria in order to establish my eligibility for

Medicaid benefits

EXPIRES WHEN: This authorization is binding for 12 months from the date signed below.
| UNDERSTAND THAT:

. I may write to The South Carolina Department of Health and Human Services to revoke this authorization at any time.

. 'I;jhere are some circumstances where the information may be re-disclosed to other parties involved with the Medicaid eligibility
etermination.

I may receive a copy of this form upon request.
I may ask the source to allow me to inspect or get a copy of the material to be disclosed.

Applicant Signature (Person Applying for Benefits OR Parent/Guardian if Applicant is Under Age 18): | Relationship to Applicant:

Legal Representative Signature (if Applicant is Unable to Sign Due to Health): Date:

Child Signature (Required if Applicant is Age 12 to 18):

is attached if signed by a Legal Representative.

Witness: Witness if signed with an «X”:
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I:l Power of Attorney or legal guardian documentation




AUTHORIZATION FOR RELEASE OF INFORMATION TO SC VOCATIONAL REHABILITATION
DEPARTMENT (SCVRD)

We need your written authorization to help get the information required to process your application for benefits. Laws
and regulations require that sources of personal information have a signed authorization before releasing it to us. Also,
laws require specific authorization for the release of information about certain conditions and from educational sources.

You can provide this authorization by signing Form 921. Federal law permits sources with information about you to
release that information if you sign a single authorization to release all your information from all your possible sources.
We will make copies of it for each source. Some sources of information require that the authorization specifically name
the source that you authorize to release personal information. In those cases, we may ask you to sign one authorization for
each source and we may contact you again if we need you to sign more authorizations.

You have the right to revoke this authorization at any time, except to the extent a source of information has already relied
on it to take an action. To revoke, send a written statement to the South Carolina Dept. of Health and Human Services,
Enrollment and Member Services, P.O. Box 8206, Columbia, S.C. 29202-8206. If you do, also send a copy directly to
any of your sources that you no longer wish to disclose information about you. SCDHHS can tell you if we identified any
sources you didn’t tell us about. Information disclosed prior to revocation may be used by SCDHHS to decide your
claim.

IMPORTANT INFORMATION, INCLUDING NOTICE REQUIRED BY THE PRIVACY ACT

All personal information collected by SCDHHS/SCVRD is protected by the Privacy Act of 1974. Once medical
information is disclosed to SCDHHS/SCVRD, it is no longer protected by the health information privacy provisions of 45
CFR part 164 (mandated by the Health Insurance Portability and Accountability Act (HIPAA). SCDHHS/SCVRD retains
personal information is strict adherence to the State regulations 19-903, 19-933, 19-963, and 19-983.

We use the information obtained with this form to determine your eligibility for benefits. In some cases, your information
may also be reviewed by SCDHHS personnel and contractors that process your appeal of a decision and may be used in
any related administrative, civil, or criminal proceedings.

Signing this form is voluntary, but failing to sign it, or revoking it before we receive necessary information, could prevent
an accurate or timely decision on your claim and could result in denial or loss of benefits.
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SOUTH CAROLINA DEPARTMENT OF HEALTH AND HUMAN SERVICES

. : . : Healthy Connections >.0
Notice of Non-Discrimination MEDICAID

The South Carolina Department of Health and Human Services (SCDHHS) complies with applicable Federal civil
rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex. SCDHHS does
not exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

SCDHHS provides free aids and services to people with disabilities, such as qualified sign language interpreters
and written information in other formats (large print, braille, audio, accessible electronic formats, other formats). We
provide free language services to people whose primary language is not English, such as qualified interpreters and
information written in other languages. If you need these services, contact Janet Bell, ADA and Civil Rights Official,
by mail at: PO Box 8206, Columbia, SC 29202-8206; by phone at: 1-888-549-0820 (TTY: 1-888-842-3620); or by
email at: civilrights@scdhhs.gov.

If you believe that SCDHHS 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 the Civil Rights Official using the
contact information provided above. You can file a grievance in person or by mail or email. If you need help filing
a grievance, we are 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 or by phone at: 800-368- 1019, 800-
537-7697 (TDD). Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html

Language Services

If your primary language is not English, language assistance services are available to you, free of
charge. Call: 1-888-549-0820 (TTY: 1-888-842-3620).

si habla espafiol, tiene a su disposicién servicios gratuitos de asistencialingtistica. Llame al
1-888-549-0820 (TTY: 1-888-842-3620).
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Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis. Ligue para 1-888-549-
0820 (TTY: 1-888-842-3620).

Ecnu Bbl roBOpUTE Ha PYCCKOM si3bIKe, TO BaM AOCTYMNHbI 6ecnnaTHble ycnyru nepeeoga. 3BOHUTE
1-888-549-0820 (TeneTann: 1-888-842-3620).

Néu ban n6i Tiéng Viét, c6 cac dich vu hd tr ngdn ngir mién phi danh cho ban. Goi sé 1-888-549-
0820 (TTY: 1-888-842-3620).

Se vocé fala portugués do Brasil, 0s servi¢gos de assisténcia em sua lingua estdo disponiveis para
vocé de forma gratuita. Chame 1-888- 549 0820 (TTY' 1-888-842-3620)

WREERAERET L, B UREERESZRIIRG . 35 5 F1-888-549-0820 (TTY: 1-888-842-3620)

Falam tawng thiam tu na si le tawng let nak asi mi 1-888-549-0820 (TTY: 1-888-842-3620) ah tang ka
pek tul lo in na ko thei.

GG ST gG! Srerdl @ Al STYH f2:e HORT 7 HIT HgraaT §ar] 3uasd g | 1-888-549-0820 (TTY: 1-888-842- 3620)
U i &L |

S0 & AFESHAI= 49, 0 X3 ME|AE FEE 0|85t &+ AEH CH 1-888-549-
0820 (TTY: 1-888-842— 3620)‘?_49% Hatal] FHAL.

Haka tawng thiam tu na si le tawng let asi mi 1-888-549-0820 (TTY: 1-888-842-3620) ah tang ka pek
tul lo in ko thei.

Si vous parlez francais, des services d’aide linguistique vous sont proposés gratuitement. Appelez
le 888-549-0820 (ATS : 888-842-3620).

@@ﬂmoon a3 o3peael, so1g) opeodieren oo O’)CO'S:T&&C\)WSO?l $ooé1m§og§or%c\%1, o
888-549-0820 (TTY: 888-842-3620)

TNFO; PG RIE ATICT P FCTI° ACAF LCEPTE N1% ALTHP T HHIBAPA: OL TUtAD- 2TC LM 1-888-549-
0820 (09Tt ATASFD-:1-888-842-3620).
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South Carolina Department of Health and Human Services Better care. Better value. Better health.
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