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HIPAA Patient Information
Release Authorization Form

The following instructions explain how to complete page one of this form.
If you have any questions, please feel free to call us at the phone number on your prescription bottle.

Part A: Patient information

This section applies to the Patient who is asking for the
release of their information to another person or
company.

© Print your last name, first name, and middle initial.

® Write your date of birth in this format: mmddyyyy.
(If you were born on October 5, 1960, you wou
write 10051960.)

® Wr(ite your full street address, city, state, and ZIP
code.

o Wréte your daytime phone number, including area
code.

® Write your cell/mobile number, including area code.
The following two fields are only for Carelon members.

@ Identification number
You will find this number on your member
identification card.

@ Group number
You will find this number on your member
identification card. If your identification card does
not have a group number leave this blank.

Part B: Person or company who will
receive this information

® Write the full name of the person or company that
you want us to give your information to. Please
don’t use a general term like “my daughter” or
“my son” as it will not be accepted. You need to be
specific by name.

© If you check “Other,” give the first and last name (if

available) or the name of the company
(if applicable) and how they relate to you.

Part C: Information that can be released

@Y

The BioPlus Family of Pharmacies H | PAA Patient | nformati on
Release Authorization Form

‘This form is to be filled out by a patient if there is a request to release the patient’s health information to another person or
company. Please include as much information as you can.

Part A: Patient Information

Nio. AouteE e

Patient last name Patient first name Middle Patient date of birth
n initial (MMDDYYYY) @
| | | | 11
Patient street address @ City State ZIP code
Daytime telephone number Cell/mobile telephone Identification number Group number

(with area code)

Part B: Person or company w]

number (with area code@

0 will receive this information

(see identification card) @ (see identification card) e

The following people or companies have the right to receive my information. (They must be 18 years of age or older). Please enter first
and last name. By entering first/last name below that person may receive my information.

My spouse (enter first and last name) My parents (if you are over 18 — enter first and last name[s])

—

My insurance broker or agent (enter the name of the company
q&ﬁrst and last name, if you have it)

My domestic partner (enter first and last n?ﬁ/

Other (enter first and last name [if you have it], name of

My adult children (enter first and last names]) ‘
company, and how it’s related to you) @

Part C: Information that can be release

Tallow the following information to be used or released by BioPlus Specialty Pharmacy Services, LLC, a Carelon Company, on my

behalf:

Check only one box.

[ All my information. This can include health, a diagnosis (name of illness or condition), claims, doctors, and other health care
providers I and financial information (like billing and banking). This doesnt include sensitive information (see below) unless it is

approved below.
OR
nly limited information may be released (check all boxes below that apply to you).
f [ Appeal [ Eligibility and enrollment [ Referral
[ Benefits and coverage [ Financial [ Treatment
[ Billing [J Medical records [ Dental
[ Claims and payment [ Pre-certification and pre-authorization [0 Vision
[J Doctor and hospital (for treatment approvals) [J Pharmacy

[ Diagnosis (name of illness or condition) and procedure treatment

Talso approve the release of the following types of sensitive information by BioPlus Specialty Pharmacy (check all boxes that apply to
ou):
[ All sensitive information 2

[ Just sensitive information about topics checked below

[J Abuse (sexual/physical/mental) [JHIV or AIDS

[ Substance use disorder 1,2 [ Mental health

[ Genetic testing [ Sexually transmitted illness
Specify time period of records to be disclosed:
Description of records that may be disclosed:
Unless I specify otherwise on this form, T intend this disclosure to include all substance use disorder records maintained by
BioPlus Specialty Pharmacy about me. I understand that my substance use disorder records are protected under Federal and
State confidentiality laws and regulations and cannot be disclosed without my written consent unless otherwise provided for in
the laws and regulations. I also understand that I may revoke (or cancel) this approval at any time, or as described in Part E. T
understand that I cannot cancel this approval when this form has already been used to disclose information.
Reproductive health includes, but it not limited to, both male and female infertility, maternity, pregnancy loss, miscarriage,
family planning, birth control, both elective and spontaneous abortion, and any other related care or services.

[J Reproductive health 3
(including abortion, maternity;, etc.)

This section tells us which information you would like us to release: all or just some.

@ For “all of your information,” check the first box.

@® For “limited information,” check the second box and the boxes that apply to you.

® Some topics may be very personal or sensitive to you. If you wish to approve the release of this type of

information, check the box(es) that apply to you.




Please read the following for help completing page two of the form.

Part D: Purpose of this approval

This section tells us the reason you've asked for the
release of your information.

© Check the first box to let us know to give out this
information as shown on this form.

ecific reason. An
fe insurance claim.

@ Check the second box for a SF
example might be to settle a li

Part E: Date your approval

You have two choices of when you would like this
approval to end.

® Check the first box for the standard one year that
it will end.

O Check the second box for an earlier date
of less than one year, and give the date you wish
this approval to end.

Your authorization/approval can’t be granted for more
than one year.

Part F: Review and approve

® Sign your name and put the date on the form.
Your name and signature must match the
information in Part A

@ If you are signing this form on behalf of another
erson, or if you have Power of Attorney for
ealthcare, or are a legal guardian/conservator

you must do the following:

+ You must complete the Designated Legal
Representative/ Guardian section.

+ You must also provide us with a copy of the legal
document showing that you are approved an
include it with this form.

Part D: Purpose of this approval — Check only one box.

[ To give out the information as shown on this form.

[J For this reason(s):

Part E: Date your approval expires — Check only one box.

©d® ©9

If this document was not already withdrawn, this approval will end on the earliest of the following dates:
[J One year from the signature date in Part F.

OR

[ Earlier than one year and upon the date, event, or condition described below:

Part F: Review and approval

Thave read the contents of this form. I understand, agree, and allow BioPlus Specialty Pharmacy to the use and release of my in-
formation as I have stated above or as required by applicable law. I also understand that signing this form is of my own free will. I
understand that BioPlus Specialty Pharmacy does not require that I sign this form in order for me to receive treatment or payment, or
for enrollment or being eligible for benefits.

Thave the right to withdraw this approval at any time by giving written notice of my withdrawal to BioPlus Specialty Pharmacy. I
understand that my withdrawing this approval will not affect any action taken before I do so. I also understand that information that's
released may be given out by the person or group who receives it. If this happens, it may no longer be protected under the HIPAA
Privacy Rule. I am entitled to a copy of this form.

(5]

Patient signature or Designated Legal Representative/Guardian signature Date (MMDDYYYY)

X

I I S |

Designated Legal Representative/Guardian —
Complete this section only if you have documentation supporting Legal Representation.

6]

If this form is signed by someone other than the Patient or parent, such as a personal representative, legal representative, or guardian
on behalf of the Patient, please submit the following:
+ A copy of a health care, general, or Durable Power of Attorney.
OR
+ A court order or other documentation that shows custody or other legal documentation showing the authority of the legal
representative to act on the Patient’s behalf.

Please complete the following:

Legal representative (print full name) Legal relationship to Patient

ZIP code
|

Legal representative street address State

| 1

Signature Date (MMDDYYYY)
X Ll

Please return the completed form to:
BioPlus Specialty Pharmacy Services, LLC
P.O. Box 162088

Altamonte Springs, FL 32716-2088

or Fax: 1-800-269-5493

Be sure to keep a copy of this form for your records.

For internal use only: | Inquiry tracking number

20f2

Examples of legal documents:

Healthcare, General, or Durable Power of
Attorney. This document gives someone you
trust the legal power to act on your behalf and
make healthcare decisions for you.

Legal Guardianship. This is when the court
appoints someone to care for another person.

Conservatorship. This happens when a judge

appoints a responsible person to make
ecisions for someone who can’t make

responsible decisions for themself.

Executor of estate. This type of document

would be used when the person who is being
represented has died.

Rev. 3/25




_ The BioPlus Family of Pharmacies HIPAA Patient Information
VI meescwrie e Pl @ier Release Authorization Form

This form is to be filled out by a patient if there is a request to release the patient’s health information to another person or
company. Please include as much information as you can.
Part A: Patient Information

Patient last name Patient first name Middle Patient date of birth
initial (MMDDYYYY)
| | | | L1 1
Patient street address City State ZIP code
| | | |
Daytime telephone number Cell/mobile telephone Identification number Group number
(with area code) number (with area code) (see identification card) (see identification card)

Part B: Person or company who will receive this information

The following people or companies have the right to receive my information. (They must be 18 years of age or older). Please enter
first and last name. By entering first/last name below that person may receive my information.

My spouse (enter first and last name) My parents (if you are over 18 — enter first and last name([s])

My domestic partner (enter first and last name) My insurance broker or agent (enter the name of the company
and first and last name, if you have it)

My adult children (enter first and last name(s]) Other (enter first and last name [if you have it], name of
company, and how it’s related to you)

Part C: Information that can be release

I allow the following information to be used or released by BioPlus Specialty Pharmacy Services, LLC, a Carelon Company, on my

behalf:

Check only one box.

O All my information. This can include health, a diagnosis (name of illness or condition), claims, doctors, and other health care
providers I and financial information (like billing and banking). This doesn’t include sensitive information (see below) unless it is
approved below.

OR

[ Only limited information may be released (check all boxes below that apply to you).
O Appeal O Eligibility and enrollment O Referral
O Benefits and coverage O Financial O Treatment
O Billing [ Medical records [ Dental
O Claims and payment O Pre-certification and pre-authorization O Vision
O Doctor and hospital (for treatment approvals) O Pharmacy

O Diagnosis (name of illness or condition) and procedure treatment

I also approve the release of the following types of sensitive information by BioPlus Specialty Pharmacy (check all boxes that apply to

you):

[J All sensitive information 2

OR

[ Just sensitive information about topics checked below
O Abuse (sexual/physical/mental) [ HIV or AIDS [ Reproductive health 3
[ Substance use disorder 1, 2 [0 Mental health (including abortion, maternity, etc.)
O Genetic testing O Sexually transmitted illness

1. Specify time period of records to be disclosed:
Description of records that may be disclosed:

2. Unless I specify otherwise on this form, I intend this disclosure to include all substance use disorder records maintained by
BioPlus Specialty Pharmacy about me. I understand that my substance use disorder records are protected under Federal and
State confidentiality laws and regulations and cannot be disclosed without my written consent unless otherwise provided for in
the laws and regulations. I also understand that I may revoke (or cancel) this approval at any time, or as described in Part E. I
understand that I cannot cancel this approval when this form has already been used to disclose information.

3. Reproductive health includes, but it not limited to, both male and female infertility, maternity, pregnancy loss, miscarriage,
family planning, birth control, both elective and spontaneous abortion, and any other related care or services.

1of2




Part D: Purpose of this approval — Check only one box.

O To give out the information as shown on this form.
OR
[ For this reason(s):

Part E: Date your approval expires — Check only one box.

If this document was not already withdrawn, this approval will end on the earliest of the following dates:
O One year from the signature date in Part F.
OR

O Earlier than one year and upon the date, event, or condition described below:

Part F: Review and approval

I have read the contents of this form. I understand, agree, and allow BioPlus Specialty Pharmacy to the use and release of my infor-
mation as I have stated above or as required by applicable law. I also understand that signing this form is of my own free will. I under-
stand that BioPlus Specialty Pharmacy does not require that I sign this form in order for me to receive treatment or payment, or for
enrollment or being eligible for benefits.

I have the right to withdraw this approval at any time by giving written notice of my withdrawal to BioPlus Specialty Pharmacy. I un-
derstand that my withdrawing this approval will not affect any action taken before I do so. I also understand that information that’s
released may be given out by the person or group who receives it. If this happens, it may no longer be protected under the HIPAA
Privacy Rule. I am entitled to a copy of this form.

Patient signature or Designated Legal Representative/Guardian signature Date (MMDDYYYY)
X

Designated Legal Representative/Guardian —
Complete this section only if you have documentation supporting Legal Representation.

If this form is signed by someone other than the Patient or parent, such as a personal representative, legal representative, or guardian
on behalf of the Patient, please submit the following:
o A copy of a health care, general, or Durable Power of Attorney.
OR
o A court order or other documentation that shows custody or other legal documentation showing the authority of the legal
representative to act on the Patient’s behalf.

Please complete the following:

Legal representative (print full name) Legal relationship to Patient

Legal representative street address State ZIP code
I

Signature Date (MMDDYYYY)

* I

Please return the completed form to:
BioPlus Specialty Pharmacy Services, LLC
P.O. Box 162088

Altamonte Springs, FL 32716-2088

or Fax: 1-800-269-5493

Be sure to keep a copy of this form for your records.

For internal use only:| Inquiry tracking number 2 of 2




Get Help in Your Language

We also offer this information in a different format for members with visual impairments. If you
need a different format, please call your pharmacy at the phone number on your medication label

or at 1-888-292-0744 for help.

The pharmacy offers free translation and interpretation in your language for prescription use. This
includes help talking with a pharmacist, understanding the prescription label, and understanding
other written info. We also provide free aids like braille or large print. Contact the pharmacy to get

these services quickly.

Arabic
lialy Ulaa 4y ) ol Apg0800 dan il 5 Ay 5 pail) daa ill Adapeall pas
hismalle Eaaaill 8 ae Luuall @lld (paily Apball ddes sl 212350y
2355 LS5 A1 2 giSall e slaall agd s Al Adaa il aale agd s
BonS) Jh oVl deLhall ol ol s 46yl Jie dxilae Slacbise
B clanall i e Jpeaall ddanally Sl als

Armenian

Yhnunnitt wnwewpynid E wddwp puttwnp b
qpuynp pupquuinipinit dtp 1Eqyny
nphnuwunnduny ntntph dwuht wbknkinipniuubph
hwdwpn: Uw ikpwnnid £ ogunipjnit nlinugnpsh
htwn junubint, ninuunnduh ywhunwlp
hwuljubtwnt b gqpuynp wy) mbnkynipniutbp
unwbwnt hupgnid: Ukup npudwnpnid Gup
twl wuy&wp odwinuly yniptp, husyhuhp Bu
pruyip jud dkdwinwn mywugpnipniup: Uju
dwnwjnipjntuttpl wpwuq unwbwnt hwdwp
Juy hwunwwnbp nhnuunwb htwn:

Chinese
AERBCESHEEHENOFZHLASER - X
BB SR « TERASIRELR T #EE
HEES - RNERHEEFEREY LH - NEXEL
RKEIR - BHEAAEDUREFRESXLERS,

Farsi
o333 (510 I8y (ALE 5 (S dan 5 ledd Lad 4y 4dla gl
C'_QMJJ;S.ASJ\ .\.'\3‘)1_.\:: Gledd oyl _JAJGA‘C\‘J\ JJ‘JL_'Q‘),\AA
Lo siSe le DUl s (asegd 5 9l G 0 S 3 GlusHla b
) iy Gl b dy e bad aiile G scSiS (pinea
8 el 4dA g b ledd Cl g s L 33 (5 a3

French

La pharmacie propose une traduction et une
interprétation gratuites dans votre langue pour
'utilisation des ordonnances. Cela comprend une
l’aide pour discuter avec un pharmacien,
comprendre Uétiquette de prescription et d’autres
informations écrites. Nous fournissons également
des aides gratuites comme le braille ou les gros
caractéres. Contactez la pharmacie pour disposer
rapidement de ces services.

Haitian- Creole

Famasi a ofri tradiksyon ak entepretasyon gratis
nan lang ou pou itilizasyon preskripsyon. Sa enkli
ed pou pale ak yon famasyen, konprann etiket
preskripsyon an, ak konprann Lot enfomasyon ekri.
Nou bay ed gratis tankou bray oswa gwo léet.
Kontakte famasi a pou w jwenn sévis sa yo byen vit.

Italian

Per i farmaci soggetti a prescrizione, la farmacia
offre servizi gratuiti di traduzione e interpretariato
nella tua lingua. Cid include la comunicazione con
un farmacista, la comprensione dell'etichetta dei
farmaci prescritti e la comprensione di altre
informazioni. scritte. Forniamo inoltre supporti
gratuiti come il braille o la stampa in caratteri
grandi. Contatta subito la farmacia per ottenere
questi servizi.

Japanese B
HEBTE. BLHZBOFEAICKELT, BEHKDE
EADHR - BRY—EXAZEMTRELTVE
9., COY—EXRIZIE, EFIEFEDEEE. WAHE
2 ’*‘)lx(DIfgﬁ% ZDMDERIZ K D HERDEAR(C
EIA3XBENTINFEYT, Tz, RFPILKRXF
BREDHPEMIEHTRBELTEY T, S
Ef%ﬁ;tﬁﬁhﬁsﬂﬁtﬁ—tx§iﬁﬁ
(R o

Korean

™ AES 2/l #1512 Q02 F= HY 5l
&9 MH[AE AP0l M K| SSHLICE of 7| 0f =
OFALQIO| AN A& 2t O[5f, 7|Ef M HE
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QM EL E2 FEE BEX T N SSLICH s
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Polish

Jesli chcesz zrealizowaé recepte w swoim jezyku,
apteka moze zapewnié¢ Ci bezptatne ttumaczenia
pisemne i ustne. Oferowana pomoc dotyczy
komunikowania sie z farmaceuta i zrozumienia
etykiety leku oraz innych zapisanych informac;ji.
Udostepniamy réwniez bezptatne pomoce, takie jak
informacje zapisane alfabetem Braille'a lub duzym
drukiem. Aby szybko skorzystac¢ z tych ustug,
skontaktuj sie z apteka.

Portuguese

A farmacia oferece traducéao e interpretacao
gratuitas no seu idioma para uso de receitas. Isso
inclui ajuda para falar com um farmacéutico,
entender o rétulo da receita e entender outras
informacgodes escritas. Também fornecemos
recursos gratuitos, como braille ou letras grandes.
Entre em contacto com a farmaécia para obter esses
servigos rapidamente.

Punjabi

amgnﬂﬁ o 293 B8 3T I €9 HSS

WW@ME&W&G@@@H@H@H

Wﬁqﬂzmwaa?sﬁam SHET3EB
W3 I3 fBUF et § AHYE AHS

qgweﬁﬂizeaaﬂwﬁm?ﬂa@?ér
gIe J| fod AT ASS U3 SI6 BE
AUId I3

J1°
5

Russian

AnTeka npepgnaraet 6ecnnaTtHbI MUCbMEHHbBIN U
YCTHbIV NepeBo Ha Ball A3bIK 4158 MHopMaLmMm o
peuenTypHbIX Npenapartax. OTo BkAto4vaeT B ceba
noMoLLb B 06LLEHUN C hapMaL,EBTOM, MOHMMaHWE
3TUKETKM peLenTa u Apyryto NMCbMEHHYH
nHdopmMaumio. Mbl Takoke NpefocTaBnfaeM
6ecnnaTHble BCNOMOraTenbHble MaTepuansl, Takme
Kak WpudT bpanna nam kpynHei WpndT.
O6paTtuTechb B anTeky, YToObl NOMYyUNTb 3TN YCNYTU
6bicTpO.

BioPlus Specialty Pharmacy (AZ) 145 S 79th St., Suite 70, Chandler, AZ 85226

BioPlus Specialty Pharmacy (CA) 7373 Lincoln Way, Garden Grove, CA 92841

BioPlus Specialty Pharmacy (FL) (HQ) 376 Northlake Blvd., Altamonte Springs, FL 32701

BioPlus Specialty Pharmacy (FL) 3200 Lake Emma RD, Suite 1000, Lake Mary, FL 32746

BioPlus Specialty Pharmacy (LA) 2731 Manhattan Blvd. Suite A18-A24 & B4-B17, Harvey, LA 70058
BioPlus Specialty Pharmacy (NC) 4900 Prospectus Dr., Suite 300, Durham, NC 27713

MedScripts Medical Pharmacy 1325 Miller Rd. Suite K, Greenville, SC 29607

River Medical Pharmacy 4752 Research Drive, San Antonio, TX 78240

Route 300 Pharmacy 1208 Route 300 Suite 103, Newburgh, NY 12550

Santa Barbara Specialty Pharmacy 4690 Carpinteria Ave. Suite B, Carpinteria, CA 93013

Spanish

La farmacia ofrece servicios de traduccion e
interpretacion gratuitos en su idioma para su uso
con medicamentos recetados. Esto incluye ayuda
para hablar con un farmacéutico, comprender la
etiqueta de los medicamentos recetadosy
comprender otra informacidn escrita. También
ofrecemos ayuda gratuita, como braille o letra
grande. Comuniquese con la farmacia para obtener
estos servicios rapidamente.

Vietnamese }
Nha thuéc cung cap ban dich va théng dich mién
phi bdng ngén nglr clia quy vi cho s dung toa
thudc. Diéu nay bao gobm trg gitip néi chuyén voi
dugc si, hiéu toa thudc va hiéu céc théng tin bang
van ban khac. Chung téi cling cung cép céc ho trg
mién phi nhu chi ndi braille hodc ban in chit lon.
Vui long lién hé v&i nha thuéc dé nhan dugc nhitng
dich vu nay mét cach nhanh chéng.

Tagalog

Nag-aalok ang botika ng libreng pagsasalin at
interpretasyon sa iyong lengguwahe para sa
paggamit ng reseta. Kabilang dito ang tulong sa
pakikipag-usap sa isang parmasyutiko, pag-unawa
sa tatak ng reseta, at pag-unawa sa iba pang
nakasulat na impormasyon. Nagbibigay din kami ng
mga libreng tulong tulad ng braille o malaking print.
Makipag-ugnayan sa parmasya upang mabilis na
makuha ang mga serb.

Rev.11/2025
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