" Request for an Accounting of
Disclosures of
mercy care Protected Health Information (PHI)

Protected Health Information (PHI) means information about your health.
This form must be completed and signed to process this request.

1. Who is the Medicaid Member?

First name Last name Middle initial
Member ID number Birth date (MM/DD/YYYY) Phone number
Street

City, state, ZIP code

2. Description of the Accounting Report

Once we get this signed request form, we will send you the Accounting Report.

” o«

The disclosures on the report are for reasons other than “treatment,
operations.”

payment,” or “health care

3. Accounting Report time period cannot be longer than six (6) years from the request date.

My request is for the dates below:

to
MM/DD/YYYY MM/DD/YYYY

4. Where do you want this Accounting Report to be sent?

Who is receiving this Accounting Report?
[ ] Member [ ] Member’s Legal Representative [ ] Member’s Natural or Adoptive Parent

Print name of recipient

Recipient’s street address

City, state, ZIP code

“Mercy Care” also includes Mercy Care’s subsidiaries, affiliates, employees, agents and subcontractors.
GR-69239-8 (7-21) MC



Important Information:

¢ By signing this form, | allow Mercy Care to give an Accounting of Disclosures of PHI Report about
the Member named in Section 1 to the recipient named in Section 4.

e This approval is only for this request.

¢ Information in this report could be re-disclosed by the recipient and may no longer be protected by
federal or state privacy laws.

¢ Disclosures older than six years from when this request was made will not be included.

5. Signature of Member or Authorized Representative

Signature Date

Print name

If a legal representative signed this form, describe the relationship: (parent, legal guardian, Power of
Attorney, personal representative)

Authorized Representative means you have legal proof that you can act for this person.

A representative signs for a person who cannot legally sign on his or her own. If the member is less
than 18 years old, a parent, or guardian should sign for the minor. If you are a representative signing
this form you must send legal proof you can act for this person.

Do you have questions? We can help. Call Mercy Care at: 800-624-3879.

Please sign and return this completed form to: Mercy Care

Privacy Officer or Coordinator
4500 E. Cotton Center Blvd.
Phoenix, AZ 85040

Please allow 60 days for our response.

“Mercy Care” also includes Mercy Care’s subsidiaries, affiliates, employees, agents and subcontractors.
GR-69239-8 (7-21) MC



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

Mercy Care:

e Provides no-cost 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 no-cost language services to people whose primary
language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need a qualified interpreter, written information in other
formats, translation or other services, call the number on your ID card
or 1-800-385-4104 (TTY:711).

If you believe that Mercy 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 our Civil Rights
Coordinator at:

Address: Attn: Civil Rights Coordinator
4500 East Cotton Center Boulevard Phoenix,
AZ 85040

Telephone: 1-888-234-7358 (TTY 711)

Email: MedicaidCRCoordinator@MercyCareAZ.org

You can file a grievance in person or by mail or email. If you need help filing a grievance, our Civil Rights
Coordinator 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,
1-800-537-7697 (TDD).

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html
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Multi-language Interpreter Services

ENGLISH: ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call the number
on the back of your ID card or 1-800-385-4104 (TTY: 711).

SPANISH: ATENCION: Si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia lingiiistica. Llame al nimero
que aparece en el reverso de su tarjeta de identificacion o al 1-800-385-4104 (TTY: 711).

NAVAJO: Dii BAA AKSNINIZIN: Dii bee yanitti'go, saad bee akd'anida’'awo’'deé’, t'aadjik’'eh, &éi
na hold. Ninaaltsoos nitt'izi bee néehozinigii bine'dee’ béésh bee hane'i bikda'igii bee hodiilnih
doodago 1-800-385-4104 (TTY: 711) hdlne' dooleet.

CHINESE: ;I E : MMREFEAERGIX, B RBEEGESEMRE. & @ ID £ 5 EAIEFESRSEL 1-800-
385-4104 (TTY: 711),

VIETNAMESE: CHU Y: néu ban ndi tiéng viét, cé cac dich vu hd trg ngdn ngi? mién phi danh cho ban. Hay goi s6 c6 & mét sau
thé id cta ban hoac 1-800-385-4104 (TTY: 711).

ARABIC: 3 g gall (;3)]\ 63‘: Jail el &l Al g 4 galll 3ac Lisall Chlaaa 4 s‘t_u)ﬂ\ Al Ghaaty S 13 2ads gala
(711 -S4l 5 aall) 1-800-385-4104 Jo 5| dpadil) clila, Cals

TAGALOG: PAUNAWA: Kung nagsasalita ka ng wikang Tagalog, mayroon kang magagamit na mga libreng serbisyo para sa tulong
sa wika. Tumawag sa numero na nasa likod ng iyong ID card o sa 1-800-385-4104 (TTY: 711).

KOREAN: 2|: ot O] E A B SHA| = B2, A X[ @ MH|AE TR 2 0| &St &= AUSLICH Aot ip 7t S HOf| U
HS 2 L}1-800-385-4104 (TTY: 711) HO Z GEIS| FTAA| 2.

rr

FRENCH: ATTENTION: si vous parlez frangais, des services d’aide linguistique vous sont proposés gratuitement. Appelez le
numeéro indiqué au verso de votre carte d’identité ou le 1-800-385-4104 (ATS: 711).

GERMAN: ACHTUNG: Wenn Sie deutschen sprechen, kdnnen Sie unseren kostenlosen Sprachservice nutzen. Rufen Sie die
Nummer auf der Rickseite Ihrer ID-Karte oder 1-800-385-4104 (TTY: 711) an

RUSSIAN: BHUMAHMWE: ecnv Bbl roBOPUTE Ha PYCCKOM si3blKe, BaM MOTYT NpeaoCcTaBUTb becnnaTtHble ycayru
nepesoga. Mo3BOHUTE MO HOMEpPY, YKa3aHHOMY Ha 0b6paTHOM CTOpOHe Ballel UAEHTUOUKALUMOHHOM KapTOuKu, MU MO
Homepy 1-800-385-4104 (TTY: 711).

JAPANESE: ;T EZEIE:AAGE = HBRICHR D H T, BRI TEBYR— DY —E X% ZFHBWEITET,
IDA— FEEDEEES. F7-141-800-385-4104 (TTY: 711) F T HIE L 72 & Wy,
PERSIAN: o bad L 203l 4ffls s yinsd (S0 ) SeaS ladd 43 201l 55 e (80 ) O s 40 0 0 Cina s Y8 340 S
80 el (TTY: 711) 1-800-385-4104 o jlad L Ly lulid & I Culdiy j300di 50
SYRIAC: <o e Mg o @l ) ke <l (Khons Khemed (Kodow Wshin aou - <hoouas
(711.,5%) 1-800-385-4104 o< shawma

SERBO-CROATIAN: OBAVESTENJE: Ako govorite srpski, usluge jezitke pomoci dostupne su vam besplatno. Pozovite broj na
poledini vase identifikacione kartice ili broj 1-800-385-4104 (TTY — telefon za osobe sa oSte¢enim govorom ili sluhom: 711).

SOMALI: FEEJIGNAAN: Haddii af-Soomaali aad ku hadasho, adeegyada gargaarka lugadda, oo bilaash ah, ayaad heli kartaa.
Wac lambarka ku qoran dhabarka dambe ee kaarkaaga agoonsiga ama 1-800-385-4104 (Kuwa
Magqalka ku Adag 711).

THAI: €iamA295¢9: mmmwmmmimﬂ AnudNS THUSN1SAILLIREN NN TeNE
Tmsmmmawmmammaumuwaoum ID UDIADL YTaVUNELAY 1-800-385-4104 (TTY: 711)
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