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Important! This information is about your Fallon Community Health Plan (FCHP) MassHealth benefits. It
needs to be translated right away. FCHP can translate it for you. If you need help with translation or other
help, call FCHP at 1-800-341-4848.

ilmportante! Esta informacién es sobre sus beneficics de Fallon Community Health Plan (FCHP)
MassHealth. Necesita traducirse de inmediato. FCHP puede traducirsela. Si necesita ayuda con la
traduccién, o cualquier otro tipo de ayuda, llame a FCHP al 1-800-341-4848. (SPA)
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Enpétan! Enfdomasyon sa a se sou benefis Fallon Community Health Plan (FCHP) MassHealth. Li dwe
tradwi touswit. FCHP ka tradwi li pou ou. Si w bezwen éd ak tradiksyon oswa |6t &d, rele FCHP nan
1-800-341-4848. (HC)
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Importante! Esta informacao se refere aos seus beneficios do programa MassHealth para o Fallon
Community Health Plan (FCHP). Ela deve ser traduzida imediatamente. O FCHP pode providenciar a
tradugdo para vocé. Caso necessite ajuda com tradugao, ou qualquer outro tipo de ajuda, ligue para a
FCHP pelo nimero 1-800-341-4848. (POR)

BHumanue! 310 uHhopmauma o sawmnx nerotax e Fallon Community Health Plan (FCHP) MassHealth.
CpodHo caenaiite nepeeos,. FCHP MoxeT 310 Ans Bac nepesecti. Ecnv BaM HyXHa NOMOLYb ©
nepeBoAoM WKW Apyras NoMoLLb, NpocM no3soHuTe B FCHP no Tenedony 1-800-341-4848. (RUS)

Wazne! Niniejsze informacje dotycza Waszych $wiadczen MassHealth z Fallon Community Health Plan
(FCHP). Muszg one by¢ natychmiast przettumaczore. FCHP moze je dla Was przetlumaczy¢. Jesli
potrzebujecie Panstwo pomocy w dokonaniu ttumaczenia lub pomocy w innym zakresie, prosze
zatelefonowaé do FCHP na numer 1-800-341-4848. (POL)

Quan trong! Théng tin nay 1a vé& céc quyén lgi ciia Fallon Community Health Plan (FCHP)
MassHealth.C4n phai dwgc phién dich ngay. FCHP ¢6 thé phién djch cho quy vi. Néu quy vi can gidp d&
vé phién dich hay s\ trg' gitip nao khéc, xin goi FCHP tai s6 1-800-341-4848. (VTN)
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community Accessing Personal Information

This form allows members to give Fallon Community Health Plan (FCHP) permission to disclose their personal
information to a person they designate. This person is called a Personal Representative. This form does not
need to be filled out for legal representatives, such as a durable power of attorney, guardian or health care
proxy. Submit a copy of this legal document to FCHP at the address listed below.

Member information

Member name: Medicare/MassHealth number (if applicable):
FCHP member ID number: Member Date of Birth
Member address: Member telephone number:

Personal Representative information

Personal Representative name: Personal Representative relationship to member:

Personal Representative address: Personal Representative telephone number:

I give FCHP permission to disclose the following personal information to my Personal Representative
(check all that apply):
[ ] Financial information (e.g., benefits and billing information, status of a claim, and status of an
authorization)
[ ] Health care information (e.g., detailed medical and pharmacy information—such as diagnosis,
procedure and prognosis—of claims, care management, and authorizations)
[ ] Demographic information (e.g., address, date of birth, and make an address change)
[ ] Sensitive health information (e.g., information related to treatment or diagnosis of HIV/AIDS or alcohol
and drug abuse)
[] Only the following information (please be specific):

My permission to disclose the personal information identified above to my Personal Representative is
effective (please check one):

[ ] From the date I sign this form until the following date
[ ] Until I cancel it in writing to FCHP at the address listed below.

¢ | understand that | may withdraw this permission at any time by submitting a written request to FCHP
at the address listed below. | understand that it will not apply to disclosures that FCHP has made to
my Personal Representative prior to me withdrawing my permission.

e | understand that state and federal privacy laws may not apply to my Personal Representative and that
he/she may release my personal information.

¢ | understand that FCHP has not and will not condition payment, enrollment, or eligibility for benefits
on me signing this form.

Member's signature: Date:

Mail or fax completed form to:
Privacy Coordinator ® Fallon Community Health Plan ¢ 10 Chestnut St. ® Worcester, MA 01608
Fax 508-831-1136
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