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Member Authorization Form
to Release Information

Dear Member,

The enclosed form is used to obtain authorization from the member whose
information will be released, or from the member’'s personal representative, to
disclose the member’s information to an individual or organization not otherwise
authorized to receive this information.

This form is also used to obtain specific authorization to use or disclose a member’s
psychotherapy notes or to disclose member information related to HIV, mental
health or substance abuse.

DominionNational.com
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This form is used to obtain authorization from the member, or the member’s personal representative, to disclose the
member’s information to an individual or organization not otherwise authorized to receive this information. This form is
also used to receive member authorization to use or disclose a member’s psychotherapy notes or to disclose member
information related to HIV, mental health, or substance abuse. This form may only be signed by the member or the
member’s “personal representative” (see description of personal representative below).

PLEASE PRINT
Member Information: Complete all information requested in this section for the member whose information will be released.

Important: Name, Address, ID Number, and Date of Birth are required.
e ID Number: List each identification number shown on the member’s identification card(s) that would apply to this authorization.

Authorization: There are two sections here.

Section I: The first section must always be completed. You must identify the individual(s) or organization(s) to receive the information.
Describe the information as specifically as possible. If more space is needed to describe the information, use the back of the form.
Next, describe why this information is being disclosed or check “This information is being disclosed at the request of the member or the
member’s personal representative.” If no Purpose of Disclosure is given, Avalon® Insurance Company, Dominion Dental Services, Inc.
d/b/a Dominion National, Dominion National Insurance Company, and its assignees will assume that this information is being disclosed
at the request of the member or the member’s personal representative.

Section II: The second section is to be completed only if the information to be used or disclosed includes psychotherapy notes, or if
the disclosure involves HIV, mental health, or substance abuse information.

If this authorization is being used for psychotherapy notes, it can only be used for that specific purpose and no other.

Psychotherapy notes are defined in the Health Insurance Portability and Accountability (HIPAA) Privacy Rule as:
Notes made by a mental health professional that document or analyze the contents of conversations during counseling sessions,
which are kept separate from the rest of the member’'s medical record, and exclude medication, prescription, monitoring, counseling
session start and stop times, treatment modalities and frequencies, clinical test results, diagnosis, functional status, treatment plan,
symptoms, prognosis, or progress summary.

Expiration and Revocation: Expiration information must be completed for an authorization to be valid. Check one of the
three boxes provided to show when you want this authorization to expire. If you check the “This specific date” box, you must write in a
specific date. If no expiration box is checked, this form will expire six months after termination of enrollment.

To revoke this authorization form, contact our Privacy Office at 888.681.5100, 703.518.5000, or
PrivacyCoordinator@DominionNational.com.

Personal Representative Information: A personal representative is the member’s legal guardian or someone who has
power of attorney over the member’s health care decisions, or a parent, if the member is a dependent child under the age of 18 and
not an emancipated minor. Also, a personal representative can be an executor, administrator, or person legally authorized to act on
behalf of a deceased member or the member's estate. Other than a parent acting on behalf of a dependent child, under the age of 18
who is not an emancipated minor, we require a copy of the power of attorney or other court-initiated document as proof that the individual
named should be recognized as the member’s personal representative. For this form to be processed, it is important that a copy of any
applicable power of attorney or other court-initiated document is included when you return this form to our Privacy Office.

Signatu re/Date: The member whose information will be released, or the member’s personal representative, must sign and date
this form for it to be processed.

If you have questions about this form, please contact us at 888.681.5100, 703.518.5000, or
PrivacyCoordinator@DominionNational.com.
Unless directed otherwise, please return this completed and signed form to:

Dominion National
Attn: Privacy Office
251 18th Street South
Suite 900

Arlington, VA 22202
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This form is used to obtain authorization to disclose a member’s information to an individual or organization not otherwise authorized to receive it. Also,
this form may be used to request the use of a member’s psychotherapy notes. This form may only be signed by the member, whose information
will be released, or by the member’s “personal representative.” Refer to “Directions for Completing the Member Authorization Form To Release
Information” for a description of “personal representative.” When completing this form, please print.

Member Information: (Name of Member Whose Information Will Be Released)

Name: (First, Middle Initial, Last, Title {Sr., Jr., lI1.}) Date of Birth: (Month/bay/vear)

Address: (Including ZIP Code) Tel ep hone Number: (Including Area Code) (Optional)

ID Number: (List each identification number shown on the member’s identification card(s) that would apply to this authorization.)

Authorization: Section | must be completed for all authorizations. Section Il must be completed only if member information related to
HIV/AIDS, mental health, or substance abuse is to be disclosed, or if psychotherapy notes are used or disclosed.

Section I (Please check all applicable boxes)
QO I authorize Avalon® Insurance Company and Dominion National (hereinafter referred to as “Dominion”) to disclose the
above individual’s protected health information to:

Name Telephone Number

Address

(You must include the name, address and telephone number of the person(s) or organization(s) receiving the member information. If additional person(s) or organization(s) are being authorized, list
the name, address, and telephone number for each on the back of this form.)

Description of the information to be disclosed: (If more space is needed to describe the information to be released, use the back of this form.)
U Allclaimsandappeals Q4 Billing/enroliment
a Specific claims: (specify date(s) of service, claim number(s), etc.) O Other: (please specify)

Purpose of Disclosure: (Please describe the reason why this information is needed or check the following):
O This information is being disclosed at the request of the member or the member’s personal representative.

If no purpose of disclosure is given, then Avalon® Insurance Company, Dominion Dental Services, Inc. d/b/a Dominion National, Dominion National Insurance Company, and their assignees
will assume that this information is being disclosed at the request of the member or the member’s personal representative.

Section II: | understand that specific authorization is needed to release member information pertaining to the items listed below.
By initialing, | authorize release of the information pertinent to my case:
HIV/AIDS (Initials) Mental Health (Initials)

Substance Abuse (Initials) Psychotherapy Notes (Initials)

(See “Directions for Completing the Member Authorization Form To Release
Information” for a description of psychotherapy notes.)

Expiration and Revocation: One of the following expiration boxes must be checked.

Expiration: This authorization will expire on:
O This specific date / / QO Termination of enroliment

(Please note that even if a specific date is given, this authorization will expire no later than six months O Six months after termination of enrollment
after termination of enrollment.)

If no expiration box is checked, then this form will expire six months after termination of enrollment.

Right to Revoke: You may revoke this authorization form at any time. Contact our Privacy Office for further instructions. Your revocation
of this authorization will not affect any action we take before we receive your notice of revocation.

Personal Representative Information: Complete this section if a personal representative is authorizing disclosure of the member’s
information. See “Directions for Completing the Member Authorization Form to Release Information” for information and directions about
personal representatives. A copy of a power of attorney or other court-initiated document will be required, if applicable.

Name: (First, Middle Initial, Last, Title {Sr., Jr., lIl.}) Relationship to the Member:

Address: (including ZIP Code) Telephone Number: (Including Area Code)

Signature/Date: The member whose information will be released, or the member’s personal representative, must sign and date this
form for it to be processed.

| understand the nature of this release. | also understand that if the person or organization | authorize to receive the information described
above is not subject to federal health information privacy laws, they may further disclose the protected health information and it may no
longer be protected by federal health information privacy laws. | understand that authorizing the use and disclosure of member information
is not a condition of enrollment in this health plan, eligibility for benefits, or payment of claims.

Signature: Date:

UPlease check this box if you would like to receive a copy of this form.
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Unless directed otherwise, please return this completed and signed form to:

Dominion National
Attn: Privacy Office
251 18th Street South
Suite 900
Arlington, VA 22202
Dominion National is the brand name for the Dominion group of companies. Dental plans are underwritten by Dominion Dental Services, Inc. (DDSI).

Dominion Dental Services USA, Inc. (DDSUSA) is a licensed administrator of dental and vision benefits. Vision plans are underwritten by Avalon Insurance

Company, and administered by DDSUSA, in DC, DE, MD, PA and VA. Vision plans are underwritten by DDSI in all other states where Dominion National
operates.
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NONDISCRIMINATION AND FOREIGN LANGUAGE ASSISTANCE NOTICE

The Dominion National group of companies (including insurer Dominion Dental Services, Inc. and administrator Dominion Dental
Services USA, Inc.) complies with applicable federal civil rights laws and does not discriminate on the basis of race, color, national
origin, age, disability, sex, gender identity, or sexual orientation. Dominion National does not exclude people or treat them differently
because of race, color, national origin, age, disability, sex, gender identity, or sexual orientation.

Dominion National provides free aids and services to people with disabilities or whose primary language is not English, such as:

v' Qualified sign language interpreters.
v" Written information in other formats (large print, audio, accessible electronic format, other formats).
v" Qualified interpreters, and information written in other languages.

If you need these services, call 888.518.5338 (TTY: 711).

If you believe that Dominion National has failed to provide these services or discriminated in another way on the basis of
race, color, national origin, age, disability, sex, gender identity, or sexual orientation, you can file a grievance with our Civil
Rights Coordinator. You can file a grievance by mail, fax, or email at:
Dominion National
251 18th Street South, Suite 900, Arlington, VA 22202
888.518.5338 (TTY: 711), fax: 703.518.4450
CRC@DominionNational.com

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
Toll-free: 800.368.1019, 800.537.7697 (TDD)
Complaint forms are available at https://www.hhs.gov/ocr/office/file/index.html.
Language assistance

To talk to an interpreter in your language at no cost, call 888.518.5338 (TTY: 711).
Para hablar con un intérprete de forma gratuita, llame al 888.518.5338 (TTY: 711).
MABAREESEWEER - 151KEB1E 888.518.5338 (TTY: 711).
Dé& noi chuyén vai thong dich vién bang ngdn ngir caa quy vi khong phai mat phi, xin goi 888.518.5338 (TTY: 711).
[ns BecnnaTtHoro pasrosopa ¢ NepeBogYMKOM Ha CBOEM A3blke, N03BOHKTE No Ten.: 888.518.5338 (TTY: 711).
LA IR Ok, NENP LT1R NANTCATR, IC ATRT LT 888.518.5338 (TTY: 711) £ 2D+
£ =2 Tot S AH[A888.518.5338 (TTY: 711).
Per parlare con un interprete nella vostra lingua gratis, chiami 888.518.5338 (TTY: 711).
(711 il Cailell) 888.518.5338 = Juai¥) (o o cctliall aa yia ) Ulaa Chaaill
Pour parler a un interpréter dans votre langue sans charges, téléphoner a 888.518.5338 (TTY: 711).
Um in lhrer Sprache gebUhrenfrei mit einem Dolmetscher zu sprechen, rufen Sie bitte die Nummer 888.518.5338 an (TTY: 711).
g1 1S did $2dl, 888.518.5338 (TTY: 711) UR §let 52,
Aby porozmawiac z tlumaczem w jezyku polskim, prosze zadzwonic na numer darmowy telefonu 888.518.5338 (TTY: 711).
Pou pale avek yon enteprét nan lang ou grastis, rele nan 888.518.5338 (TTY: 711).

qud T 3O HTST & gHIAT & STd - & 7T, 888.518.5338 (TTY: 711) IR HId Hr |
Para falar com um intérprete em seu idioma de graga, ligue para 888.518.5338 (TTY: 711).
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