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CurrentCare for Me Designee Form

By completing this form you are granting Designee access to view this individual’s medical record via CurrentCare for Me.
e The individual must be enrolled in CurrentCare and 18 years of age or older.
e A Designee can be any other person designated by the individual to view this individual’s medical record.

Individual (please complete ALL fields)

This request applies to the following individual’s medical record in CurrentCare for Me:

First Name Middle Name Last Name

Street Address (No PO Boxes)

/ / Male []  Female [[] Other []
City/Town State ZIP Code Date of Birth

Designee Information (please complete ALL fields)

Grant this person access to the above-named individual’s CurrentCare for Me record:

First Name Middle Name Last Name

Street Address (No PO Boxes)

/ / Male [ ] Female [] Other [
City/Town State ZIP Code Date of Birth
( ) -
Phone* Email Address (Required for CurrentCare for Me)
A message will be sent to the email address provided with
( ) - directions to activate designee access to CurrentCare for Me.

Mobile*

Designee’s relationship to above-named Individual:

[ ] Spouse [ ] Son [ ] Other (please list):
[ ] Father [ ] Daughter
[ ] Mother [ ] Partner

* By submitting a telephone number to RIQI you agree that a representative of RIQl =
can contact you at the number provided, potentially using automated technology Please complete and Sign form on back!
(including texts/SMS messaging), or a pre-recorded message.
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AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION AND PROVIDE DESIGNEE ACCESS

| authorize the release of medical information via CurrentCare for Me to the Designee named above, and in doing so | understand that | am authorizing
access to and the release of any and all of the health information maintained in CurrentCare for Me for the individual listed above, including information
relating to alcohol and substance abuse, mental or behavioral health, HIV/AIDS, genetic diseases or tests, sickle cell anemia and sexually transmitted
diseases. If health information about me includes any of these types of information, | specifically authorize the release of such information and access to
such information by the Designee named above. This authorization shall expire if and when CurrentCare, or its successor organization(s), no longer exists.

| understand that | have the right to revoke this authorization at any time by submitting my revocation request in writing or by completing a Designee
Revocation Request form and understand that the revocation will not apply to information that has already been accessed or released based on this
authorization. | understand that assigning a Designee and authorizing the disclosure of health information to a Designee is voluntary and | can refuse to
sign this authorization and refuse to assign a Designee. | understand that should | refuse to sign this authorization it will not affect my ability to receive
treatment, payment, or enrollment or eligibility for benefits. | understand that once my health information is released to and/or accessed by my Designee
it may be re-released by my Designee and the information may no longer be protected by federal law. | further understand that this Designee Access Form
must be filled out completely and signed and dated in order to be considered valid, and the CurrentCare for Me Designee access feature must be activated
by the Designee within 30 days from the date of this authorization.

/ /
Signature of Patient Date
PRINTED Name of Patient
-OR-

/ /
Signature of Authorized Representative Date

PRINTED Name of Authorized Representative

Authorized Representative Relationship:

[ ] Parent
[ ] Legal Guardian
[ ] Power of Attorney

For Patient Name:

Questions? Visit our website at currentcareri.org or call 888-858-4815

FOR OFFICE USE ONLY — This section should not be completed by patients or authorized representatives

PRINTED Name of Authenticator or Notary Date




