HIPAA authorization form He alth qu."ty

Mail or fax completed forms to:

Address: HealthEquity, Attn: Member Services
15 W Scenic Pointe Dr, Ste 100, Draper, UT 84020

Fax: 801.727.1005

Authorization to disclose protected health information

Dependents must complete this form to authorize the disclosure of protected health information to the account holder.

Primary account holder information

Last name First name M.I.
Street address City State ZIP
Email address (required) Daytime phone SSN or HealthEquity ID number (6 or 7 digits)

HIPAA authorization (to be completed by dependent)

My protected health information is individually identifiable health information, including demographic information collected from me or created
or received by a health care provider, a health plan, my employer, or a health care clearinghouse, and relates to: (i) my past, present, or future
physical or mental health condition; (ii) the provision of the health care to me; or (iii) the past, present or future payment for the provision of
health care to me.

In accordance with the provisions of the Health Insurance Portability and Accountability Act (HIPAA), I, the undersigned, grant permission to
HealthEquity, Inc. to disclose protected health information (as defined in HIPAA) to the following person or persons:

Purpose of authorization: L] At my request ] Family member assisting with health care L] other:

Any limitations that | impose on HealthEquity with respect to this authorization are declared below:

This authorization will remain in effect for the duration of the state expiration requirement (may vary from 24-48 months) based off of primary
account holder’s state of residency. In addition, | may revoke this authorization at any time by notifying HealthEquity of the revocation in writing
and sending by fax to 801.727.1005, Attn: Member Services.

If at any time you need to alter this authorization form, please contact HealthEquity at 866.346.5800.

Authorization of HIPAA disclosure (to be completed by dependent)

| understand that by granting this authorization, the person who obtains this information may disclose it to other individuals with or without my
consent and in so doing, the information would no longer be protected under HIPAA. | understand that my authorizing the use and disclosure of my
information is not a condition of enrollment in this health plan, eligibility for benefits or payment of claims.

Dependent’s name (please print) Date

Dependent’s signature Dependent’s date of birth (mm/dd/yyyy)

Note: If the person signing above is a personal representative of the named individual, attach copy of document granting authority to the
personal representative.

HealthEquity.com 866.346.5800



Nondiscrimination Notice and Access to Communication Services

HealthEquity, Inc.’s (“HealthEquity”) primary purpose is to provide non-health services to holders
of health savings accounts. In addition to these services, HealthEquity provides services to,
and on behalf of, health plans.

HealthEquity, and if applicable, your plan, do not exclude people or treat them unfairly because
of sex, age, race, color, national origin, or disability.

Free services are available to help you communicate with us and with your health plan,
including providing letters in other languages or in other formats, such as large print. If you need
help, please call the toll-free number on your benefits card. For language assistance on your
call, simply ask for an interpreter.

If you think you were not treated fairly because of your sex, age, race, color, national origin, or
disability, you can send a complaint to:

HealthEquity, Inc.

Attention: Director of regulatory services

15 W. Scenic Pointe Dr.

Draper, UT 84020

Fax: (801) 206-3895

Email: RegulatoryServices@HealthEquity.com

Upon receiving your complaint, we will work with your health plan to address your concerns.

If you need help with your complaint, please call the toll-free number on your member ID card.
You must send the complaint within 60 calendar days of when you found out about the issue.
You can also file a complaint with the United States Department of Health and Human Services
online https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)

Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW Room 509F,
HHH Building Washington, D.C. 20201

Language Assistance Services

ATTENTION: If you speak English, language assistance services are available to you free of charge.
Please call the phone number listed on your benefit debit card.

ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia linguistica.
Llame al numero de teléfono que aparece en su tarjeta de débito de beneficios.
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LUU Y: Néu ban néi Tiéng Viét, cac dich vu hd trg ngén ngir ludn cé sén cho ban st dung mién phi. Vui Iong goi
56 dién thoai dugc ghi trén thé ghi ng cda ban.
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ATENSYON: Kung nagsasasalita ka ng Tagalog may libreng tulong para sa wika. Mangyaring tawagan
ang numero ng teleponong nakalista sa iyong benefit debit card.

BHWMAHWE! Ecnu Bbl roBOpUTE MNO-PYCCKY, MOMOLLb NepeBOAYMKa OyaeT npefocTaBneHa becnnaTHo.
Mo3BOHUTE MO HOMepY TenlepoHa, yKazaHHOMY Ha Ballell e6eTHOI KapTe.
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Atansyon: Si ou pale kreyol ayisyen, sevis asistans lang yo disponib pou ou san peye. Tanpri rele
nimewo telefon ki nan kat debi fidelite ou a.

IMPORTANT : si vous parlez francais, des services d'assistance linguistique sont a votre disposition sans
frais. Appelez le numéro de téléphone indiqué sur votre carte d'assurance maladie.

UWAGA! Zapewniamy bezptatne ustugi jezykowe dla 0osob, ktorzy mowig po polsku. Prosimy dzwoni¢
pod numer telefonu podany na karcie depozytowej.

ATENCAO: se falar portugués, os servicos de assisténcia linguistica estdo disponiveis gratuitamente.
Contacte o numero indicado no seu cartdo de débito de beneficios.

ATTENZIONE: Se parli Italiano, il servizio assistenza € gratuito. Puoi chiamare il numero indicato
nella garanzia.
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ACHTUNG: Falls Sie Deutsch sprechen, steht Ihnen eine Spreachunterstitzung kostenlos zur
Verfugung. Bitte rufen Sie die Telefonnummer an, die auf Ihrer Vorteile-Kundenkarte aufgefthrt ist.
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HUBADHU: Yoo afaan oromoo kan dubbattuu ta’e gargaarsi tajaajilawwan afaanii kaffaltii irraa bilisaa ni
jira. Maaloo lakkoosa bililaa kaardii ligii faayidaa keetii irra jiruun. bilbili.
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