Purchased/Referred Care

Authorization to Release Information

Human Health Services (HHS) / 3RP Party Billing may disclose all or any pertinent part of my record for
PRC continuous care and financial claim filing. This may include the patient, the patient’s legal guardian,
the hospital or other medical service companies, insurance company, workman’s compensation carrier or
the patient’s employer. I hereby assign to Ysleta Del Sur Pueblo HHS the right to my insurance benefits
and payment for medical services provided by YDSP HHS. | authorize payment of benefits directly to
Ysleta Del Sur Pueblo HHS.

Alternate Resources

The use of an alternate resource is mandated in the federal register, 42 CFR 36.23 (a) which states:

(d) Anindividual is required to apply for alternate resources if there is a reasonable indication that
they may be eligible.

(b) Refusal to apply for an alternate resource when there is a reasonable possibility that one exists, or
refusal to utilize an alternate resource, will result in PRC ineligibility.

Examples of alternate resources include, but are not limited to: Medicare, Medicaid, CHIP, Private
Insurance, and Veteran’s Administration, Chronically Ill and Disabled Children’s Program and other
various state programs.

Affordable Care Act

If you or any family member is uninsured you are required to apply for ACA insurance and file the
Native American Exemption to avoid tax penalty. You will be issued a temporary PRC identification and
will expire in 60 days. You can make an appointment for assistance or bring proof that you have applied
and purchased health insurance. Failure to purchase insurance or provide proof will result in PRC
ineligibility: Initials X

Penalty

I have presented the most recent insurance coverage information. If falsification occurs, as a penalty |
agree to cover my own medical care expenses for a total of one year. | have read and understand the PRC
and 3" Party Billing requirements listed above. | have the right to ask questions at any time.

Proof of Residence Affidavit

I certify that I live in the El Paso Hudspeth Counties. If falsification occurs, as a penalty | agree to cover
my own medical care expenses for a total of one year. Initials: X

Name (please print) Signature
MR#

Contact Phone #:

Date
For Minor:

Parent/ Legal Guardian signature
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