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MEMBER ACCESS TO RECORDS FORM / ®OPMA JJOCTYIIA K JOKYMEHTALIUA
YYACTHHUKA

3amnosiHUTe 3Ty (PopMy, YTOOBI 3aMPOCUTh Konuto Bamieit menunmHckoi nudopmanuu (3asBiaeHus,
perucTpanus / COOTBETCTBUE TPEOOBAHUAM JUI y4acTusl, IPEIBAPUTEIbLHOE pa3pelleHe) B
aaMuHUcTpauuu nporpammel Providence Health Assurance (PHA). OToT 3ammpoc 0THOCHUTCS TOJIBKO
K 3aIMCSAM O IUTaHAaX MEAMIIMHCKOTO CTpaxoBaHus, XpaHdamuMmces B PHA; mis nonydenus
MEIULMHCKON JOKYMEHTAI[MU, HE OTHOCSIIENCS K IIaHaM MEAUIIMHCKOTO CTPaxOBaHHUs,
oOpataiTech B 0(puc CBOETO MOCTABIIMKA MEIUIUHCKUX YCIIyT. [lJI1 KOPPEKTHOTO 3al10JIHEHUS
uH(pOpMaIUKU B YaCTH A HCTIOIB3YHTE CBOIO MACHTU(UKAIIMOHHYIO KapTy yuacTHuKa (ID-kapry).

PART A: MEMBER INFORMATION (Provide your name and personal information) /

YACTDB A. CBEJIEHUSA Ob YYACTHUKE (-IUE) (Ykaostwcume ceou umsn, pamunuro u
JIUYHYI0 UHpOopMayuo)

Member Last Name / ®amunnsa | Member First Name / Ums Middle Initial / Uaunuman
Y4aCTHHKA (-11b1) YYaCTHHKA (-11b1) BTOPOTO UMEHH

Member Date of Birth / /lata Member Identification Number | Group Number (see your
POKJIEHUS YYaCTHHUKA (-11b1) (see your ID card) / ID card) / Homep rpyntsl (cM.
WNnentudukanmonnsiii Homep | [D-kapry)

y4acTHUKa (-11bI) (CM.

ID-kaprty)
Member Home/Street Address / | City, State, and Zip Code / Preferred Phone Number /
AJipec ydacTHUKA (-11bI) C ['opoj, mTat u MOYTOBBIN OcHoBHOI1 HOMEp TenedoHa
yKa3aHUEM YJIUIIBI 1 HOMepa WHJICKC

oMa

PART B: SELECT WHERE TO SEND YOUR INFORMATION / YHACTD B. BBIGEPUTE,

KYJA CJIEAYET OTIIPABUTH BAIITY UH®OPMALIUIO

L1 Paper copy to the above mailing address in Part A / BymaskHast KOIust Ha yKa3aHHBIN BBIIIIE B
yacTu A TIOYTOBBIN ajipec

L1 Paper copy to the third-party listed below / BymaskHast korust TpeTbeMy JIUILY, YKa3aHHOMY HIKE:




Name / Ums u
bamuus:

Address / Anpec:

City, State, Zip /
['opon, mrat, uHIEKC:

Phone Number /
Howmep tenedona:

L1 Electronic copy emailed to /
DJIEKTPOHHAS! KOMUS 110
AJIGKTPOHHOH TIOYTE:

(Email address) / (adpec snexkmporuotl noumsi)

Information will be sent via secure (encrypted) email unless otherwise specified. Initial if you wish
email to be sent unencrypted / [lpumeuanue. nghopmayus 6yoem omnpasiena no 3auuyeHHou
(3awughposanHoil) s1eKmpoHHOU noume, eciu He ykaszano unoe. Ilocmaeome c6ou uHUYUATbL,
ecau xomume, 4moobl 3IeKMPOHHOE RUCLMO ObLIO OMNPABIEHO 8 HE3AULUPPOBAHHOM Ule:

Note, some level of risk is associated with sending your health information via unencrypted email
or by mail, as your records could be accessed by an unauthorized third party. / Obpamume
BHUMAHUe, YUMo omnpaska Bawetl Meouyurckol uHghopmayuu no He3auu@dposanHol
INEKMPOHHOL NOYMe Ul NO NOYME CONPSNICEHA C ONPEOETICHHbIM PUCKOM, NOCKOIbKY K Bawum
3ANUCAM MOHNCEM NOTYYUMb OOCMYN HEYNOTHOMOYEHHOe MPembe IUYO.

PART C: SELECT WHICH RECORDS YOU ARE REQUESTING /

YACTD C: BBIBEPUTE CBEJAEHUSA, KOTOPBIE BbI 3AIIPAIIIUBAETE

[1 Enrollment and Eligibility Information / Undopmanusi 0 perucrpanuu u
TPeOOBAHMAX K YYACTHUKAM

Date(s) of enrollment /
JlaTta perucrpauuu:

Details of request /
Jletanu 3anpoca:

[] Claims information, including Pharmacy / Undopmainusi 0 cTpaxoBbIX TPeGOBaAHHSX,
BKJIIOYAs aniTe4YHble YCJIYyT'H
(Summary of claims paid or denied. Does not include information on claims received but
not yet processed. If you would like the status of those claims, contact Customer Service.) /
(Yuem onnauennvix unu omrxnonenuwix 3as6o0k. He exnrouaem ungopmayuro o 3as16Kax,
Komopbwle Obliu Omnpasienvl, Ho ewe He oopabomansl. Eciu Bl xomume y3uamo
cmamyc 2mux 3as60K, 00pamumecs 6 0moen 00CYHCUBAHUSL KITUEHNO8.)

Date(s) of service /
JlaTta oka3zaHus yciyru:




Provider(s) /
IlocTaBmiuk:

Details of request /
Jletanu 3anpoca:

[1 Mental Health Claims / CTpaxoBble TpeGoOBaHHs, CBSI3aHHbIE C ICHXHYECKHM
310pOBbeM

w3k Vst initial “Mental Health” in PART D ¥ or information will NOT be included *** /
*&% Jlonoichvl 6bims yrazanol unuyuaisvt 8 YACTH D eosne nynkma «/[okymenmayus u
ceedenus 0 ncuxuampuueckom cmamycey, V¥ unayve ungpopmayus HE 6yoem exnrouena ***

Date(s) of enrollment /
Jlata perucrpanuu:

Provider(s) /
ITocTaBmuk:

Details of request /
Jeranu 3anpoca:

[1 Case Management/Medical Management/Utilization Management (Prior Authorizations) /
KoopaunnpoBanue MeIMIIMHCKOI TOMOIIY / MeIMIIMHCKOE COMPOBOKIEHNE / KOHTPOJIb
HA/l HCII0JIb30BAHNEM CTPAX0BOI0 MOKPHITHSI (PeIBAPUTEIbHbIE YTBEPKIEHUS])

Date(s) of service /
JlaTta oka3zaHus yCiyru:

Provider(s) /
IlocTaBiuk:

Details of request /
Jeranm 3anpoca:

[1 Customer Service Inquiry (CSI) / 3anpoc B c1y:k0y moa1ep:KKi KJIHEHTOB

Date(s) of service /
JlaTta okazaHus yCiIyru:

Details of request /
Jletanu 3anpoca:

[1 Other Information (Specify) / Ipyras ungopmanus (yKaxuTe)

Date(s) of service /
JlaTta okazaHus yCiyru:

Provider(s) /
IlocTaBiuk:

Details of request /
Jeranu 3anpoca:




PART D: SENSITIVE INFORMATION THAT CAN BE DISCLOSED BY PHA (Write your
initials (not X or v°) on the line next to each type of sensitive information you wish to include) /

YACTDb D. KOHOUJIEHIUAJIBHAS HHO®OPMANUSA, KOTOPYIO MOXKET
PACKPBIBATD PHA (Hanuwume ceéou unuyuanot (e X u ne v') Hanpomue Kax;coozo 6uoa
KOHuoeHyuanvHoil ungopmayuu, komopyro Bl pazpeuwiaeme exnrouams)

If our records contain any of the types of information listed below, additional laws relating to the
use and disclosure of the information may apply. / Ecnu B Hammx cucremax XpaHuTcs Jirooas u3
yKa3aHHBIX HUKE KaTeropui nHGOpMaINH, €€ UCII0Ih30BaHNE U TIepeada MOTYT TOIMaaTh 0T
JEHCTBUE JOTOTHUTEIIBHBIX 3aKOHOAATECIIEHBIX HOPM.

*[ understand that certain types of sensitive information, including some that are related to
alcohol/substance use, are protected under Federal and State privacy laws and regulations
and cannot be disclosed without my written consent unless otherwise provided for in the
laws and regulations. I understand and agree that the below information will only be
disclosed if I write my initials on the line next to the specified sensitive information. / *Mne
UBBECMHO, UMO HeKOmopbie 8UObl KOHPUOECHYUATbHBIX C8e0eHUl, 8 YACHOCMU
Kacaowuecs ynompe0dieHust aiKo2o8/NCuxoaKkmueHbix 8euecms, Haxo0samcs noo
3auumot (hedepaibHbIX U PecUOHANbHBIX 3AKOHO8 0 KOHDUOEHYUATbHOCTIU U He
noonedcam pazenaueruio 6e3 Moe2o NUCbMEHHO20 Pa3peulenus, 3a UCKIIYeHUeM ClIyYaes,
VCMAHOBIEHHBIX 3AKOHO0AMENbCMBOM. A NOHUMAIO U NOOMEePIHCOaIo, YUMo Pa3eiaueHuio
noonedcam mojybko me KOHQPUOeHYyuaibHvle c8edeHUs, HANPOMUE KOMopslix YKA3aHbl MOU

UHULUATTDL.
Mental Health Data and
HIV (testing and treatment) / Records / Jlokymenrtanus u
CBenenus, kacaromecs BUY CBEJICHUS O
(TTpoBeICHUS TECTOB U JICUCHHUS) MICUXHATPUIECKOM CTaTycCe
(Initial) / (Initial) /
(Unuyuanwr) (Mnuyuanor)
* Alcohol/Drug/Substance Use
(diagnosis, treatment, referral
information) / *Mudopmarus 06
YIOTPEOJICHUH aJIKOTOJISI M TIPOUUX Maternity/Pregnancy
TICUXO0AKTHUBHBIX BEIICCTB (reproductive health) / Jlannbie
(IMarHoCTHKE, JICYCHUH, HAIPABIICHUSIX 0 OepeMEHHOCTH U POJIax
K CIIELIUATIUCTaM) (pernpolyKTUBHOM 3]I0POBbE)
(Initial) / (Initial) /
(Mnuyuanwr) (Mnuyuanor)
Sexually Transmitted Illness/
Disease (testing and treatment) /
CBeieHus, Kacarompecs
Genetic Information (services or tests) / UH(EKIHIA, TepeIaroImxcs
I'enernueckas nadopmanus (JTaHHbIE TIOJIOBBIM TTyTeM (TIPOBEICHUS
00 yciyrax v TECTUPOBAHHH ) TECTOB U JICUCHHSI)
(Initial) / (Initial) /

(Mnuyuanwr) (Mnuyuanor)




Please note: To parents/legal guardians of minors, some state laws may prohibit PHA
from acting on your request about Sensitive Information without written authorization
from the minor member. / [Ipumeyanne. BunManuro poauTeneii/3akOHHBIX ONEKYHOB
HECOBEPIICHHOJIETHUX: 110 3aKOHOIATEIHCTBY HEKOTOPBIX MTaTtoB PHA MOXeT ObITh
3ampernieHo oopadateBaTh Bamr 3ampoc o koHpuaeHnmmansHoi nHbopmarmu 6e3
MMUCbMEHHOT'O COTJIACHS HECOBEPIIICHHOJETHETO (-€1) yJyacTHUKA (-11bI).

Minor Member’s Signature / [loonuco Date / [lama
yuacmHuka (-yvt)

PART E: MEMBER SIGNATURE AND DATE (Sign your name and write the date below) /

PARTE E: FIRMA DEL MIEMBRO Y FECHA (Firme con su nombre y escriba la fecha a
continuacion)

Member’s Signature / I[loonuce ywacmuuka (-ywi) Date / Jlama

Member’s Designated Legal Representative/Guardian Signature / Date / Jlama
Tloonuce ynonHomouenHo2o 3aKoHH020 npedcmasumeris / OneKyHa
yuacmuuka (-ywt)

Relationship to Member / Kem npuxooumcs yuacmuuxy (-ye): [ Parent of a Minor /
Pooumenv necosepuiennonemnezo yuacmuuxa (-yot) [ *Legal Guardian / *3axonnutii
onexyn [ *Power of Attorney / */[osepennocmo

*If this form is signed by someone other than the member, please attach authorizing
legal documentation of guardianship or power of attorney. / *Ecau sma ¢popma
NOONUCHIBAEMCSL He YUACTMHUKOM (-yell), cledyem NPUiIoNCums opuoudecKull
OOKYMeHM, NOOMBEPHCOAIOUJULE ONEKYHCMBO, UL 00BEPEHHOCHIb.




YACTbD F. OTIIPABKA 3AIIOJJHEHHOM ®OPMbI B PHA

ITouToBbIN agpec: dakc: AJlpec 3JIEKTPOHHOM MOYTHI:

Providence Health Assurance
Anpecart: CBI
PO Box 4327
Portland, Oregon 97208-4327

503-574-8608 DRSRequest@providence.org

C mro6siMH BoTipocamu oOpainaiirech B mporpammy Providence Medicare Advantage Plans o
Homepy tenedona 503-574-8000 wim 1-800-603-2340. JIuaus TTY: 711. Mbl pabotaem 6e3
BbIXOJHBIX ¢ 08:00 10 20:00 (0 TUXO0OKeaHCKOMY BpeMeHH). OHako B riepuos ¢ 1 *P™ o
3() ceH™I0P1 \p1 ge paboTaeM 110 Cy000TaM M BOCKPECEHBSIM.

Nudopmanus o Bamem 3anmpoce Ha J0CTYN K 3alllMIEHHON MeauuMHCKO nHpopMmauuu (PHI)

Yro nmogpasymeBaeT Moe IPABO HA JOCTYII K MeIUIUHCKON uHGopManuu?

Br1 v Bamn in4HbIN IpeacTaBUTENIb UMEETE IIPABO MOJYYUTh KONMIO Bamen Me auInHCKON
uH(pOpMAIINH, TAKKE HA3bIBAEMOU 3aIIUIIEHHON METUIIMHCKON HH(OpMaIuel, KoTopas XpaHUTCS U
BeJIeTCSl aAMUHUCTpanuen nporpammel Providence Health Assurance B nuHauBHIyanbHOM Habope
nanHbix (Designated Record Set, DRS), B cooTBeTCTBUYU ¢ 3aKOHOM O IEPEHOCUMOCTH U
MOJI0TYETHOCTU MeauiinHcKoro ctpaxoBanus (Health Insurance Portability and Accountability Act,
HIPAA) ot 1996 rona. UnauBuayansHbIi HAOOP TaHHBIX — 3TO TPYMIA 3aMUCed, KOTOPhIE BEAYTCS
Y UCTIOJIB3YIOTCS aAMUHUCTpanuen mporpammel Providence Health Assurance nim ams vee, s
MPUHATHS peleHuil o Bac kak 00 yuactHuke nporpamMmbl. DRS MokeT conepkaTh 3anucu,
OTHOCSIIMECS K PErUCTPaLliU, CTPAXOBbIM TPEOOBAHUAM, KOOPAUHUPOBAHUIO METULIMHCKOM
ITOMOIIY, MEAULIMHCKOMY CONPOBOKIEHUIO WJIM KOHTPOJIIO HAJ UCIIOJIb30BAHUEM CTPAXOBOTO
MOKPBITHSL.

YT0 HY’KHO 3HATH, YTOOBI BOCIOJI30BATHCH 3TUM NIPABOM?

o BrI MOXxeTe 3anTpOCUTh KOTIMK CBOEH METMIIMHCKOW HHPOpPMAIIMU, KOTOPYIO XPAHUT U BEJIET
PHA.

o PHA Oyner cnenoBath cpokam, yctaHoBiaeHHbIM HIPAA u (11) npyuMEeHUMBIM 3aKOHAM
mTaTa, KOTOpble MOTYT OTPEOOBaTh YCKOPEHHOTO BpEMEHU pearnpoBaHusi. Eciu Mbl He
CMOJKE€M OTBETUTH B YCTAHOBJICHHBIC CPOKH, MBI HaIIpaBUM Bam muchMeHHOE 00BsICHEHNE
3aJIEp>KKU. DTOT 3aMpoc MPUMEHHUM TOJIBKO K 3anucsam, xpausamumcs B PHA. Eciu Bam HyxHa
MEJIMIIMHCKAs TOKYMEHTalus oT Barmiero nocrapmnka MeIUIIMHCKUX yCayTr, Bam HeoOxoaumMo
00paTUTHCS HEMOCPEACTBEHHO B €0 0(UC U MOAATh OTAEIbHBIN 3a1poc.

« Bo3MoxHO, Bl HE CMOKETE MOTYUYUTH JOCTYII KO BCEM 3aIIUCAM, HAIPUMED K ONPEIEIICHHBIM
3aMKCsIM, UCTIOJIb3YEMBIM B Cy1€OHBIX WU aJIMUHUCTPATUBHBIX pa30UpaTEIbCTBAX.

o 3BOHKHM B OTJEJ 00CIIy)KMBaHUS KIIMEHTOB 3alMCHIBAIOTCS B LEISAX 00yUEHHUs COTPYIHUKOB U
oOecrieueHus kauecTna yciuyr. Anmunuctpanus miiana PHA He 06s13aHa pacim@poBbIBaTh
WJIM TIEPENABaTh 3alIMCH 3BOHKOB.


mailto:DRSRequest@providence.org

o Amnemnsuuu u kaoobl. Bbl MoeTe 3apoCcuTh KOMUIO JOKYMEHTOB, co3inanHbix PHA B oTBeT
Ha aneJuIsiuuio win xano0y. [To3Bonurte B oTAen 00CITy)KMBaHUS KIIMEHTOB 110 HOMEpY,
ykazanHoMmy Ha Bameit ID-kapte PHA.

CKoJbKO 3TO Oy1eT CTONTH?
o Bamm 3anucu npenocTaBistoTcs OecIaTHO.
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