) (- .
3= Providence

Health Assurance

/ MEMBER REQUEST FOR AMENDMENT TO RECORDS FORM
cSlaaad) g gad Jpaail guaal) alla

e hads ) 138 gy s (PHA) il sl Gl (uingd g g Lalil il Ll alila glaa Joax callal 73 gaill 128 Sl
s Al LS Lglaal B laad) oot il 51 il (uingd gl (S Yy puil 5l Calia i g Leabiasl ) sl
4o A8y aladinl a y) 5 dilee dedall adiey JuaiV) o ecldlal) ol dauilly | adiaa) o deadl) anie ciiSa Jia

Je ol (8 e slaall JleSiul & @liselual (TD) saanl

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

(i) ila ples g dac J3J)) ganl) Cila glaa 2] £ 50l
e ¥ G Al / Middle Initial | JsY) asY) / Member First Name | 3! au¥) / Member Last Name

Group Number (see your | Member Identification Number &5 / Member Date of Birth

Aoy aal ) de geadll 48,/ ID card) i =4 a8,/ (see your ID card) anll B
(i 0 (sanll 45 Ay aal)) suaal

a8 / Preferred Phone Number / City, State, and Zip Code | / Member Home/Street Address

Jumidl it ) a5 B gl g Byl soaall (i p /5 g

:¢ ¢ 2l / PART B: TELL US WHAT INFORMATION YOU WOULD LIKE TO AMEND

goand (B G 5 () e lally U ]

/ Describe the information you believe is incorrect
w‘).\cl.@_\\ds.\uu.d\uuju\m

/ Date(s) of service related to request
NKATEERRTESRY g gt




PART C: INDICATE WHERE TO SEND YOUR AMENDED RECORD(S) IF YOUR

Caa 13) Addral) s Jlu ) 44 9 33a 2z ¢ 5ad / REQUEST FOR AMENDMENT IS APPROVED
Seil) lha Jo 483 gal)

G oded ) sSaall syl o siall 1) 48 5 5 43 / Paper copy to the above mailing address in Part A [J
i e 3l
Al o) siadl )48 54303 / Paper copy to the address below [

;=Y / Name
:0) 53l / Address

/ City, State, Zip
_}.A)]\ c:\g\Jjj\ cz\_'uwdd\
TR

/ Phone Number
il 8

/Electronic copy emailed to [1
2l e A s ) da
(s (o ASTY)

(Ao AS8Y v 4l o) sic) / (Email address)

Information will be sent via secure (encrypted) email unless otherwise specified. Initial if you wish
oo, &l CYE ag af L (J’-M) w/ (f’JJ"ﬂ/ e Sl gleal/ de _)/ p-u-wL / emall to be sent unencrypted

Note, some level of risk is assoczated with Sendmg your health mformatzon via unencrypted email
bl a4/ or by mail, as your records could be accessed by an unauthorized third party
O Sy Cpa i bl o g e 5 shi (soled] ] e ) sddie g g 5 3 p0 _pe dauall dlile pleo Sy

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

(obJ/@JU/uJUMDéﬁJ)@JLJUJwM P EERRN]

gl /Date _iazll xd 57/ Member’s Signature

g bl /Date /Member’s Designated Legal Representative/Guardian Signature
el i G Gl o gl 05 Jraal] 55

_waldl] 520 /3l 5 / Parent of a Minor [0 - sazll 43)l / Relationship to Member
) S8 55 * /*Power of Attorney [0~ 6ldll a oIl * /*Legal Guardian [

*If this form is signed by someone other than the member, please attach authorizing
Fasadll 38 o aidoill Uls 4%/ Zegal documentation of guardianship or power of attorney

JS}J/j/@LA}.// U_J/@JJQJ/UJLJJJ/UBJ/GA} j..‘u_//‘).tc‘)a U.aa.wd:ﬂu.a




ol gl il (i gy ) JaiSal) g gadll 2 b & )

2 9 AT b ) 1S\l 1) O gind)
Providence Health Assurance

phpprivacyprogram@providence.org 503-574-8608 PO Box 4327
Portland, Oregon 97208-4327

a8 Sle Providence Medicare Advantage Plans (ol sswe ae dual sill a5 dlinf (5 clial cuilS 13)

G Jani 711 0 e Juai¥) (TTY) (il Cilgl) asiiional (Sa 5 .1-800-603-2340 i 503-574-8000
Oe bl OMA aa Y 5l Al 8 Jand Vs (saked) Tamal) i 5) 2lse 8 s Lalua 8 de Ll (g cg sausl) 3 oL
i 30 G i 1

ol Alaglea Jims A A ey 13l
o o)) sl b Guingd g 5 Len Jadiag ) dpanall Ll @lila glae Joani calla 8 (3l aadidl) ellica ) cul aial
1996 ebd M;M\j @mﬂ\ Uum\dmz\:th@ U}MS GSJ c(DRS) Badaa O s a.cjm

Tl 10 aladiul dagh ) zlial 3 La

Dwnd sl cdaa Jalati (62l dandll anie Jie ¢ AT s lalas] ) codland) Juaed (il ) 587 il i gl (S Y o
Lgingaday 4880 5 ALalS riad ) il glaall

ooy L) LS o pladind gl (g 3l ) Lisiad 13) 5 Wasa 60 G nae 2 il e il ) ol Clia (aindy 03 yis o
38 55 Y i€ 1) S o)1 liSay oS g o) @l a3 (o g el (a5 1) (Lila) a5 30 )

llans ) @llaed d8l) atd el e 488 sall i 1)) o


mailto:phpprivacyprogram@providence.org

	MEMBER REQUEST FOR AMENDMENT TO RECORDS FORM /طلب العضو لتعديل نموذج السجالت
	PART A: MEMBER INFORMATION (Provide your name and personal information) / لجزء أ: معلومات العضو (أدخل اسمك ومعلوماتك الشخصية)
	PART B: TELL US WHAT INFORMATION YOU WOULD LIKE TO AMEND / الجزء ب: أخبرنا بالمعلومات التي ترغب في تعديلها
	PART C: INDICATE WHERE TO SEND YOUR AMENDED RECORD(S) IF YOUR REQUEST FOR AMENDMENT IS APPROVED / لجزء ج: حدد وجهة إرسال سجالتك المعدلة إذا تمت الموافقة على طلب التعديل
	PART D: MEMBER SIGNATURE AND DATE (Sign your name and write the date below) / الجزء د: توقيع العضو والتاريخ (وقّع باسمك واكتب التاريخ أدناه)
	الجزء هـ: أعد النموذج المكتمل إلى بروفيدنس هيلث أشورانس


	describe1: 
	date_dates: 
	describe2: 
	describe3: 
	last: 
	first: 
	mi: 
	dob: 
	id: 
	id_card: 
	street: 
	city_statezip: 
	phone_number: 
	info-1: Off
	info-2-1: 
	info-2-2: 
	info-2-3: 
	info-2-4: 
	info-2: Off
	info-3: Off
	info-3-1: 
	date_signed2: 
	date_signed3: 
	relationship4-2: Off
	relationship4-1: Off
	relationship4-3: Off


