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MEMBER REQUEST FOR AMENDMENT TO RECORDS FORM / ®OPMA 3AITIPOCA
YYACTHHUKA HA BHECEHHME I1OITPABOK B 3AIIUCH

3anoaHuTe 3Ty (hopMy, YTOOBI 3alIPOCUTH BHECEHHE MOIPABOK B Bary MequmHCKYy0
uH(pOpMaIKIO, CO3JaHHYI0 aAMUHUCTpanuen nporpammel Providence Health Assurance (PHA).
DTOT 3aMpoc NPUMEHUM TOJIBKO K 3anucsm, co3nanibiM PHA. PHA He MOeT BHOCUTH U3MEHEHUS B
3aMKCH, CO3/IaHHbIE IPYTUMH OpraHU3alUsIMU, TAKUMH Kak oduc Baiiero nocrapuiyka
MEIUIMHCKHUX yCIIyT Win 6onbHuLa. [1o TakuM Bompocam oOpaiaiiTech HapsMyto K CBOEMY
MOCTABIIMKY MEIUIIMHCKUX YCIYT. J{J11 KOPPEKTHOTO 3aM0JIHeHHs] HH(POPMAIIMK B 4aCcTU A
UCITIOJIB3YHUTE CBOKO MISHTU(PUKAITMOHHYIO KapTy ydacTHuKa (ID-kapTty).

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

YACTDB A. CBEAEHUSA Ob YYACTHUKE (-IUE) (Ykascume ceou um=a, pamunuio u
JUYHYI0 UHpopMmayuio)

Member Last Name / ®amunusa | Member First Name / ms Middle Initial / Maumnuman
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.
Nnentudukanmonnsiii Homep | [D-kapry)

y4acTHUKa (-11bI) (CM.

ID-kaprty)
Member Home/Street Address / | City, State, and Zip Code / Preferred Phone Number /
Agpec yyacTHUKA (-ITbI) C ["opoj, mTaT v MOYTOBBIN OcHoBHOI HOMEp TenedoHa
yKa3aHUEM YJIUIIBI 1 HOMepa WHJICKC

oMa




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

YACTD B. COOBILIUTE HAM, KAKYIO HH®OPMAILINIO Bbl XOTEJIX bbl UBSMEHUTD

Describe the information you believe is incorrect /
OnummTe HHPOPMAIIHIO, KOTOPYIO BEI cuntaere
HEKOPPEKTHOM:

Date(s) of service related to request /
Jlata oka3zaHus yCiayTH, CBI3aHHOU
C 3aIlpOCOM:

PART C: INDICATE WHERE TO SEND YOUR AMENDED RECORD(S) IF YOUR
REQUEST FOR AMENDMENT IS APPROVED / YACTbD C. YKAKUTE, KYJIA

CJEAYET OTIHPABUTD UBMEHEHHBIE 3AIIMCH, ECJIN BALII 3AITPOC HA
BHECEHMUE ITOITPABOK BYJAET OAOBPEH

L1 Paper copy to the above mailing address in Part A / BymaskHast KoImust Ha yKa3aHHBIN BEIIIIE B
JacTH A TIOYTOBBIH ajipec

L1 Paper copy to the address below / BymakHast Korusi Ha yKa3aHHbBIH HUKE aipec:

Name / Ums u
hamumnus:

Address / Aapec:
City, State, Zip /
["'opon, mrrar, uHIeKC:

Phone Number /
Homep Tenedona:

[ Electronic copy emailed to /
DJIEKTpOHHAs KOMUS 10
3JIEKTPOHHOM TOYTE:

(Email address) / (adpec snexkmponnoil noumot)

Information will be sent via secure (encrypted) email unless otherwise specified. Initial if you wish
email to be sent unencrypted / [Ipumeuanue. Unghopmayus 6yoem omnpasiena no 3auiuyeHHoL
(3awughposannoil) sneKkmporHol noume, eciu He ykazano uxoe. [locmasbme céou unuyuabol,
eciu xomume, YmoObl 21eKMPOHHOE NUCbMO ObLIO OMNPABIIEHO 8 He3auUDPOBAHHOM 8Ude.

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
BHUMAHUeE, Yo omnpaska Baweti meduyunckou ungopmayuu no ne3auugposantoil
91eKMPOHHOL NOYme Uil no noume CONPINCEHA ¢ ONPedeeHHbIM PUCKOM, NOCKOIbKY K Bawum
3ANUCAM MOHCEM NOYHUMb OOCHYN HEYNOJIHOMOYEHHOe mpenbe TUYO.




PART D: MEMBER SIGNATURE AND DATE (Sign your name and write the date below) /
YACTB D. NOAIIUCH YHACTHUKA (-Ibl) U JATA (pacnuwiumeces u npocmaesme oamy

Huoice)

Member’s Signature / [loonucv yuacmuuka (-ywi) Date / Jlama

Member’s Designated Legal Representative/Guardian Signature / Date / Jlama
Toonuce ynoanomouenno2o 3akoHHo20 npedcmasumelis / ONeKyHa
yuacmuuxa (-ywi)

Relationship to Member / Kem npuxooumcs yuacmuuxy (-ye): [l Parent of a Minor /
Pooumensv necosepwennonemnezo yuacmunuxa (-yvt) U *Legal Guardian / *3axonnulii
onexyn [ *Power of Attorney / */Joeepennocme

*If this form is signed by someone other than the member, please attach authorizing
legal documentation of guardianship or power of attorney. / *Ecau sma ¢hopma
NOONUCHIBAECMCSL He YYACMHUKOM (-yell), cedyem Npuilodcums IpuoudecKull
O0OKYMeHm, NOOMBEPIAHCOAIOUWULL ONEKYHCIBO, UL O0BEPEHHOCb.

YACTH E. OTHPABKA 3AIIOJIHEHHOM ®OPMBI B PHA

IMouToBkIii aapec: dakc: Anpec 3JIEKTPOHHOM MOYTHI:

Providence Health Assurance

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

C mo6siMH BoTipocamu oOparaiirech B mporpammy Providence Medicare Advantage Plans o
Homepy Tenedona 503-574-8000 mmu 1-800-603-2340. JIunust TTY: 711. Msi pabotaem 6e3
BbIXOHBIX ¢ 08:00 mo 20:00 (0 THXO0OKEaHCKOMY BpeMenn). OiHaKo MbI HE paboTaeM 1Mo
cy600TaM U BOCKPECEHBAM B EPHOJ C 1 AP o 3() CeHTa0Pa,

Yrto mogpasymeBaeT Moe MPABO HA BHECEHHE MONPABOK B MO MEeIMUIMHCKYI0 HH(popManuio?
Br1 viin Bai in4HbIi IpeACcTaBUTENIb UMEETE IIPABO OTIIPABUTH 3alIpOC HA BHECEHUE ITONPABOK B
Bamry 3anumieHHy0 MeIMIMHCKY10 HH(popmaluto, kotopas Benerca PHA B unauBuyaibHOM
Habope aannbix (Designated Record Set, DRS), B cooTBeTCTBMU ¢ 3aKOHOM O EPEHOCUMOCTH U
MOJ0TUYETHOCTU MeauIIuHCcKoro ctpaxoBaHus (Health Insurance Portability and Accountability Act,
HIPAA) ot 1996 rona.


mailto:phpprivacyprogram@providence.org

YT0 HYKHO 3HATH, YTOOBI BOCIOJIb30BATHCSI 3TUM NPaBOM?

o Apamunuctpanus nporpammsl PHA He MOXeT BHOCUTh U3MEHEHHUSI B 3aIIMCH, CO3JaHHbIE KEM-TO
IpyTuM, HampuMep BammM mocTaBImKoM MEIUITMHCKHUX YCIIYT, W U3MEHATh HH(POPMAIIUIO,
KOTOpasl SIBJIIETCS IMOJIHOW U TOUHOM «KAaK €CThY.

o AnmvunucTtpanus nporpammbl PHA oTpearupyer Ha Bam 3anpoc B Teuenue 60 aueit. Ecnu
notpedyetcst 6onbire Bpemenu (emie 10 30 gHeit), Mbl coobmmM Bam 06 3ToM B mUChMEHHOM
¢dopme. B ciydae oTkinonenus Bamero 3anpoca Mbl 00bSICHUM PUYUHY OTKa3a, U Bel cMoxeTe
OTBETUTh B TUCBMEHHOM (POpME, €CIIU HE COIIACHBI C HAIIUM PEUICHUEM.

o Ecnu Bam 3anpoc Oyaer o100peH, u3aMeHenune OyeT BHECEHO B Baiy JokymMeHTaIuIo.
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