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MEMBER RESTRICTION TO RECORDS FORM / ®OPMA OI'PAHUYEHUSA
HCIOJb30BAHUS 3ATIMCEN YYACTHUKA

3anosHUTE 3TY (POpMy, YTOOBI 3aMPOCUTH OIPAHUUYCHUE UCTIONB30BaHUs U pacKpbITUs Barei
MeIUIMHCKON nHpopmMaruu. Jjist KOppeKTHOTO 3aN0JIHEHUSI MHPOPMAIUU B YACTU A HCTIOJIb3yITE
CBOIO MJICHTU(UKAIIMOHHYIO KapTy yuacTHuKa (ID-kapty) Providence Health Assurance (PHA).

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

YACTB A. CBEAEHUSA Ob YYACTHMUMKE (-E) (Ykascume céou ums, pamunuio u
JUYHYI0 UHpOpMmayuo)

Member Last Name / ®amunusa | Member First Name / ms Middle Initial / Maumnunan
y4JacTHHUKA (-11b1) y4JacTHHUKA (-11bI) BTOPOTO UMEHH

Member Date of Birth / /lata Member Identification Number | Group Number (see your
pOXKICHUSI yUaCTHUKA (-11bI) (see your ID card) / ID card) / Homep rpynmsr (cM.
Unentudukanumonnsiii Homep | [D-kapry)

y4JacTHUKa (-11bI) (CM.

ID-kaprty)
Member Home/Street Address / | City, State, and Zip Code / Preferred Phone Number /
Agpec yyacTHUKA (-I1bI) C ["opoj, mTaT ¥ MOYTOBBIN OcHoBHO# HOMEp TenedoHa
yKa3aHUEM YJIUIIBI 1 HOMepa WHJICKC

JloMa

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

YACTD B. COOBIIUTE HAM, UCIIOJIb30BAHUE KAKOH HH®OPMAIIVUHA BbI
XOTEJIX bl OTPAHUYNUTD

[1 Revoke an existing restriction / (Skip to Signature Section D) /
OT3BIB CYIIECTBYIOIIETO (ITepeitauTe K MOAMMCAHUIO
OTpaHUYCHUS: JIOKyMEHTa B pazzeine D)

Date of Revocation / [lama oms3viga




L] Limit what PHA shares with others involved in your care or payment, or limit information about your
location, condition or death. / OrpanuusTte 00beM nHbopMarmu, kotopoit PHA nenurcs ¢ npyrumu
JIMIIAMH, YYaCTBYIOIMMH B OKa3aHHH Bam MeTUIIMHCKOM TTOMOIIH WITH OCYIIICCTBIICHUH BBITLIAT, WA
orpaHn4bTe 00beM HHpOpPMaIHH 0 BarieM MecTOHaX0XKICHUH, COCTOSTHIH FJTH CMEPTH.

Please list the person(s) below and describe what information should be restricted / [Toxanyiicra,
MIEPEUNCITATE ITHX JIUIl HUKE U OTHMIINTE, UCITOJIb30BAaHUE KaKOW WH(OPMAIIUU JOHKHO OBITh
OrpaHHYCHA!

Name / ms u
bamuus:

Relationship to You /
Kem npuxoaurcs
Bawm:

Specify Restriction /
Ykaxure
OrpaHuYcHHE:

PART D: MEMBER SIGNATURE AND DATE / YHACTb D. ITIOAIINCH YHACTHHUKA

(-LIbI) K JATA

[ understand that PHA does not have to agree to my requested restriction(s). I understand
this request will be reviewed and I will be informed if this request is accepted. / 1
HOHUMAIO, Yo aomunucmpayus npoecpammol PHA ne oos3ana coenawamscs Ha
3anpouennble MHOI o2panuderust. A nonumaio, wmo 3mom 3anpoc 6yoenm paccmompen, u
MHe coobuam, 6yoem 1u oH 0000peH.

Member’s Signature / Iloonuce yuacmuuka (-ybi) Date / Jlama

Member’s Designated Legal Representative/Guardian Signature / Date / Jlama
Tloonuce ynorHomouenHo2o 3aKoHH020 npedcmasumeris / OneKyHa
yuacmuuxa (-ywi)

Relationship to Member / Kem npuxooumcs yuacmuuxy (-ye): [ Parent of a Minor /
Pooumenwv necosepuennonemneeo yuacmuuxa (-yvt) [ *Legal Guardian / *3axonnsiil
onexyn [ *Power of Attorney / */losepennocmo

*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
NOONUCHIBAEMCS HEe YUACHUKOM (-yell), credyem Npuiodicums IpuoudecKull
O0OKYMeHm, NOOMEEPAHCOAOUWULL ONEKYHCMEBO, UL 08EPEHHOCb.




YACTH E. OTHPABKA 3AIIOJIHEHHOM ®OPMBI B PHA

ITouToBbIii agpec: dakc: AJZlpec 3JIEKTPOHHOW MOYTHI:

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

C moObiMu Bompocamu oOpariaiiteck B mporpammy Providence Medicare Advantage Plans no
Homepy Tenedona 503-574-8000 mmu 1-800-603-2340. JIunust TTY: 711. Mei pabotaem 0e3
BBIXOIHBIX € 8:00 10 20:00 (1m0 THX00KeaHCKOMY BpeMeHu). O1HaKo MblI HE paboTaeM 1o
cy000TaM ¥ BOCKPECEHBAM B IepHoJ ¢ 1 anpens mo 30 ceHops,

Yro moapasymeBaeT Moe IPABO HA OTPAHUYEHHE JOCTYNA K MOeil MeIUIIUHCKOH nHpopManuu?
Bre1 v Bamn in4HbIN TpEACTaBUTENIb UMEETE IIPABO 3AIPOCUTH OTPAHUYEHUE HA UCIIOJIb30BAHUE U
packpeiTre Bameit 3amuimenHon MeauimHckon nadopmarmu, koropas Beaercs PHA. Bam
pa3penieHo 3anpalnBaTh OrpaHUYEHUE TOJBKO HAUCIIOIb30BaHNUE WU PACKPBITHE UH(OpMAIIIH,
KACAIOLIEICs JIEUeHUs, OTUIaThl WIIM METULUMHCKUX YCIIYT; JIFOObIE APYrUe BUABI UCIIOIb30BAHUS WU
packpbITUs UHGOpMAaIU, TpeOyeMble 3aKOHOM, HE MOTYT ObITh U3MeHEeHbl PHA. A nMuHucTpanus
nporpammsel Providence Health Plan nonnmaer BaxxHOCTh coXpaHeHUsI KOHPUACHIIMATIbLHOCTH
Bameit meguninackoit nadopmanuv. Mbl UCTIONB3YEM U TIEpeAacM TOJIBKO Ty HHGOPMAIIHUIO,
KOTOpasi He0OXouMa JJIs IpeAOoCTaBlIeHns yciIyr BaMm, a Takke B COOTBETCTBUM C pa3pelIeHUEM U
TpeOOBaHUSIMU 3aKOHA.

YT0 HY’KHO 3HATh, YTOOBI BOCIOJIL30BATHCHA 3TUM NIPaBOM?

o Anmvunuctpanus nporpammsl PHA otpearupyer Ha Bam 3anpoc B Teuenue 30 aueit. Ecnu
noTpedyercs 6ombie BpeMmenu (emie 1o 30 xHei), Mbl cooOmuM BaMm 06 3ToOM B TUCBMEHHOM
dhopwme.

« BbI MOXeTe MonpocuTh HaC HE UCTOJIb30BATh U HE MepenaBaTh Bally MeTMIIMHCKYO
nH(pOpMaIIHIO JIJIs1 ONPEICIICHHBIX IeJIed, TAKUX KakK JIeYeHue, oriaTa Wik OKa3aHue
MEJIMIIMHCKUX YCIyT B OOJBIIMHCTBE CilyyaeB Mbl HE 00s13aHbI YIOBIETBOPATH Bar 3ampoc.
Onnako ecnu Bwl mpocute HaCc He MepeaaBaTh HHPOPMAIUIO, KACAIOIIYIOCS OIIaThl WA JPYTron
NeSATeIbHOCTU, KOMIIAaHUHU, TTPEIOCTaBUBIICH BaM mtaH MEIUIIMHCKOTO CTpaxoBaHus, a Bel
MOJIHOCTHIO OTUTATHIIM 3TY KOHKPETHYIO YCIYTY U3 COOCTBEHHBIX CPEJICTB, Mbl 00sI3aHbBI
YIOBJIETBOPUTH Bam 3ampoc.

o MBpI cooOuuM Bam B mucsMeHHO# popMe, MOXKEM JIK MbI YJIOBJIETBOPUTH Barr 3ampoc 06
OTpaHUYECHHUH.

o Ecnu MbI cornacumcst Ha orpaHUYEeHHE, OHO OyIEeT MPUMEHATHCS TOJIBKO K MH(pOpMaIuwy,
xpansieiica B PHA.

o Ecau Bbl XoTUTE OrpaHUYUTh JOCTYH K 3alUCAM, XpaHsauMces y Bamero nocraBmmka
MEJIUIIMHCKUX YCIYT, CBSHKUTECH C HUM HAIPSIMYIO.

o MBI He MOKEM IPUMEHSTH OTPAHUYCHUS K MHPOPMAIINH, KOTOpas y)Ke Oblia TepeaHa.

o Ecau Bam 3anpoc Oyaet ono6peH, Mbl yBegomuM Bac 00 3Tom B muchbMeHHOH hopme.

« B ciyuae otknonenus Barero 3anpoca Mbl 00BbICHUM NMPUYUHY OTKa3a, U Bl cMOXKeTe OTBETUTh
B MUCHbMEHHOU (POpMeE, €CIIM HE COTJIACHBI C HAIIIMM PEIICHUEM.


mailto:phpprivacyprogram@providence.org

« BbI MOXeTe OTMEHUTH OTpaHUYCHHE B JIF000E BpeMsi, 0OPATUBLIUCH B OT/IEN OOCTY>KUBaHUS
KJINEHTOB.

o B akcrpennsix cnyudasx PHA moxeT npenoctaBuTh nHMGOpMAIUIO, HEOOXOAUMYIO JIJIs
MOATBEPKACHU Balero rnpasa Ha NOJIy4€HUE MEIUIIMHCKOM ITOMOIIH WIX KOOPAUHALIUU
Bamero sneuenus.
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