3= Providence

Medicare Advantage Plans

Information about Your Request to Access Your
Protected Health Information (PHI)

What does the right to access PHI mean?

You or your personal representative have the right to inspect, review or get a copy of the information kept by
Providence Medicare Advantage Plans in the designated record set in accordance with the Health Insurance
Portability and Accountability Act of 1996 (“HIPAA”). The designated record set is a group of records maintained
by or for your plan, including certain records used to make decisions about you as a member. This set may include
records pertaining to enrollment, claims, case management, medical management, or utilization management.

What do | need to understand to use this right?

Your access to your records may have legal limits, such as in relation to health information not subject to the
right to access information under HIPAA.

You do not have a right to access PHI that is not part of the designated record set.

You may not be entitled to receive all of your PHI. For example, you will not receive information such as
psychotherapy notes or information compiled in reasonable anticipation of, or for use in, a civil, criminal or
administrative action or proceeding.

Calls are recorded for quality and training purposes only. Providence Medicare Advantage Plans is not
required to transcribe or produce a recorded call.

Providence Medicare Advantage Plans will take reasonable efforts to produce the designated record in

the format you have requested. However, if Providence Medicare Advantage Plans cannot readily

produce the records in the format requested, a mutually agreeable alternative will be established.

For copies of your medical records, call your provider's office.

Appeals and Grievances: you may request a copy of the documentation collected/created by Providence
Medicare Advantage Plans to respond to an appeal or grievance, free of charge by calling Customer Service
at the toll free number listed on your Providence Medicare Advantage Plans HealthCare ID card.

If you are requesting the access for a minor, federal and state laws may prohibit Providence Medicare
Advantage Plans from acting upon any request for information relating to sensitive services unless written
authorization is received from the minor member.

How much will this cost me?

The hard copies you are requesting will cost a flat fee of $10.00.
The electronic (email) copies you are requesting will be free.

If you wish to pick up or view on site, it will be free.

If you wish to have records on a CD, it will cost a flat fee of $6.50.
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How will I know if my request is processed?

Providence Medicare Advantage Plans will respond to this request within 30 days. If we cannot respond within
30 days, we will send you a written notice describing why it will take longer and the date by which your request
will be fulfilled. In certain cases, Providence Medicare Advantage Plans may deny your request. If we deny your
request, we will tell you in writing and let you know if and how you can appeal our decision.

How do | ask for access?

Enclosed is the Member Request to Access Protected Health Information (PHI) you requested. Please complete the
entire form, sign it and return it to Providence Medicare Advantage Plans. You may send your Member Request to
Access to Providence Medicare Advantage Plans at:

Providence Medicare Advantage Plans
Attn: Customer Service
PO Box 5548
Portland Oregon 97228-5548

You may fax your Member Request to Access form to 503-574-8608 or you may hand deliver it (if mailing, use
only the post office box address listed above) to the following address:

Providence Medicare Advantage Plans
3601 SW Murray Blvd. #10
Beaverton Oregon 97005-2359

If you have any other questions or concerns, you may contact the Providence Medicare Advantage Plans Customer
Service Team at 503-574-8000 or 1-800-603-2340. If you are hearing impaired and use a Teletype (TTY) Device,
please call our TTY line at 711. Customer Service assistance is available to answer questions, seven days a week,
between 8 a.m. and 8 p.m. (Pacific Time).

Thank you,

Providence Medicare Advantage Plans
Enclosure
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Medicare Advantage Plans

Member Request to Access Protected Health Information (PHI)

Use this form to request a copy of your PHI in a Designated Record Set that Providence Medicare Advantage Plans or
one of its Business Associates maintains. If you need assistance completing the form, please contact the Providence
Medicare Advantage Plans Customer Service number listed on your member identification card. You must complete
all the fields on this form.

PART A: MEMBER INFORMATION

Member Last Name Member First Name Middle Initial

Member Date of Birth Member Identification Number (See Group Number (See
your member 1D card) your member 1D card)

Member Street Address City and State ZIP Code

‘ PART B: DELIVERY OF THE REQUESTED INFORMATION

I request to review protected health information (PHI) about me in a designated record set held by
Providence Medicare Advantage Plans. By placing, an “X” in the appropriate box below, please indicate who
will receive your information. Send my PHI to: (select only one)

[0 Me at the address listed above (If email is selected below in PART C, Providence Medicare Advantage Plans will
not mail to the address above.)

O I request that Providence Medicare Advantage Plans send my PHI, as specified in Part D, to the designated third
party listed below.

Name Address

City and State Zip Code Phone Number
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PART C: FORMAT/MANNER OF THE REQUESTED INFORMATION

By placing, an “X” in the appropriate box below, please indicate in which format/manner you wish to
receive/review your information. Send my PHI: (select only one)

[1 Send paper copies of my records, identified below in Part D, via US certified mail.

1 Send electronic copy of my records, identified below in Part D, via email. Note: Information will be sent to
the email address provided below by secure (encrypted) email unless otherwise specified.

Email address:

If you prefer the e-mail be sent unencrypted, please initial here:

[ Send electronic copy of my records, identified below in Part D, via a CD. Note: CD will be sent to the
address provided above (encrypted) unless otherwise specified.

If you prefer the CD be sent unencrypted, please initial here:
(Warning: Some level of risk may be associated with sending your PHI via unencrypted emails or CDs

as they could be accessed and read by unauthorized third parties.)

L] I want to pick up my records, identified below in Part D, in person, during regular business hours at the
Providence Medicare Advantage Plans office. | understand that | or my personal representative will be contacted to
arrange for this.

L1 I want to view in person. | understand that | or my personal representative will be contacted to arrange for this.

‘ PART D: DETAILS OF PHI REQUEST

I request the protected health information (PHI) contained in the following records. Please place an “X” next to the
items you are requesting.

L1 Enrollment & Eligibility Information

Date(s) of Enroliment:

Details of request:

[ Claims Information, including Pharmacy (Summary of claims paid or denied)
(This does not include information on claims received but not yet processed — if you would like the status of those claims you
may call Customer Service at the toll free number listed on your HealthCare ID card.)

Date(s) of Service:

Provider(s):

Details of Request:
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[1 Case or Medical or Utilization Management Information (Prior Authorization)

Date(s) of Service:

Provider(s):

Details of Request:

L1 Customer Service Inquiry (CSI)

Date(s) of Call:

Details of Request:

[1 Mental Health (Summary of claims paid or denied)

(If you check this box, please initial mental health below)

Date(s) of Service:

Provider(s):

Details of Request:

| specifically authorize the release of the following sensitive information, if such are part of my record, and
will only be disclosed if | place my initials in the applicable space next to the type of information to be
included with the disclosure. *I understand that my alcohol/substance abuse records are protected under
Federal and State confidentiality laws and regulations and cannot be disclosed without my written consent
unless otherwise provided for in the laws and regulations.

(Initial all that apply):

AIDS or HIV

Alcohol/Drug/Substance Abuse
(Diagnosis, treatment or referral
information) *

Genetic Information (services or
tests)
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Maternity/Pregnancy
(Reproductive Health)

Mental Health Data and Records

Sexually transmitted

illness/disease (testing and treatment)



] Other Information

Date(s) of Service:

Provider(s):

Details of Request:

PART E: MEMBER SIGNATURE AND DATE

By: Date:
(Member Signature)

-OR -
By: Date:

(Member’s Designated Legal Representative/Guardian Signature)

Relationship to member:  OParent O Legal guardian* [0 Holder of Power of Attorney*

*1f this form is signed by someone other than the member or Parent, please attach legal
documentation if you are the legal guardian or Holder of Power of Attorney.

. Note: To parents/legal guardians of minors: state laws may prohibit Providence
Medicare Advantage Plans from acting on your request about Sensitive Information
without written authorization from the minor member. (Both parent and minor must

sign.)
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Multi-Language Insert
Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have
about our health or drug plan. To get an interpreter, just call us at
1-800-603-2340 (TTY: 711). Someone who speaks English/Language can help
you. This is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder
cualquier pregunta que pueda tener sobre nuestro plan de salud o medicamentos.
Para hablar con un intérprete, por favor llame al

1-800-603-2340 (TTY: 711). Alguien que hable espafol le podra ayudar. Este es
un servicio gratuito.

Chinese Mandarin: Sl 15 L0 iR 55, &5 BDIRMF & 5 Tt R s 25 W (R G AT (] %8¢ 1],
A RAR L BRI IR S5, 18 1-800-603-2340 (TTY: 711), A0 b c TOE A B IR
HOpAE, X T AR S,

Chinese Cantonese: &% A"t He ol S5y (R g vl 68 A- AT 5 h), AUt BAMHeft R &g Ik
¥, MEMERE, #HE0E 1-800-603-2340 (TTY: 711), FfMabrh ey A K48 8 2 i
e, 8 eI,

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot
ang anumang mga katanungan ninyo hinggil sa aming planong pangkalusugan o
panggamot. Upang makakuha ng tagasaling-wika, tawagan lamang kami sa 1-
800-603-2340 (TTY: 711). Maaari kayong tulungan ng isang nakakapagsalita ng
Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a
toutes vos questions relatives a notre régime de santé ou d'assurance-
médicaments. Pour accéder au service d'interprétation, il vous suffit de nous
appeler au 1-800-603-2340 (TTY: 711). Un interlocuteur parlant Francais pourra
vous aider. Ce service est gratuit.

Vietnamese: Chung tdi c6 dich vu théng dich mién phi dé tra I6i cac cadu hdi vé
chudng suic khoe va chuang trinh thuéc men. NEu qui vi can théng dich vién xin
goi 1-800-603-2340 (TTY: 711) sé& c6 nhan vién noi ti€ng Viét giup dG qui vi. Day
la dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu
unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie
unter 1-800-603-2340 (TTY: 711). Man wird Ihnen dort auf Deutsch weiterhelfen.
Dieser Service ist kostenlos.
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Russian: Ecnm y Bac BO3HUKHYT BOMPOCbl OTHOCUTENBbHO CTPax0oBOro Miu
MeAMKAMEHTHOro njaHa, Bbl MOXEeTe BOCMOJ/1Ib30BaTbCS HawuMu 6ecnnaTHbIMU
ycnyramm nepeBoaumkoB. YTobbl BOCMNOMb30BaTbLCSA YCNyramm nepeBoayunka,
Mo3BOHUTE HaM no TenedoHy 1-800-603-2340 (TTY: 711). Bam okaxeT NoMoLUb
COTPYAHUK, KOTOPbIN rOBOPUT No-pycckn. [laHHas ycnyra 6ecnnaTHas.

Arabic: e Jsaall Wl 450Y) Joan 5l danally gleti Al (51 e Lladl Alaall (558l an yiall ciledd o Ly
A pll Gaahy e sl asiiw (TTY: 711) 2340-603-800-1 Ao W Juaiy) (5 g clile Gl (5 ) 68 an yia
filae dard o3 linelas,

Hindi: BHR TR 1 &dl &1 UISHT & SR # 31U fobeit +ff Uy & Sare o & oy gAR Ul g
ST JaTE U §. Th GHITAT UTd R o foIE, 9 89 1-800-603-2340 (TTY: 711) W HIH
B, PIg A ol fgwal SIedT § MUD! Aee HR bl 6. I8 Uh Jud 4dl &.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a
eventuali domande sul nostro piano sanitario e farmaceutico. Per un interprete,
contattare il numero 1-800-603-2340 (TTY: 711). Un nostro incaricato che parla
Italianovi fornira I'assistenza necessaria. E un servizio gratuito.

Portugués: Dispomos de servigos de interpretacao gratuitos para responder a
qualquer questao que tenha acerca do nosso plano de saude ou de medicacdo.
Para obter um intérprete, contacte-nos através do nimero

1-800-603-2340 (TTY: 711). Ird encontrar alguém que fale o idioma Portugués
para o ajudar. Este servico é gratuito.

French Creole: Nou genyen sevis entépret gratis pou reponn tout kesyon ou ta
genyen konsénan plan medikal oswa dwog nou an. Pou jwenn yon entepreét, jis
rele nou nan 1-800-603-2340 (TTY: 711). Yon moun ki pale Kreyol kapab ede w.
Sa a se yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktory
pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania
lekéw. Aby skorzysta¢ z pomocy ttumacza znajacego jezyk polski, nalezy
zadzwonic¢ pod numer 1-800-603-2340 (TTY: 711). Ta ustuga jest bezptatna.

Japanese: Yjit D @EERER & FEhh L EET T 02 F%Té EICBEZ T 20 12,
FERLOHRT —E 22D ) T T8 WE ¥, W@k TH@Ic % 51213,

1-800-603-2340 (TTY: 711) i BEMH<C 722 v, H ZIKE?%%:EET]\ FEhrYiRwiLFET, 2
xRt — v 21,
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