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

What does the right to restrict PHI mean?

You or your personal representative have the right to request a restriction of the uses and disclosures of your
protected health information (PHI). Member or personal representative is only allowed to request a
restriction of the use and disclosure pertaining to treatment, payment, or health care operations in
accordance with the Health Insurance Portability and Accountability Act. Any other uses or disclosures
that are required by law cannot be altered by the health plan. Providence Health Plan understands the
importance of keeping your health information confidential. We use and share only information that is
necessary to provide services to our members and as permitted and required by law.

What do I need to understand to use this right?

Providence Health Plan (PHP) will consider all requests for restrictions carefully; however, PHP is
not required to agree to a requested restriction. Any restriction PHP accepts will be limited to the
information under our control.

PHP will try to accommodate all reasonable requests for a restriction, but reserves the right to
deny a request if it would be infeasible to implement the restriction.

PHP is not able to accept a request if it is made after the date of service occurred and
information has already been released.

If therequest is granted, you will be notified in writing.
If the request is granted it will be processed within seven (7) days of receipt of the request.

The request for restriction may be denied and if so, you will be notified in writing of such
denial.

In situations where the member who requested the restriction is in need of emergency treatment,
PHP may use professional judgment. If the member would benefit from overriding the
restriction request due to an emergency, PHP will release the minimum necessary PHI to assist
the provider in providing emergency treatment.

A member may revoke this restriction in writing at any time by mailing or faxing the request to
Customer Service Providence Health Plan, at the address listed below.

How do I restrict my PHI?

Enclosed is the Member Request to Restrict Protected Health Information (PHI). Please complete the entire
form, sign it and return it to PHP. You may send your completed form to PHP at:

Providence Health Plan
Attn: Customer Service PO Box 4327
Portland Oregon 97208-4327



You may fax your Member Request to Restrict Protected Health Information (PHI) to 503-574-8731 or 800-
425-0199 or you may hand deliver it (if mailing, use only the post office box address listed above) to the
following address:

Providence Health Plan Attn: Customer Service
3601 SW Murray Blvd. #10
Beaverton Oregon 97005-2359
Please Note: The enclosed Member Request to Restrict must be completed, signed and dated.
If you have any questions or concerns, you may contact your Customer Service Team at 503-574-7500 or 1-
800-878-4445. If you are hearing impaired and use a Teletype (TTY) Device, please call our TTY line at 503-
574-8702 or 1- 888-244-6642. Customer Service representatives are available Monday through Friday, between
8 a.m. and 5 p.m.
Sincerely,

Providence Health Plan

Enclosure
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Member Request to Restrict Protected Health Information (PHI)

Use this form to request a restriction on the disclosure of Protected Health Information (PHI) in the
Designated Record Set that Providence Health Plan (PHP) or one of its Business Associates maintains.
If you need assistance completing the form, please contact the PHP Customer Service number listed on your
member identification card. You must complete all the fields on this form.

MEMBER INFORMATION
Member Last Name Member First Name Middle Initial
Member Date of Birth Member Identification Number (See |Group Number (See your
your member ID card) member ID card)
Member Street Address City and State ZIP Code
This request is (check one):
New
TO REVOKE an existing restriction effective (indicate MM/DD/YY) Skip to signature
line

Restriction Requested

Restriction on use or disclosure relating to treatment, payment and/or healthcare operations.

Please provide details

Restriction on use and disclosure of PHI: (check all that apply)

To a family member, other relative, or other identified person, directly relevant to their

involvementwith my care or payment for health care services. Provide details (e.g., restricted
information and/or
name of family member, friend)

Relating to my location, my general condition or my death to a family member, a personal

representative or other person responsible for my care. Provide details (e.g., restricted information
and/or name of family member, friend)



Please note that, by law, we may be required to make the following types of disclosures, and so any restriction
we agree to will not affect disclosures in the following circumstances or other circumstances where disclosures
are required by law:

e Uses and disclosures for which an authorization or opportunity to agree or object is not required; such
as in the cases of national security, public health activities, law enforcement, victims of abuse, neglect
or domestic violence, research or other disclosures required by law;

e Disclosures required by the Secretary of the Department of Health and Human Services to investigate or
determine our compliance with HIPAA.

MEMBER SIGNATURE AND DATE

By: Date:

(Member Signature)

-OR-

By: Date:
(Member’s Designated Legal Representative/Guardian Signature)

Relationship to member: arent Legal guardian®*| |Holder of Power of Attorney*

*If 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
Health Plan from acting on your request about Sensitive Information without
written authorization from the minor member. (Both parent and minor must

sign.)




Non-discrimination Statement
Providence Health Plan and Providence Health Assurance comply with applicable Federal civil rights laws

and do not discriminate on the basis of race, color, national origin, age, disability, sexual orientation,
religion, gender identity, marital status or sex. Providence Health Plan and Providence Health Assurance do
not exclude people or treat them differently because of race, color, national origin, age, disability, sexual
orientation, religion, gender identity, martial status or sex.

Providence Health Plan and Providence Health Assurance:

e Provide free aids and services to people with disabilities to communicate effectively with us, suchas:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other

formats)

e Provide free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you are a member who needs these services, please call 503-574-7500 or 1-800-878-4445. Hearing
impaired members may call our TTY line at 711.

If you believe that Providence Health Plan or Providence Health Assurance has failed to provide these
services or discriminated in another way on the basis of race, color, national origin, age, disability, sexual
orientation, religion, gender identity, marital status or sex, you can file a grievance with our Non-
discrimination Coordinator by mail:

Providence Health Plan/Providence Health Assurance
Attn: Non-discrimination Coordinator
PO Box 4158
Portland, OR 97208-4158

If you need help filing a grievance, you can call 503-574-7500 or 1-800-878-4445. (TTY line at 711) for
assistance. You can also file a civil rights complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights electronically through the Office for Civil Rights Complaint Portal,
available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue SW - Room 509F HHH
Building Washington, DC 20201

1-800-368-1019, 1-800-537-7697 (TTY)

Complaint forms are available at http://www.hhs.qov/ocr/office/file/index.html.



https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html

Language Access Information
ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call 1-

800-898-8174 (TTY: 711).

Spanish: ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiistica. Llame
al 1-800-898-8174 (TTY: 711).

Russian: BHUMAHWE: Ecan Bbl roBOPUTE Ha PYCCKOM A3blKe, TO BaM A0CTYMNHblI 6ecniaTHble yCayrn nepesoaa.
3BoHuTe 1-800-898-8174 (Tenetaiin: 711).

Vietnamese: CHU Y: N&u ban ndi Tiéng Viét, cé cac dich vu ho tro ngdn ngit mién phi danh cho ban. Goi s6 1-
800-898-8174 (TTY: 711).

Traditional Chinese: ;& : MIRGERAERE TN, BRAILREBEEREBSEMRT. FEE1-800-898-
8174 (TTY: 711).

Kushite: XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama.
Bilbilaa 1-800-898-8174 (TTY: 711).

Arabic: e si Rhg gl om 8 S e aiSe CBlgast (AL ) @y sean 90 ) Ladi 2,8 Ll 1- 800-898-8174
(TTY: 711) L. 23l e i

Ukrainian: YBATA! AKuL0 BM pO3MOB/IAETE YKPATHCbKOKO MOBOIO, BU MOKeTe 3BepHYTUCA A0 6e3KOoLWTOBHOI
CNYK6U MOBHOT NiATPUMKM. TenepoHyiTe 3a Homepom 1-800-898-8174 (Tenetanin: 711).

Japanese: ;I EEIE : HAZEBZHEINDIGE., BHOERBXEZCFHAW=EIFET. 1-800-898-8174
(TTY: 711) E£T. BBEICTITEHKSEESLN.

Korean: £2|: Bt 0{E Al 5t Al= B2, 0] X[ MH|IAE FEE 0[&54 = /& LICH 1-800-898-
8174 (TTY: 711) HO 2 T&}6l FA AL

Nepali: &1 fage; dUEd urell dlefg® 1 qUSs! f3wid W Hgrdn daes PAf:ges
FOAT IUAR B | B Tt 1-800-898-8174 (TTY: 711).

Romanian: ATENTIE: Daca vorbiti limba romana, va stau la dispozitie servicii de asistenta lingvistica, gratuit.
Sunati 1-800-898-8174 (TTY: 711).

German: ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfligung. Rufnummer: 1-800-898-8174 (TTY: 711).

Hmong: LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau 1-800-
898-8174 (TTY: 711).

Cambodian: (Uti&i: 100SMEASUNW Manig] inNNSWiNAM N 1INWE SAS WU
AHGESUNUUITEAY G §1831) 1-800-898-8174 (TTY: 711)4

Laotian: lUORIL: 1] 90 911 9DCO 9WIFI D90, NIVL INIVY 08CH) 8O IWWIF,
oo ueg” de 9, VLW sLlM ! . lns 1-800-898-8174 (TTY: 711).
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