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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 Medicare Advantage Plans
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?

e Providence Medicare Advantage Plans will consider all requests for restrictions carefully; however,
Providence Medicare Advantage Plans is not required to agree to a requested restriction. Any restriction
PHA accepts will be limited to the information under our control.

e Providence Medicare Advantage Plans 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.

e Providence Medicare Advantage Plans is not able to accept a request if it is made after the date of
service occurred and information has already been released.

e [ftherequest is granted, you will be notified in writing.
e [f the request is granted it will be processed within seven (7) days of receipt of the request.
e The request for restriction may be denied and if so, you will be notified in writing of such denial.

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

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



How do I restrict my PHI?

Enclosed is the Member Request to Restrict 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



3= Providence

Medicare Advantage Plans

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 Providence Medicare Advantage Plans 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 your Group Number (See
member ID card) your member ID card)
Member Street Address City and State ZIP Code
This request is (check one):
1 New
1 TO REVOKE an existing restriction effective (indicate MM/DD/YY) Skip to signature
line

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

Please provide details

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

O 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)

U 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: [ Parent [ 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 Assurance 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: HA 15 (L0 R iE IR 55, &5 BU IR MR & o T (at R s 25 W (R G AT (] 28 1],
ATRAG L BRI IR S5, 18 1-800-603-2340 (TTY: 711), A0 b C T0E A B IR &
HOpAE, X T AR S,

Chinese Cantonese: &% HA"HY ft He ol S5y (R [ vl 68 A- AT B fh), AUt HEft R iag Ik
¥, MEMERE, HE0E 1-800-603-2340 (TTY: 711), FfMabrh STy 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 CTPaAx0oBOro Miu
MeAMKAMEHTHOro njaHa, Bbl MOXEeTe BOCMO/1Ib30BaTbCs HawuMu 6ecnnaTHbIMU
ycnyramm nepeBoaumkoB. YTobbl BOCMNOMb30BaTbCA 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 gleii Al (51 e Lladl Alaall (558l an yiall ciledd o Ly
A pll Gty e sl asiaw (TTY: 711) 2340-603-800-1 e W Juaiy) (5 g clile Gl <5 ) 68 an yia
foilae dard o3 linelas,

Hindi: §HR W 1 a1 &1 A1 & IR H 3710 fob it Hi 081 o wiare < o ford gHR U Hod
ST a8 U §. Th GHITT T R o foIE, 9 89 1-800-603-2340 (TTY: 711) W HH
B, Pig A ol fgwal SIerdT § MUD! Ace HR Ihdl 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 medicacao.
Para obter um intérprete, contacte-nos através do nimero

1-800-603-2340 (TTY: 711). Ira 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
zadzwoni¢ pod numer 1-800-603-2340 (TTY: 711). Ta ustuga jest bezptatna.

Japanese: it D @ERARER & FEh L TEET T 02 F%Té EICBEZ T 720 12,
RO —E 25D ) T T8 WE ¥, W@k TH@Ic % 51213,

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