o PROVIDENCE
Health Plans
Member Requestto Amend a Designated Record Set

If you have questions, please contact Customer Service at 503-574-7500 (toll-free 1-800-878-4445; TTY 711)

MEMBER INFORMATION

MEMBER LAST NAME MEMBER FIRST NAME MEMBER MIDDLE NAME
DATE OF BIRTH MEMBER ID# GROUP ID#
/ /
STREET ADDRESS
CITY STATE ZIP CODE PHONE NUMBER

After review of my record, | do not feel that original documentation made by

accurately reflects medical services provided, inquires made, claims payment or denied on the following date ( /1 ). |

am requesting a correction or addendum to (identify specific document

in question) contained in my medical record.

I request the following correction/lamendment be made to my claims and enroliment record.

Please send a copy of the corrected/amended documents to the company or individual listed below:

Company: Name:

Address: City: State: Zip:

| understand that Providence Health Plans (PHP) may or may not supplement my record with an addendum based on this request. PHP is
not allowed to alter the original documentation in my record. My request for amendment and any action taken on this request, will
become a permanent part of my record, and will be included with any future authorized disclosures.

PHP will provide a response to this request within sixty days. | can provide a statement of disagreement if PHP denies my request. If | am
not satisfied with the action taken with respect to this amendment process, | can write PHP at PO Box 4327, Portland, OR 97208-4327 and
report my concerns.

Please sign and date:

Member or Representative’s signature Date

Printed Name of Representative (if applicable) Relationship to Member

FOR OFFICE USE ONLY

Date received: Sent to: Title: Date:
0 Amendment Accepted

[] Denied: Records are Accurate and Complete

O] Denied: Other (state reason)

By: Title: Date:

Member notified:

By: Title: Date:




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, 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, or sex.

Providence Health Plan and Providence Health Assurance:
e Provide free aids and services to people with disabilities to communicate effectively with us, such as:
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 has failed to provide these services or discriminated in another way on the basis of
race, color, national origin, age, disability, or sex, you can file a grievance with our Non-discrimination Coordinator by mail:

Providence Health Plan
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.qov/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.

Language Access Information

ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call 1-800-878-4445
(TTY: 711).

ATENCION: si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia lingiiistica. Llame al 1-800-878-4445 (TTY:
711).

CHU Y: Né&u ban néi Tiéng Viét, c6 cac dich vu hd trg ngdn ngit mién phi danh cho ban. Goi s6 1-800-878-4445 (TTY: 711).
AR MREBFEARREDX, EBOLUREERESENRE. FHNE 1-800-878-4445 (TTY: 711).

BHUMAHMUE: Ecnv Bbl rOBOPUTE Ha PYCCKOM A3bIKe, TO BamM AOCTYNHbI 6ecnaaTtHble ycayru nepesoaa. 3soHuTe 1-800-878-
4445 (tenetaiin: 711).


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

o8t E MEotAl= B2, A0 A& MEIAZE 22 0/ E0tal &= UASLICH 1-800-878-4445 (TTY: 711) IS 2

YBATA! AKLLO BU PO3MOBAETE YKPAIHCbKOIO MOBOIO, BU MOXKETe 3BEPHYTUCA A0 6E3KOLWTOBHOI CyKO6M MOBHOT MiATPUMKM.
TenedoHyitte 3a Homepom 1-800-878-4445 (tenetaiin: 711).

FEFE: BAFZEINDGGE, BHOSEXEEZ CFAWEITET, 1-800-878-4445 (TTY: 711) FT. BE
FEICTIERSCEEELN,

oSl 5 aall Ciila 48 ) 1-800-878-4445 a8 Juail | Glaally &l al 5 &y sl saeLusall ciladd (8 cAalll 83 Gaanii i€ 13) 1k sale
(TTY: 711)

ATENTIE: Daca vorbiti limba romana, va stau la dispozitie servicii de asistenta lingvistica, gratuit. Sunati la 1-800-878-4445
(TTY: 7112).

[Uhs: 10 SMyARSUN MaNiS], NS SWIRAM O INWESSSS WL SIGESONUUITESY G SI600)
1-800-878-4445 (TTY: 711)

XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama. Bilbilaa 1-800-878-
4445 (TTY: 711).

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfligung. Rufnummer:
1-800-878-4445 (TTY: 711).

¢35 B o8¢ 2t ot i K38 Ra 0 Sugm AVl s Cosa 2losdl 81 asld K ws s e 31-800-878-4445
(TTY: 711) L 2, 28 s

ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-800-878-
4445 (ATS : 711).

Beu: fuans nanuaensaliiznistaamaenianmnléng e 1-800-878-4445 (TTY: 711)

DOC-002 (02/09)
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