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KEEP IT CONFIDENTIAL.

CONFIDENTIAL COMMUNICATIONS REQUEST

As of January 1, 2015, California law requires insurers to honor this request. Under the
California Confidential Health Information Act, you may request that your health
insurance plan send medical information directly to you.

You can ask to be contacted:
- At a different mailing address
- By mail
- By telephone

To make this request, complete, sign and send this form to your insurer. Note: It can take up to
14 days from the date your insurer receives your hard-copy request to process it. Requests made
by telephone, by email, or over the Internet must be implemented by your insurer within seven
calendar days.

TO:
Name of Your Health Insurance Company
FROM:
Your Name
Your Date of Birth Your Insurance Member Number

I am contacting you to request: (Please mark one or both statements below)

All medical information about the sensitive services I receive using my health
insurance including where and when I receive health care be sent directly to me
and not to my family members. (“Sensitive services” includes sexual and
reproductive health care, mental health, sexual assault counseling and care and
treatment for alcohol and drug use.)

All information about the health care I receive using my health insurance
including where and when I receive care be sent directly to me and not to my
family members because disclosure of all or part of this information could lead
to harm or could subject me to harassment or abuse. (You will never be asked to
explain why you feel this way.)
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I request that communications containing any of the above information be sent to me as
available as follows:

(Please mark the way(s) that are safe for you to receive information. If you mark more than one
way, put a “1” next to your first choice, “2” next to your second choice and so on. Your health

plan is required to contact you through at least one of the communication methods noted below.)

Select Preference Order

Email to the following email address:

Message through my online insurance patient portal:

Text to the following telephone number:

U.S. Mail at the address below

Other (please describe):

IMPORTANT! The following two sections MUST be completed:

1. If a communication cannot be sent in the above selected format(s) and/or I prefer
receiving information by U.S. mail, please use the address below:

2. Is there a phone number or email we can use to contact you if we have questions
regarding this request?

This request is valid until I submit a revocation or a new request.

Signature: Date:

You may send your confidential communication form to Providence Medicare Advantage Plans
at:

Providence Medicare Advantage Plans
Attn: Customer Service

P.O. Box 5548

Portland, OR 97228-5548
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You may fax your confidential communication form to 503-574-8608 or 1-800-425-0199 or you
may hand deliver it (if mailing, use only the post office box address listed above) to the
following address:

Providence Medicare Advantage Plans
Attn: Customer Service

3601 SW Murray Blvd, #10
Beaverton, OR 97005-2359
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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, marital 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, 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 Medicare member who needs these services, call 503-574-8000 or 1-800-603-2340.
All other members can 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 and Providence Health Assurance
Attn: Non-discrimination Coordinator
PO Box 4158
Portland, OR 97208-4158

If you need help filing a grievance, and you are a Medicare member call 503-574-8000 or 1-800-
603-2340. All other members 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
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Complaint Portal, available at Attps://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.gov/ocr/office/file/index. html.


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

3= Providence

Medicare Advantage Plans

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 espafiol le podra ayudar. Este es un
servicio gratuito.

Chinese Mandarin: FAl 14 0L 6 B ORIIENR 5%, &5 DDA 25 5 T (R B 25 W PR B ) AT (n] 58 1],
IR A AR 55, 1 £ 1-800-603-2340 (TTY: 711), AT b SC LAE A AR IR S
iR, XJE— I RS,

Chinese Cantonese: &% Mt B sl & i ba vl M- A3 5t lh], At Mg e o Z g Ik
. WIEEIGEIRTS, HECE 1-800-603-2340 (TTY: 711), FHAMakrb Sorh A H 548 8 24 s it
HYy, 8 &g,

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 t6i cé dich vu thong dich mién phi dé tra 18i cac cau hdi vé
chuaong sic khoe va chuadng trinh thuéc men. Néu qui vi can thong dich vién xin goi
1-800-603-2340 (TTY: 711) sé c6 nhan vién noéi tiéng Viét giup d3 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.

H9047_2023PHA01_C MDC-538
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Korean: @AL= o5 By = oFF By #gh Ao gsf =2l aa 75 59 AH| 25
Agskar dsHTE T ARl 2E o] &5t A3t 1-800-603-2340 (TTY: 711)H o=
el FAA L. FaolE sk B A mob =AYy o] MHjaE FRE

CEIRLS

Russian: Ecnun y Bac BO3HUKHYT BOMPOCbI OTHOCUTENIbHO CTPaxoBOro uau
MeANKaMeHTHOro nsaHa, Bbl MOXeTe BOCMN0/1Ib30BaTbCs HaWMMK becnnaTtHbIMU
ycnyramu nepeBogunkos. YTobbl BOCNONb30BaTbLCA yC/yramm nepeBoumka,
no3soHUTe Ham no TenedoHy 1-800-603-2340 (TTY: 711). Bam okaxeT NoOMOLLb
COTPYAHWK, KOTOPbIM roBOPUT NO-pyccku. [laHHaga ycnyra 6ecnnaTtHas.

Arabic: asJie o Jpanll Wual & 0a¥) Json ol daally slati dlind (g1 e e duilaall (5 5il) an yiall Cilerss o L)
B yall Caany e e o sises (TTY: 711) 2340-603-800-1 e L Juai¥) (5 ms clle Gl s y58 o3 linelinay

Hindi: SAR WA 41 &d1 $1 AIoi1 & IR F 31U fdl Hf Uy & Sa1e 34 & fore guR U g
U TaTE I §. Th GHIIT UTed & & folg, 99 X 1-800-603-2340 (TTY: 711) WR HBIH
B, s faa Sl fg=<l FIeal 8 3BT Heg HR Ghdl 6. I8 Uh Jud 9dl 6.

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.

Mo Mg 2

Portugués: Dispomos de servicos de interpretacao gratuitos para responder a
qualquer questdao que tenha acerca do nosso plano de saude ou de medicagdo. Para
obter um intérprete, contacte-nos através do numero

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 sévis entépréet gratis pou reponn tout kesyon ou ta
genyen konsenan 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, ktéry
pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania
lekow. Aby skorzysta¢ z pomocy ttumacza znajacego jezyk polski, nalezy zadzwonié
pod numer 1-800-603-2340 (TTY: 711). Ta ustuga jest bezptatna.

Japanese: il D HE EELRER & KA AL TE T T S ICBT 5 ZHEBICBE LT Ao 12, i
BHOMRT —E 20D ) T8 WE T, WiRE THmIC A 5121,

1-800-603-2340 (TTY: 711) i BHEL 23 v, AAEZGET A E LRV LET, 2
Rl — B 2 TY,
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