Sl Providence
Medicare Advantage Plans

HNudpopmanus o BalieM 3anpoce Ha OrpaHUYCHHUE TOCTYNA K
Protected Health Information (PHI)

YTo 03HaYAET NPABO HA OTPAHMYCHHUE JOCTYNA K 3aIMMIIEHHOH MeAUIINHCKOH nHGopManun
(PHL, Protected Health Information)?

Bb1 nim Bai TMYHBIN IpeCTaBUTEINb UIMEETE MTPABO 3aPOCUTh OTPAHNYEHUE Ha HCIIOJIb30BAaHHUE U PACKPBITHE
Bauieil PHI. YuacTHuK mporpamMmsl WK €ro JINYHBIN IPEICTABUTEIb MOXKET 3alIPOCUTh OTPAHUYEHHUE Ha
UCTIONIb30BAaHKE U PACKPbITHE HH(DOPMAINH, CBI3aHHOH C JIEYSHNEM, OTIATON WM AESATENbHOCTBHIO B 00JIaCTH
MEIMIIMHCKOTO 00CTyKMBaHUs TOJIBKO B cooTBeTcTBUH ¢ Health Insurance Portability and Accountability Act
(3aK0H O NEPEHOCUMOCTH U MOJIOTYETHOCTU MEIULIMHCKOT0 cTpaxoBanusi). [lnan MeaAMIIMHCKOrO CTpaxoBaHus
HE MOXKET U3MEHSATh JI000€ IPyroe UCIOIb30BaHUE WIH PACKPBITHE HHPOPMALIUH, IPEAYCMOTPEHHOE 3aKOHOM.
B xommnanun Providence Medicare Advantage Plans moHrMaroT BaHOCTh COXpaHEHUS! KOHPHUIEHITUATbHOCTH
Balleil MeIUIIMHCKONW nHpopMaIi. MBI HCIIONIB3YEM H MepeiaeM TOJIBKO Ty HH(pOpMaIHIo, KOTopas
HEeoOXoIuMa JUIsl IPeAOCTAaBICHUS YCIyT HAIIMM YYaCTHHKAM, a TAaK)Ke B COOTBETCTBHH C Pa3pEIICHUEM H
TpeOOBaHUSIMH 3aKOHA.

YT0 HYKHO 3HATH, YTOOBI BOCIOJIHL30BATHCH ITUM NPaBoOM?

e Komnanus Providence Medicare Advantage Plans BHuUMaTensHO pacCMOTPUT BCE 3aIIPOCHI HA OTPaHUYEHUS,
onHako Providence Medicare Advantage Plans He 00s13aHa cormamarhbcsi ¢ 3alpOIICHHBIM OTPaHUYCHHUEM.

JIro6oe orpannuenue, npunstoe PHA, Oyiet OTHOCHTBCS TONBKO K HH(OpMAIMK, KOTOPOW MBI PacIoIaraeM.

e Komnanus Providence Medicare Advantage Plans mocrapaercsi yJIOBI€TBOPUTh BCE Pa3yMHBIC 3alpOChl Ha
OrpaHHYEHUE, HO OCTABISIET 32 COOOIl MPaBO OTKIIOHUTH 3aIPOC, €CIIH €0 BBIIOJIHEHHE HE MPEACTaBISETCS
BO3MOJKHBIM.

e Kommnanus Providence Medicare Advantage Plans He MOXeT yIOBIETBOPHUTD 3alPOC, €CIIM OH TMOCTYTIHIT
MOCJIE IAThl OKa3aHUsl yCIyTry U HH(opMmanus yxe Oblia omyOIMKoBaHa.

e Eciu 3a1pocC GYI[CT YAOBJICTBOPCH, BAC YBCIAOMAT 00 ’TOM B ITHCHbMEHHOM BUJC.

e Ecnu 3ampoc OyAeT ynoBIeTBOPEH, ero o0padoTratoT B TeueHue cemu (7) AHeH ¢ MOMEHTA MOJIy4YeHUs
3ampoca.

e 3anpoc Ha OrpaHUYCHHUE MOKET OBITh OTKJIIOHEH, U B 3TOM ClIy4yae Bac yBEJIOMSIT O TAKOM OTKa3e B
MHCbMEHHOU (opme.

e B curyanusx, Korja y4yacTHHK, 3alIPOCHBIIHI OTpaHUYEHHE, HYKIAeTCsl B SKCTPECHHOM JICUSHHHU, KOMITAHHS
Providence Medicare Advantage Plans Mo>keT ncrnonb3oBaTh npoeccuoHaibHoe cyxaeHue. Ecnu
Y4YacTHHUKY OyJeT BBITOJHO OTMEHHTH 3alpOC Ha OTPaHUYCHHE B CBSA3U C UPE3BbIUAHON cUTyaIeH,
komnanus Providence Medicare Advantage Plans npenocraButr MuHMMaisHO HeoOxoaumyro PHI, 4To0b
MIOMOYb OCTABIINKY YCIyT OKa3aTh SKCTPEHHYIO TIOMOIIb.

e VYYaCTHUK MOXET B JIF000€ BpEeMsi OTMEHUTH 3TO OTPaHUYEHHUE B TICHBMEHHOM BH/JIE, HAIIPABUB 3aIPOC IO
noyTe Win Gpakcy B OTAET 00CTyKHBaHHS KJIHEHTOB 10 YKa3aHHOMY HIKE aJipecy.


http://ProvidenceHealthAssurance.com

Kak M0:kHO orpanu4uTh goctyn K csoeii PHI?

K Hacrosimemy nucbMy mpuiaraetcs popma 3arpoca yuacTHHKa Ha orpanndenue nocryna k PHI. 3anonnute ee Bcro,
MOJITUIIATE U OTIpaBbTe KomnaHuu Providence Medicare Advantage Plans. Bel MoskeTe oTIpaBHTh 3ampoc
y4acTHUKA Ha MOIy4YeHHs JocTyna B kommnanuio Providence Medicare Advantage Plans mo ampecy:

Providence Medicare Advantage Plans
Komy: Otnen o6cmyKuBaHuUS KJIMEHTOB
PO Box 5548
Portland Oregon 97228-5548

Br1 MojkeTe oTripaBUTh ()OpMyY 3ampoca ydacTHHKA Ha 10CTy 1o (akcy Ha Homep 503-574-8608 wnu BpyuuTsh ee
JUYHO (€CIH BBl OTHpaBiseTe GOpMy MO MOYTE, UCHONb3YHTE TOIbKO YKa3aHHBIN BBIIIE apec ¢ A0OHEHTCKUM
AIMKOM) 110 CJIEAYIOIEMY aapecy:

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

Ecnu y Bac BO3HUKHYT JpyTHe BOIIPOCH! HIIM KaKHe-IT00 COMHEHHUs, 0OPAaTUTECh B OT/EIN OOCITYKUBAHUS
kieHToB kommanuu Providence Medicare Advantage Plans, mo3sonus o Homepy 503-574-8000 mmu 1-800-
603-2340. Eciiu y Bac HapylIeH clIyX U Bbl II0JIb3yeTeCh TEJETAaNoOM, IO3BOHUTE Ha HAlIYy JUHUIO TeJeTaina no
Homepy 711. Onepatopsl Ciry>kObI TOAIEPIKKHA JOCTYTTHBI 0€3 BHIXOJHBIX U TOTOBBI OTBETUTH HA BAIIH BOIIPOCHI
¢ 08:00 o 20:00. (TMXOOKEaHCKHI YaCOBOH MOSC).

C GmaroapHOCTbIO,

Providence Medicare Advantage Plans

Bnoxenne



=iF Providence

Medicare Advantage Plans

Member Request to Restrict Protected Health Information (PHI)

3anpoc yua

CTHMKA Ha orpann4yeHue nocryna k 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.
Hcnonb3yiiTe 3Ty opMy, YTOOBI 3aPOCUTh OrpaHnveHue Ha packpbiTie PHI B mHIuBUIyamsHOM Habope
JTaHHBIX, KOTOpHIN BeneT kommnanus Providence Health Plan (PHP) nnu oaus u3 ee 1e10BbIX MapTHEPOB.

Ecau Bam HYXXHa IOMOIIb B 3alI0JTHCHUN (I)OpMI)I, O6paTI/ITeCI> B OTACII O6CJ'IY)KI/IBaHI/IH KIIMEHTOB KOMITaHUH
Providence Medicare Advantage Plans o Homepy, yka3aHHOMY Ha Bailel H1eHTU()UKAMOHHON KapTe

ydacTHUKa. Bam HE00X0AMMO 3aNIOJTHUTH B

ce I0JIs 3TOH (hOpPMBI.

MEMBER INFORMATION
NHOOPMAIIUA Ob YHACTHHUKE

Member Last Name
DamMuINs YYaCTHUKA

Member First Name
NMms yuacTHUKA

Middle Initial
NHumag BTOporo MMeHu

Member Date of Birth
Jarta poxaennsi y4yacTHHKA

Member Identification Number (See your
member ID card)
NnenTnpuKANNOHHBIIN HOMEP YYaCTHUKA
(yka3aH Ha Bameil ID-kaprte yuacTHuKa)

Group Number (See
your member ID card)
HomMmep rpynmnsl
(yka3an Ha Bamei ID-
KapTe Y4aCTHUKA)

Member Street Address
Anpec y4aCTHHKA C YKa3aHHEM
YJIHIbI © HOMepPa 10Ma

City and State
T'opon u mrar

ZIP Code
TlouTOBBIN HHAEKC

This request is (check one)/9tot 3anmpoc (0OTMEThTE OJIH BapUaHT):

New/HoBbli

line/TTepeiiTu K MOAMMCAHUIO CTPO

TO REVOKE an existing restriction effective (indicate MM/DD/YY)/OTMEHA cymecTBytoriero
OTpaHWYEHUS ¢ MOMEHTA BCTYyIUICHUS B crity (ykakure MM/JII/TT)

Skip to signature

Ka

Restriction Requested/3anpamuBaemoe orpannueHne

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

Please provide details/OrpannueHue Ha UCTIOIB30BAaHUE WIIH PACKPBITHE HH(DOPMAIINHU, CBI3aHHOM
C JIeYeHHEM, OTUIATON W/WITU MEIUIMHCKUMH yCIyraMu. Y KaXuTe MoApoOHY0 HHPOPMALIHUIO.

Restriction on use and disclosure of PHI: (check all that apply)/Orpanuuenue Ha UCIIOJIb30BaHUE U
packpsiTue PHI: (oTMeThTe Bce MOAXOISIINE BAPUAHTHI)

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)/Uneny ceMbu, pOACTBEHHUKY WIH APYTOMY
YKa3aHHOMY JIMILY, HEMIOCPEJICTBEHHO CBSI3aHHOMY C MX YYaCTHEM B MOEM JICUCHUH UITU OILIaTe
MEIUIMHCKHX ycayT. [IpenocTaBbTe Mo poOHy0 HHPOPMAIIHIO (HApHUMep, HHPOPMAIIHIO C
OrpaHUYCHUSIMHU H/WIIA UMSI YIeHa CeMbH OO0 JIpyra)




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)/Mudopmaris o MoeM MeCTOHAXOKICHUH, OOIIIEM COCTOSIHUU
3JI0POBbSI WJIM CMEPTH WICHAM CEMbH, IMYHOMY MPEICTABUTEIIO WU IPYTOMY JIAIY, OTBETCTBEHHOMY
3a Moe JieueHue. [IpegocraBpTe NoApoOHyI0 HHPOpMAIHIO (HallpuMep, HHPOpMaLIHIO ¢
OTpaHUYEHUSIMH U/UIIU UMS YWIeHA CEMbH JTMOO0 Ipyra)

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:

OOparuTe BHUMaHHE: MO 3aKOHY OT HAaC MOXET MOTPeOOBaThCA PACKPBITHE CIEAYIONINX TUIIOB HHPOPMALIUH,
H03TOMY J11000€ OrpaHUYEHHEe, C KOTOPBIM MBI COTJIallIaeMcsl, He TIOBJIMSET Ha PACKpbITHE HHPOPMALIUH B
CJIEAYIOUIMX 00CTOATENbCTBAX WIU B IPYTUX 0OCTOATENILCTBAX, KOI' /1A pacKpbITHE HH(pOpMaIK TpedyeTcs 1o
3aKOHY:

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;/Hcnonb30BaHue U pacKpbITHE
UH(POPMALIUH, JI1 KOTOPOTO HE TPeOYyeTCsl pa3pelieHnue Wi BO3MOXHOCTh COTJIACUTHCS MIIK BO3PA3UTh
(HampuMep B CITy4asix HAIIMOHAIBHOHN 0€301aCHOCTH, e TEIIbHOCTH B 0071aCTH 00IIIECTBEHHOTO
3[IpaBOOXPaHCHUsI, 00ECIICUEHHsI TPABOTIOPSIIKA, IIOMOIIIH )KEPTBaM )KECTOKOTO OOpaIlleHHsI, OTCYTCTBHSI
3a00THI WM IOMAITHETO HACWIINS, HCCIIEIOBAHUM WM APYTHX CIy4aeB PacKphITUS HH(OpMAIINY,
TpeOyeMBbIX 110 3aKOHY).

e Disclosures required by the Secretary of the Department of Health and Human Services to investigate or
determine our compliance with HIPAA./PackpeiTe unpopmaimu, Tpedyemoe cekperapem
MunmcTepcTBa 3ApaBOOXpaHeHus M colanbHbIX ciry:k0 CLIA mis paccienoBaHus WK ONpeIeIeHUS
HAIIIETO COOTBETCTBUS TpeOoBaHUsM 3akoHa HIPAA.



MEMBER SIGNATURE AND DATE
HOAINNCDH YYACTHUKA U JIATA

By/Nms: Date//lara:

(Member Signature)/(Ilognuch yyacTHrKa)

-OR —/—WJINA -

By/Ums: Date//lara:
(Member’s Designated Legal Representative/Guardian Signature)
(IToanuceh ynoJTHOMOYEHHOI0 32aKOHHOT0 NMPeJICTABUTE/ISI/0NEKYHA YYACTHHKA)

Relationship t Legal
mee;];(élrl/sfcél;[ ° I(;arg:{ltm guardian* Holder of Power of Attorney*
: . - 3aKOHHBIN JepxaTenb 10BEPEHHOCTH™®
MPUXOJIUTCS YYACTHHUKY: poxuTenei
OreKyH™

*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.

* Ecoia 3Ta dopMa nmoanucaHa He y4aCTHMKOM HJIM €ro POAUTEISIMU, PAJIOKHUTE
COOTBETCTBYIOLIIME JOKYMEHTBI 0 TOM, YTO BbI SIBJIeTEeCh 3AKOHHBIM OIIEKYHOM WJIH
AepakaresieM 10BEPEeHHOCTH.

e 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.)/Ilpumeuanue 013 pooumeneit/3aKOHHBIX ONEKYHOB
HecoB8epUIeHHONICMHUX: 3AKOHbL Wimama mozym 3anpemums naany Providence
Health Assurance evtnonname eaui 3anpoc 0 KOHPUOEeHYUANbHOU UHPopMmayuu de3
RUCOMEHHO020 pa3peuienus HecogepuienHoiemuezo yuacmuuka. (Iloonuce ooncnul
nocmaeums u pooumeib, U HecO8EPUICHHOIeNHUIL.)
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