) Blue Cross ..
) Blue Ec':g:-%'?uetwork Request For Restriction Of Use And
® % of Michigan Disclosure Of Protected Health Information

Nonprofit corporations and independent licensees
of the Blue Cross and Blue Shield Association

Use this form to request a restriction of our use and disclosure of your
protected health information that we, or our business associates, maintain
for treatment, payment or health care operations, to persons involved in
your care, or payment for that care.

Please complete the following:

Name Daytime phone number
Address
City State ZIP code Enrollee ID

Please read and complete the following:

You have the right to request that we restrict our use and disclosure of your protected health information for treatment,
payment and health care operations to persons involved in your care, or payment for that care. We are not required to
grant your request. If we do, our agreement will be in writing and we will restrict our use and disclosure of your protected
health information as you request. We may, however, use and disclose the restricted information in appropriate medical
emergency situations, or when use or disclosure without your written permission is authorized or required by law.

You can terminate the restriction at any time by notifying us in writing. We can also terminate our agreement to a
restriction at any time by notifying you in writing. If we do, termination is effective only to protected health information that
we create orreceive after we gave you our written notice terminating the restriction.

To exercise your right to request a restriction onour use and disclosure of your protected health information, please
specifythe protected health information you want to be handled in arestricted fashion, and the restrictions you wantus to

apply:

Please sign and date:
I request that you restrictthe use and disclosure of my protected health information as specified above. lunderstand that
you are not required to agree to my request, but if you do, you will inform me of any termination of the restriction in writing.

Signature Date
If you are not the patient, please sign and date this form below. Check the box that describes your relationship to the
patient. If you are notthe parent of the patient, please attach proof of your relationshipto the member (e.g.,power
of attorney, personal representative documentation, etc.).

Printname of personal representative:

Signature of personal representative and date:

[ Parent of minor child [ Legal guardian [ Power of attorney [ Executor [ other

Please include the fax number as shown below.

Please mail completed form (and all documentation ifneeded) to: Customer Individual Rights Unit
BCBSM
600 East Lafayette, MC 1620
Detroit, Ml 48226-2998

WF 7661 SEP 20 or Fax to: 1-877-522-4767
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We speak your language

If you, or someoneyou’re helping, needs assistance, you have
the rightto get help and information in yourlanguage at no
cost. To talk to an interpreter, call the Customer Service
number on the backof your card.

Siusted, o alguien a quien usted estd ayudando, necesita
asistencia, tiene derechoa obtener ayuda e informacion en
suidiomasin costo alguno. Para hablar conun intérprete,
llame al nimero telefénico de Servicio al cliente, que aparece
en laparte trasera de su tarjeta.
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Né&u quy vi, hay ngwdi ma quy vi dang gilp d&, can tro gilp,
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Nése ju, ose dikush gé po ndihmoni, ka nevojé pérasistencég,
kenité drejté té merrni ndihmé dheinformacionfalas né
gjuhén tuaj. Pér té folur me njé pérkthyes, telefononi numrin
e Shérbimit té Klientit né anén e pasme té kartéstuaj.
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Jesli Ty lub osoba, ktérej pomagasz, potrzebujecie pomocy,
masz prawo do uzyskania bezptatnejinformacjii pomocy we
wiasnym jezyku. Aby porozmawiaé z ttumaczem, zadzwon
pod numer dziatu obstugiklienta, wskazanym na odwrocie
Twojejkarty.

Falls Sie oder jemand, dem Sie helfen, Unterstiitzung
benotigt, haben Sie das Recht, kostenlose Hilfe und
Informationenin IhrerSprache zu erhalten. Um miteinem
Dolmetscherzu sprechen, rufen Sie bitte die Nummerdes
Kundendienstesauf der Rickseite Ihrer Karte an.

Se tu o qualcuno che stai aiutando avete bisognodi
assistenza, haiil diritto di ottenere aiuto e informazioni nella
tua lingua gratuitamente. Per parlare con un interprete,
rivolgiti al Servizio Assistenza al numeroindicato sul retro
dellatuascheda.

CAANR, FEEEEHROFOEYDATIHEEZLEL
ENBHATIBERMNCENELL, CHREDEFETY
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Ecy BaM nitv Tuity, KOTOpOMY BBl TOMOTAeTe, Hy KHa
MOMOII[, TO BBl UIMEETE ITPaBO Ha OCCINIATHOE IOy eHNE
oMo M 1 HHQOpMAIMY Ha BaIieM si3bike. J{71s1 pasroBopa ¢
HIepEeBO TUMKOM IT03BOHUTE 1O TeNle)oHy OTHeNna
00CI1yKUBaHUS KJIMEHTOB, yKa3aHHOMY Ha 00paTHOM CTOpOHE

BaIlIEH Ka pThL

Ukoliko Vamaiilinekome kome Vi pomaZete treba pomo,
imate pravo da besplatno dobijete pomoc iinformacije na
Vasem jeziku. Da biste razgovarali sa prevodiocem, pozovite
brojkorisnicke sluzbe sa zadnje strane kartice.

Kungikaw, o angiyong tinutulungan, ay nangangailangan ng
tulong, may karapatan ka na makakuha ngtulong at
impormasyon saiyong wika ng walang gastos. Upang
makausap angisang tagasalin, tumawag sa numero ng
Customer Service salikod ngiyongtarheta.

Important disclosure

Blue Cross Blue Shield of Michiganand Blue Care Network
comply with Federal civilrights laws and do not discriminate
on the basis of race, color, national origin, age, disability, or
sex. Blue Cross Blue Shield of Michigan and Blue Care
Network provide free auxiliary aids and services to people
with disabilities to communicate effectively with us, such as
qualified sign language interpreters and informationin other
formats. If you need these services, call the CustomerService
number on the backofyour card. If you believe that Blue
Cross Blue Shield of Michiganor Blue Care Network has failed
to provideservices ordiscriminatedin another way on the
basis of race, color, national origin, age, disability, or sex, you
canfile agrievancein person, by mail, fax, or email with:
Office of Civil Rights Coordinator, 600E. Lafayette Blvd., MC
1302, Detroit, M148226, phone: 888-605-6461, TTY: 711,
fax: 866-559-0578, email: CivilRights@bcbsm.com. If you
need help filing a grievance, the Office of Civil Rights
Coordinatoris available to helpyou.

You can also file a civil rights complaint with the U.S.
Department of Health & Human Services Office for Civil
Rights electronically throughthe Office for Civil Rights
Complaint Portal available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail,
phone, or email at: U.S. Department of Health & Human
Services, 200Independence Ave, S.W., Washington, D.C.
20201, phone: 800-368-1019, TTD: 800-537-7697,

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




