] . Blue Cross
Request for confidential Bilie Care Network

®  of Michigan

C O m m u n I C a.tl O n Nonprofit corporations and independent licensees

of the Blue Cross and Blue Shield Association

If you believe that the way we currently communicate protected
health information could endanger you, use this form to request
that communications are delivered to you in adifferent way.

About confidential communication (Please read carefully before completing form.)

We mail communications containing your protected health information, such as an Explanation of Benefits,
to the address of the subscriber (the person whose name appears on your ID card). We also rely on
telephone information in your membership records when we contact you by telephone.

If you believe the above methods of communication could endanger you, you have the right to
request that we use a reasonable alternate method of communication, such as:

B Sending your protected health information to a different address.

B Contacting you at a different phone number.

A request for confidential communication may be denied if you are not in danger, or we can’t
reasonably accommodate your request.

Within 5 days of receiving your request, we will notify you in writing (at the address you provide in
Section C) regarding the approval or denial of confidential communication.

B Because we cannot guarantee that information published online will be seen only by you, the
member website will not show any information for you or other members on your account while

confidential communication is in place.

n Please identify the MEMBER needing confidential communication

Member name Date of birth

Member ID (number on ID card beginning with 1 to 3 letters)

E Current address of SUBSCRIBER (Complete using the enrollment information we have on record).

Subscriber Address

City State ZIP _

New address/telephone number for confidential communication

Member Address

City State ZIP _

In care of: (optional)

Telephone number
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Request for confidential communication, continued

E Signature (Sign and date the appropriate line)
| attest that | have read the information above and need communication about my protected health

information sent by the alternate method provided above because | believe any other method of
communication could endanger me.

Note: Complete form by signing in EITHER Section 1 or Section 2.

1 If you are the MEMBER requesting confidential communication

2 If you are the member’s PERSONAL REPRESENTATIVE

Please provide your name, sign and date. Check the box that best describes your relationship to
the member. If it is not already on file, attach proof of your relationship to the member. Parents
do not need to attach proof.

Representative full name

| sionnere g Date

D Parent of minor (younger than 18) child
D Legal guardian: Attach guardianship documentation (must have a court’s stamp and signature).

D Power of attorney: Attach power of attorney (must include authorization of the release of
healthcare information).

D Executor: Attach letter of appointment of executorship (must have a court’s stamp and signature).

':l Patient Advocate: Attach Designation of Patient Advocate form, signed by member.

Please mail completed form (and documentation if needed) to:

Customer Individual Rights Unit
BCBSM

600 East Lafayette, MC 1620
Detroit, MI 48226-2998

orfax 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 aninterpreter, call the Customer Service
number on the backofyour card.

Siusted, o alguien a quien usted esta ayudando, necesita
asistencia, tiene derechoa obtener ayuda e informacién en
suidiomasin costo alguno. Para hablar conun intérprete,
llame al nimero telefdnico de Servicio al cliente, que aparece
en laparte traserade su tarjeta.
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Nése ju, ose dikush gé po ndihmoni, ka nevojé pérasistencé,
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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JesliTy lub osoba, ktérej pomagasz, potrzebujecie pomocy,
masz prawo do uzyskania bezptatnejinformacjii pomocy we
wtasnym jezyku. Aby porozmawiac z ttumaczem, zadzwon
pod numer dziatu obstugiklienta, wskazanym na odwrocie
Twojej karty.

Falls Sie oder jemand, dem Sie helfen, Unterstiitzung
bendtigt, haben Sie das Recht, kostenlose Hilfe und
Informationenin lhrerSprache zu erhalten. Um miteinem
Dolmetscherzu sprechen, rufen Sie bitte die Nummerdes
Kundendienstesauf der Riickseite 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.
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Ecnn BaM mtw sTHITy, KOTOPOMY BBI TOMOTAETE, Hy KHA
MOMOIIIb, TO BBl UIMEETE MPaBO Ha OeCIIaTHOE TIOJTy4YeHUE
MOMOIIM U MH(opMaLMHy Ha Ba1ieM si3bike. J{J1s pazroBopa ¢
MIePEBOTUMKOM ITO3BOHUTE IO TeJIehOHy OTIeNA
00cy)UBaHHS KJTUEHTOB, yKa3aHHOMY Ha 0 OpaTHON CTOpOHe
BaIlICH Ka PTBL

Ukoliko Vamaiilinekome kome Vi pomazete treba pomog,
imate pravo da besplatno dobijete pomoc i informacije 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 sa likod 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 Customer Service
number on the backof your card. If you believe that Blue
Cross Blue Shield of Michiganor Blue Care Network has failed
to provideservices ordiscriminatedin anotherway on the
basis of race, color, national origin, age, disability, or sex, you
can file agrievancein person, by mail, fax, or email with:
Office of Civil Rights Coordinator, 600E. Lafayette Blvd., MC
1302, Detroit, M1 48226, 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 alsofile 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.qgov/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. Complaintforms are
available at http://www.hhs.qov/ocr/office/file/index.html.




