e ’ WASHINGTON CONFIDENTIALITY
v tna REQUEST FORM

You have the right to have protected health information (PHI) and sensitive health care services
sent to you instead of the person who pays for your health insurance plan.

To keep PHI and sensitive health care services confidential, a confidential address needs to be
placed on your file. A confidential address allows certain communications to be mailed to an
address that is different from the subscriber’s. This will split your Explanation of Benefits (EOBSs)
from the family EOB and allow your EOB to be mailed directly to you. If you cannot provide a
confidential address the EOBs will be addressed to you and sent to address on file.

To make this request, complete all fields on the form, sign and send this form to us, or you can
call us.

Return this completed form to:

Address: Aetna HIPAA Member Rights Team
P.O. Box 14079
Lexington, KY 40512-4079

Fax: (859)280-1272

Phone: Member Services, number listed on the back of your ID card.

You may also stop the paper mailing of your EOBs and claim information by visiting Aetna.com.
choose “Log In.” Follow the prompts to complete the one-time registration. From your secure
account use the “Profile” link in the upper right corner to change your paper saving preferences.
Your EOBs and claim information will still be available in your secure account.

You also can use the "Profile" link to opt in or out of receiving emails from us, or to add or change a
phone number.

You may also place a password on your file. A password is a set of letters and/or numbers you
choose to be placed on your file that will block others from requesting your claim information.

To place a password on your account or to revoke/remove a privacy restriction or a confidential
address already on file call the Member Services number listed on the back of your ID Card.

DO NOT USE THIS FORM TO REQUEST A CHANGE ADDRESS OR UPDATE A PHONE NUMBER

If you need assistance in completing this form, or with a change of address, please call the
Member Services number listed on the back of your ID Card.
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Aetna complies with applicable Federal civil rights laws and does not unlawfully
discriminate, exclude or treat people differently based on their race, color, national
origin, sex, age, or disability.

We provide free aids/services to people with disabilities and to people who need
language assistance.

If you need a qualified interpreter, written information in other formats, translation
or other services, call the number on your ID card.

If you believe we have failed to provide these services or otherwise discriminated
based on a protected class noted above, you can also file a grievance with the Civil
Rights Coordinator by contacting:

Civil Rights Coordinator,

P.O. Box 14462, Lexington, KY 40512 (CA HMO customers: PO Box 24030
Fresno, CA 93779),

1-800-648-7817, TTY: 711,

Fax: 859-425-3379 (CA HMO customers: 860-262-7705),
CRCoordinator@actna.com.

You can also file a civil rights complaint with the U.S. Department of Health and
Human Services, Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or at: U.S. Department of Health and
Human Services, 200 Independence Avenue SW., Room 509F, HHH Building,
Washington, DC 20201, or at 1-800-368-1019, 800-537-7697 (TDD).


https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
mailto:CRCoordinator@aetna.com

TTY:711

English To access language services at no cost to you, call the number on your ID card.
Spanish Para acceder a los servicios linglisticos sin costo alguno, llame al nimero que figura
panis en su tarjeta de identificacion.
Chinese b T t f i
Traditional UNARASE A Bl 5 IR, AT B OR R L B B B R R SR
. D& sir dung cac dich vu ngdn ngit mién phi, vui long goi s dién thoai ghi trén thé ID
Vietnamese ctia quy vi.
Korean 28 L0 AH|AE 0|23 B B ID 70| 38 Hs 2 My
FHAL.
Russian [na Toro 4tobbl 6ecnNaTHO NOAYYUTb MOMOLLb NePeBOAUYNKA, MO3BOHUTE MO
Uss TenedoHy, NpuBeAeHHOMY Ha Balein naAeHTUDUKALUNMOHHOM KapTe.
Tacal Upang ma-access ang mga serbisyo sa wika nang walang bayad, tawagan ang numero
galog sa iyong ID card.
Ukrainian LLlo6 6e3KOoLTOBHj OTPMMATM MOBHI NOCAYIW, 33A43BOHITb 32 HOMEPOM, BKa3aHMM Ha
a Balil ineHTUIKalHIN KapTLi.
Mon-Khmer, 18Hj s s SINAYMMNIBUSSSSIG U SHS
Cambodian WEIUTIgIuNISTM SISz SISTUTUMN NS SIS HAY
Japanese BHOEEY—ERIE, IDA—FIZHEIBEBICEEECIEELY,
Ambharic PL7E AINNCFTT PANGE ATITTHE (903 OELPT AL PADT BTC LLD (i

Cushitic-Oromo

Tajaajiiloota afaanii gatii bilisaa ati argaachuuf,lakkoofsa fuula waraagaa eenyummaa
(ID) kee irraa jiruun bilbili.

Arabic RE P Rél.h,a UJG 32 gall @5‘)5\ uk; Juai¥) sla A1 (é‘ O Z\i’iﬂ\ Cilaadly u.&c Joaall
Puniabi 3J3 B8 e foi SH3 T8t Uarst AT & @93 a9 38, Wy WSt 93
! 3E3 ST 325 I
Um auf den fiir Sie kostenlosen Sprachservice auf Deutsch zuzugreifen, rufen Sie die
German
Nummer auf lhrer ID-Karte an.
Lao Woc89cfH0INIVWITINOCTLeT, IlnnrcdinegluiouzacTogen.




CONFIDENTIALITY REQUEST FORM

You have the right to have protected health information* sent to you instead of the person who pays for your
health insurance plan. In Washington state, sensitive health care services”" are required to be confidential, but if
you have not requested this information to be sent to a different address or by another means, this information
will be sent in your name to the address on file. You can ask to be contacted about protected health information
and sensitive health services:

- At a different mailing address.

-  Byemail.

- By phone.

- Through the health insurance company’s portal.

To make this request, complete, sign and send this form to your health insurance company, or you can call
your health insurance company to request confidentiality. You can also use this form to change or update
your confidential contact information.

Please note: Your health insurance company must complete your request within three business days of receipt.

Name of your health insurance company

Your name

Your date of birth Your insurance member # (if available) Your insurance group # (if available)

Tell us how we should contact you. Some laws may require certain communications to be in writing, so
please provide an email or mailing address to ensure confidentiality. Your health insurance company must
contact you through at least one of your chosen communication methods. In the boxes below, please rank
your choice by putting a “1” next to your first choice, “2” next to your second choice, if you select more
than one method of contact.

Email at this email address:

U.S. mail at this address:

Message through online insurance patient portal.

Phone call to the following number: ()

(IR

Send to my authorized health care provider or representative: provide name & contact
information:

IMPORTANT! The following section MUST be completed:

e Please provide a phone number or email address to contact you if there are questions regarding this

request.

( )

Phone number Email address
Signature Date

For questions about requesting confidentiality, you can call your health insurance company or contactthe  Page3
Office of the Insurance Commissioner at 1-800-562-6900.



CONFIDENTIALITY REQUEST FORM

PLEASE NOTE: If you change insurance companies, you will need to make this request to the new company.
Until your request is processed, the health insurance company may continue to send your protected health
insurance to the person who is paying for your health insurance.

*Protected health information means individually identifiable health information your company has or sends
outin any form. Confidential communication of protected health insurance covered under this request includes:

e Bills and attempts to collect payment for health care services from your health insurance company
(however, this request does not apply to your health care provider).

A notice of adverse benefits determination.

An explanations of benefits notice.

A request for additional information about a claim.

A notice of a contested claim.

The name and address of a provider, a description of services provided, and other visit information.
Any written, oral or electronic communication that contains protected health information.

**Sensitive health care services are health care services related to:

Reproductive health care.
Sexually transmitted diseases.
Substance- use disorder.
Gender dysphoria.
Gender-affirming care.
Domestic violence.

Mental health.

For questions about requesting confidentiality, you can call your health insurance company or contact the Page 2
Office of the Insurance Commissioner at 1-800-562-6900.
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