Instructions to complete the Highmark Health Options Member Request
for Restriction on Uses and Disclosures of Protected Health Information Form

Section A: Member Information

Write the first and last name of the member whose information is being restricted.
Write the member’s identification number.

Write the member’s address.

Write the member’s date of birth.

Write the member’s telephone number.
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Section B: Health Information to be disclosed

1. Write the information or records you want restricted.

2. Write the name of the person or organization to which the restriction should apply.
3. Write the dates you would like this restriction applied.

4. Write the reason for this request.

Section C: Signature

1. This form must be signed and dated by the member whose information is to be restricted.

2. If the member is unable to sign this form, a personal representative with legal authority on file
with Highmark Health Options may sign and date the form. If a personal representative is
signing the form on the member’s behalf:

a. Insert the personal representative’s relationship to the member.
b. Insert the personal representative’s telephone number.
c. Insert the personal representative’s address.

Section D: Personal Representatives

If you are completing this form on behalf of a Highmark Health Options member please indicate in this
section the legal authority that gives you this right (i.e. Personal Representative form, Healthcare Power
of Attorney, legal guardianship, etc.).

If you have not already done so, you will be required to complete an Authorization to Use and Disclose
Form and submit it to Highmark Health Options. If the form is not on file when we receive this form, the
request will be denied. The form can be obtained and returned in the same manner as the Restrictions
Request Form.
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q— = Member Request for Restriction
HIGHMARK. on Uses and Disclosures of
HEALTH OPTIONS Protected Health Information

Section A: Member Information (Please Print)

Member Name: Member ID:
Address:
Date of Birth: Telephone:

Section B: Restriction Requested:

Please describe the information or records you want restricted (e.g., pregnancy test results):

Please tell us the name of the person or organization to which the restriction should apply:

Please specify the dates of you would like this restriction applied:

Start date: / / End date: / /

Please tell us the reason for this request:

Section C: Signature

I understand that I have the right to request that Highmark Health Options restrict the uses and
disclosures of the Protected Health Information created or kept by Highmark Health Options under
some circumstances.

I understand that Highmark Health Options will review my request after receipt of this completed
form, however, Highmark Health Options may not be able to honor all requests and still provide your

care. Highmark Health Options is not required to agree to all restrictions requested by members.

I understand that until a decision is reached, my request for restriction will not be honored.

PLEASE FILL OUT THE REVERSE SIDE OF THIS FORM




I understand that any form returned to Highmark Health Options incomplete will be returned to me for
completion and my restriction request will not be implemented until all the information is received
complete and processed.

I understand that I do not have the right to restrict the use or disclosure of information required by
law; needed for public health activities; related to abuse, neglect or domestic violence; used for health
oversight activities; needed for judicial and administrative proceedings; needed for law enforcement
purposes; needed to avert a serious threat to health or safety; needed for specialized government
functions; or needed for workers’ compensation programs.

I understand that if Highmark Health Options denies this request, [ may have the right to request a
reconsideration of the denial decision. I must submit my request for reconsideration in writing to:

Privacy Department
Highmark Health Options
PO Box 890419
Camp Hill, PA 17089

Signature: Date:

If this authorization is signed by someone who is not the member listed at the top of this form, attach
any documents (i.e. general power of attorney) that verify the signer’s authority to act for the member.

Section D: If you are a Personal Representative filling out this form for a Highmark Health
Options member, please write that relationship below and the legal reason that gives you this
right (i.e. Power of Attorney, guardian, etc.). If you have not done so, you will be required to fill
out an Authorization to Use and Disclose Form and send it to Highmark Health Options. You
can get the form and return it in the same way as the Restriction on Uses and Disclosures
Request Form.

If you are not the member, print your name: Relationship to member:
Legal form on file: Telephone number:
Address:

Highmark Health Options | PO Box 890419 | Camp Hill, PA 17089-1222 | 1-844-325-6251

Highmark Health Options is an independent licensee of the Blue Cross Blue Shield Association,

an association of independent Blue Cross Blue Shield Plans. REQ-139 (11-21)
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Discrimination Is Against the Law

Highmark Health Options complies with applicable
Federal civil rights laws and regulations and does
not discriminate on the basis of race, color, national
origin, age, disability, health status, sex, sexual
orientation or gender identity. Highmark Health
Options does not exclude people or treat them
differently because of race, color, national origin,
age, disability, health status, sex, sexual orientation
or gender identity.

You can 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 Complaint Portal, available at https:/
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, D.C. 20201
1-800-368-1019, 800-537-7697 (TDD)

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

Help in Your Language

Highmark Health Options provides:
» Free aids and services to people with disabilities
to communicate effectively with us, such as:

- Qualified sign language interpreters.

- Written information in other formats (large
print, Braille, audio, accessible electronic
formats, other formats).

» Free language services to people whose primary
language is not English, such as:

- Qualified interpreters.

- Information written in other languages.

ATTENTION: If you speak English, language assistance
services, free of charge, are available to you. Call the
number on the back of your ID card (TTY: 711).

ATENCION: Si usted habla espafiol, se encuentran
disponibles servicios de asistencia con el idioma sin costo
alguno para usted. Llame al nimero que figura al dorso
de su tarjeta de identificacion (TTY: 711).

Si w pale kreyol ayisyen, gen sévis &éd pou lang ki disponib
gratis pou ou. Rele nimewo ki sou do kat idantifikasyon w
lan (TTY: 711).

AR WMREHR AR FATRMES IR K
T FEENSE (MEALZAESHE : (TTY:711) -

I REBZEEIERE. BRNOSEXEY X EFAET
TEI, HRODAH—-FROER (1 71TTY) OESZ
WFOHUETD,

JOIE wg%ﬁ: & o 9]l olietell Slet ol, dHRL HIE HI™
ASIAcll Acki 4§l UG 8. dHRL Al S| 518 Sl W
AYEL HIoR UR sl s (TTY:711).

ATTENTION: Si vous parlez frangais, des services
d’assistance linguistique vous sont offerts gratuitement.
Veuillez appeler le numéro qui se trouve au verso de votre
carte d’identification (TTY : 711).

ol =0 AIESHAlE 2, A0 XY MH[AE RE=
0|&3ta &= AFLICE FtE AH2| HS 2 TSISHUAIL
(TTY: 71).

ATTENZIONE: Se parla italiano, per Lei sono disponibili
servizi di assistenza linguistica gratuiti. Chiami il numero
presente sul retro della Sua carta di identificazione
(TTY: 711).

LUU Y: Néu quy vi néi Tiéng Viét, ludn co cac dich vu hd
tro ngén nglr dwoc cung cdp mién phi cho quy vi. Vui ldng
goi sb dién thoai trén méat sau ctia thé nhan dang cla quy Vi
(TTY: 711).

ACHTUNG: Wenn Sie Deutsch sprechen, steht lhnen
kostenlose Unterstitzung in lhrer Sprache zur Verfligung.
Wahlen Sie hierfur bitte die Nummer auf der Rickseite
lhrer Ausweiskarte (TYY: 711).

PAUNAWA: Kung nagsasalita ka ng Tagalog, may maaari
kang kuning mga libreng serbisyo ng tulong sa wika.
Tawagan ang numero sa likod ng iyong card (TTY: 711).

FUAT A &: g 19 g Fetdl &, T AT Heradm Harg e Al AfR[eres Iueas
%1 37U UgTH FIRE & WIS g T FeR W et ¢ (TTY: 711) |

Gsza 350 ) T3 sl fosdas aso @ T Se dse

. . .- 1, L L
)‘T“O S \&\QQ S Cae\L\ pss Al A \%OL [T d\‘)A
So Qg 2z Ueuso U s SIS sy (Qu < slses: 711)-

Somge: B o Gomad UJ&B U& st Sl er\t;s
\dd't_%g'é ?Q‘Cg Jd g\dectj_ \Quad &JLS \d)ée \deé_’b &dé .L'») &T\L\é};
ossnd (Idolad 1dopas: 711).
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Highmark Health Options is an independent licensee of the Blue Cross Blue Shield Association, an association of independent Blue Cross Blue Shield Plans.
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