Washington Request for
Confidential Communication

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.

To make this request, complete,
sign, and send this form to:

¢ Kaiser Foundation Health Plan of
the Northwest
Attn: Membership Administration
500 NE Multnomah St., Floor 4
Portland, OR 97232

e Fax: 855-524-5257

¢ Email: NW.Membership.
Administration@kp.org

1 Protected Health Information
(PHI). PHI is individually
identifiable information (oral,
written, or electronic) about a
member/patient’s physical or
mental health, the receipt of health
care, or payment for that care.
Examples include an explanation
of benefits, a claim denial, or
appointment information.

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

e Reproductive health care

Sexually transmitted diseases

e Substance-use disorder

Gender dysphoria

Gender-affirming care

e Domestic violence

Mental health
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Member information
FIRST NAME LAST NAME DATE OF BIRTH
HEALTH RECORD NUMBER (HRN) ~ MEMBER ID GROUP NUMBER

How should we contact you?

Some laws may require certain communications to be in writing, so please
provide an email or mailing address to ensure confidentiality. If you mark
more than one way, put a “1” next to your first choice, “2" next to your second
choice, and so on. Your health plan must contact you through at least one of
the communication methods noted below:

US mail at this address:

Email at this email address:
Message through online insurance member portal

Phone call to the following number:

Please read this before you sign and send

This confidential communication request does not apply to your healthcare
provider. You must give them separate, specific instruction about what healthcare
information they may share, and with whom. This request stays in effect until you
notify us in writing that it is terminated or revoked. Your health plan may have
already shared health information before it received this request, and that disclosure
cannot be changed. Your health plan and its representatives are not required

to comply with this request if a court order or court document prohibits us from
following your directive.

We will act upon your request within 3 business days of receiving it from you.
You may also call us at 1-800-813-2000 (TTY: 1-800-735-2900) to provide us with
this direction.

IMPORTANT! The following section MUST be completed:

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

PHONE NUMBER EMAIL ADDRESS

. Signature

SIGNATURE DATE
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