°®
% KAISER PERMANENTE.
sRivuUusIISSIBSSHULS

UINMepRiuuUusiSaSgjsg SRS SHSIHHUIRUMSHNRASS
UMY Uinn: SEMuwussivigagoiuhizumanssSumsis isiunsyg
RN ISTHUWEN SINRIS)S UmMnBi oI onwingHis) s

USUIRUESMIMmSINUIRIE UGN SIS SHuLs:

Tns:
ussunsEniRan|a: igisssinnes:
HEUWENS:

Simtab 15 es=EsuUS:

HWENSHIBU (UNSITES):

IS giun:

VHIRSSIFSSHNNUHSISSSIRHUISIMSMuwgSiEug g SeHimy:

FUWEN SIRH1S] s

Simtab 15 es=EsuUS:

HUWENSHBUIREIS]S (UUSIOmS):

IS giun:

BopigHig)sisssirssy (uasidums):

ISHAGHS guSMISTEsRIEnwny)uam USICUDRENSInNIHA NS0

O sohswiitiwsainfis:SsiisesudsMmns s egs
YUnAumSainnS

NS ens FIUTIC S:

HUS[RIUUSHIIINR UG SHUSHUE SHOISUINIIGISIF S

Kaiser Foundation Health Plan, Inc. PO Box 939001, San Diego, CA 92193-9001.

CCRform/pstc/v3/June2022



	ទម្រង់ស្នើសុំទំនាក់ទំនងសម្ងាត់

	Current Alternative Address on file: 
	City: 
	State: 
	Zip Code: 
	Email Address (if applicable):: 
	Phone Number 1: 
	Alternative Address:: 
	City_2: 
	State_2: 
	Zip Code_2: 
	Email Address if applicable: 
	Phone Number 1_2: 
	Alternative method of communication (if applicable):: 
	Text1: 
	I understand this is a request to discontinue confidential communication from being sent to: Off
	Date: 
	Name: 
	Medical Record Number: 
	Date of Birth: 


