
       

       

       

                               

 
   

                          

  

      

  

 
 

                     

Please Print 

Full Name 

Revocation of Authorization 
Member I.D. Number & Date of Birth 

for a Release of Information 
by Kaiser Permanente 

Day Time Phone Number 

I hereby revoke the authorization signed by me on,___________________________________  
(Date of original authorization) 

and submitted to _________________________________________________________________ 
(Kaiser Permanente clinic, hospital or other facility) 

directing Kaiser Permanente to release healthcare information to: 

_________________________________________________________________________________. 
(Organization/Provider) 

I understand that this request does not apply to any disclosures: 

• Already made in reliance upon my previous authorization, 

•   Made for the purpose of obtaining insurance, or 

•   Made as required by law. 

________________________  ___________________________  ____________________________ 
Date and Time Signature of patient or legally Relationship to patient if not patient 

recognized representative 

Date received by Kaiser Permanente clinic: _______________ 

Distribution of Original: Eastern Washington to ACN-CS3; Western Washington to RCS 

DM3523000-01-17  (DM-3523)  MRF/ HHIC Kaiser Foundation Health Plan of Washington 



 

 

  

             

          

      

        

  

            

  

    

       

  

     

         

   

     

        

            

         

           

            

         

      

     

            

   

      

      

    

  

       

   

  

   

 

  

Notice of Nondiscrimination 

Kaiser Foundation Health Plan of Washington and Kaiser Foundation Health Plan of Washington Options, Inc. 

(“Kaiser Permanente”) comply with applicable Federal and Washington state civil rights laws and do not 

discriminate, exclude people, or treat them differently on the basis of race, color, national origin, age, 

disability, sex, sexual orientation, gender identity, or any other basis protected by applicable federal, 

state, or local law. We also: 

• Provide 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, audio, accessible electronic formats, and 

other formats) 

– Assistive devices (magnifiers, Pocket Talkers, and other aids) 

• Provide free language services to people whose primary language is not English, such as: 

– Qualified interpreters 

– Information written in other languages 

If you need these services, contact Member Services at 1-888-901-4636 (TTY 711). 

If you believe that Kaiser Permanente has failed to provide these services or discriminated in another 

way on the basis of race, color, national origin, age, disability, sex, sexual orientation, or gender identity, 

you can file a grievance with our Civil Rights Coordinator by writing to P.O. Box 35191, Mail Stop: 

RCR-A3S-03, Seattle, WA 98124-5191 or calling Member Services at the number listed above. You can file 

a grievance by mail, phone, or online at kp.org/wa/feedback. If you need help filing a grievance, our Civil 

Rights Coordinator is available to help you. 

You can also 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, DC 20201, 1-800-368-1019, 800-537-7697 (TDD) 

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

• The Washington State Office of the Insurance Commissioner, electronically through the 

Office of the Insurance Commissioner Complaint portal available at 

https://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status, or by phone at 

800-562-6900, 360-586-0241 (TDD). Complaint forms are available at 

https://fortress.wa.gov/oic/onlineservices/cc/pub/complaintinformation.aspx 

2022-XB-7_ACA_Notice_Taglines 
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Multi-language Interpreter Services 

English: ATTENTION: If you speak a language other than English, language assistance services, free of 
charge, are available to you. Call 1-888-901-4636 (TTY 711). 

Español (Spanish): ATENCIÓN: Si habla español, tiene disponibles servicios de ayuda con el idioma sin cargo. 

Llame al 1-888-901-4636 (TTY 711).

中文 (Chinese)：注意：如果您說中文，您可以免費獲得語言援助服務。請致電 1-888-901-4636 

(TTY 711)。 

ਤੁ

Tiếng Việt (Vietnamese): CHÚ Ý: Nếu quý vị nói tiếng Việt, quý vị có thể sử dụng dịch vụ hỗ trợ ngôn ngữ 
miễn phí của chúng tôi. Xin gọi số 1-888-901-4636 (TTY 711). 

한국어 (Korean): 참고 : 한국어를 사용하시는 경우 , 언어 지원 서비스를 무료로 제공해 드립니다 . 
1-888-901-4636(TTY 711) 번으로 문의하십시오 . 

Русский (Russian): ВНИМАНИЕ! Если вы говорите по-русски, вам доступны бесплатные услуги 

переводчика. Звоните по номеру 1-888-901-4636 (TTY 711). 

Tagalog: PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa 

wika nang walang bayad. Tumawag sa 1-888-901-4636 (TTY 711). 

Українська (Ukrainian): УВАГА! Якщо ви розмовляєте українською мовою, вам доступні безкоштовні 

послуги перекладу. Телефонуйте за номером 1-888-901-4636 (TTY 711). 

ភាសាខ្មែ ូ ិ ់ ិនប�ើ ិ ែ នួយខ្ននកភាសាសដាយំំំំ មនគតថ្លៃគមានសប្មារ់អ្ន រ (Khmer)៖�សមយកចត្តទុកដាក៖�ប្រស អ្នកនយាយភាសាខ្មែរ សសវាកមជ ិ ិ ឺ�
ក។�ទូរស័ព្ទសៅសេម 1-888-901-4636 (TTY 711)។

日本語 (Japanese):注意事項：無料の日本語での言語サポートをご利用いただけます。 

1-888-901-4636 (TTY 711) まで、お電話にてご連絡ください。 

አማርኛ (Amharic)፥ ማሳሰቢያ፥ የሚናገሩት ቋንቋ አማርኛ ከሆነ የትርጉም እገዛ አገልግሎቶች፣ በነጻ ለእርስዎ ይቀርባሉ፡ 

ወደ 1-888-901-4636 (TTY 711) ይደዉሉ። 

Oromiffa (Oromo): XIYYEEFFANNAA: Afaan dubbattu Oroomiffa yoo ta’e, tajaajila gargaarsa afaanii, 

kanfaltiidhaan ala, ni argama. 1-888-901-4636 (TTY 711) irraatti bilbilaa. 

ਪੰਜਾਬੀ (Punjabi): ਧਿਆਨ ਧਿਓ: ਜੇ ਤੁਸ�ੀਂਪੰਜਾਬ�ਬੋਲਦੇ�ਹੋ, ਤਾੀਂ�ਭਾਸਾ�ਸਹਾਇਤਾ�ਸੇਵਾਵਾੀਂ�ਹਾਡੇ�ਲਈ�ਮੁਫ਼ਤ�ਉਪਲਬਧ�ਹਨ।�

1-888-901-4636 (TTY 711) ‘ਤੇ�ਕਾਲ�ਕਰੋ।�

ً 
 .اناجم ،كل ةفروتم ،ةيوغللا ةدعاسملا تامدخ نإف ،ةيبرعلا ةغللا ثدحتت تنكاذإ : هاانتب: (Arabic) ةبيرلعا

 ) TTY 711( 1-888-901-4636 

Deutsch (German): ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche 
Hilfsdienstleistungen zur Verfügung. Rufnummer: 1-888-901-4636 (TTY 711). 

ພາສາລາວ (Lao): ໂປດຊາບ: ຖາວາທານເວ້້າພາສາລາວ້ ້້ ້ ້້ ້ ້້ ້ ້ ້ ້ ້�້້ ້ ້ ້ ້�, 

ແມ້ນຈະມ້ການບ້ລ້ການຊວຍເຫ້້້ອດານພາສາໂດຍບ້້້ເສຍຄາໃຫແກທານ້�້�້້ ້ ້�້�້້ ້ ້ ້�້້ ້ ້້ ້ ້ ້�້້ ້້ ້ ້�້້ ້ ້ ້ ້ ້ ້ ້ ້ ້ ້້ ້ ້�້້�້�້້�້້້�. ໂທ�1-888-901-4636 (TTY 711). 
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