Access to PHI Request Form HR westernhealth

Mail to:  Western Health Advantage, Attn: Member Services
2349 Gateway Oaks Drive, Suite 100, Sacramento, CA 95833

Fax to: 916.568.0126

Email to: memberservices@westernhealth.com
Attach completed form; Include in Subject Line: Access to PHI Request Form

Questions?  916.563.2250, 888.563.2250 toll-free or 711 TTY

Member Name (First, Last)

Date of Birth WHA ID
Address
Phone No Email

This form will allow a member to inspect or obtain a copy of Protected Health Information (PHI) in the designated record set, except
for certain limited information such as psychotherapy notes, information WHA has compiled in anticipation of or for use in civil,

criminal or administrative actions or proceedings, and certain other records exempted under federal privacy regulations.

Information Requested: (limited to 6 years prior to date of request)

Specific Records from to
(Month/Year) (Month/Year)

1 Enrollment Records d Premium Payment Records
1 Application and related documents Q Claims or Billing Records

(1 Coverage and dates of eligibility QO Accumulator

(1 Change and termination of coverage documents Q Claims History, including Pharmacy
(1 Case or Medical Management Records

d Medical Management (e.g. utilization review)

1 Case Management

1 Appeals and Grievances

[d Disease Management

1 Other Personal Information used or maintained by WHA, specifically:

If the information requested will be sent to a designated Third Party, is the recipient also authorized to receive Sensitive Information
as described below?
U NO QYES If Yes, | specifically authorize WHA to release to Recipient:
[ All sensitive information OR 1 Only the following information: (check all that apply)
U Alcohol/substance abuse 1 Mental health 1 Genetic information
(1 Sexually transmitted illness (including HIV/AIDS)
(1 Sexual, physical, or mental abuse
1 Abortion/reproductive health (including pregnancy, contraception)
Format/Method:
Inspection
(| prefer to inspect the requested information in person and will arrange for a mutually convenient time to come to the WHA office

Copy
[ Paper

(1 Electronic — please specify
Please mail to: 1 Me, at the address: 1 on record with WHA or 1 listed in this request
1 Other/Third Party (Please specify recipient name and complete address):
Name
Address
| or my personal representative will pick up the copy at the WHA office.
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Summary (Check one)
Q| prefer to receive a written summary of the requested information. Please mail to:
1 Me, at the address:  [d on record with WHA or [ listed in this request
(1 Other/Third Party (Please specify recipient name and complete address):

Name

Address

| understand and agree to the following:

e My request will be processed within thirty (30) days, or | will be informed in writing of the need for an extension of not more
than 30 additional days to process the request. WHA will take reasonable efforts to produce the designated record in the
form and format | requested. However, if WHA cannot produce the records in the form and format requested, a mutually
agreeable alternative will be established.

e If | requested for a copy or summary, | will be responsible for paying a reasonable cost-based fee for supplies, labor, postage

and copying and the requested information will be mailed to me via US postal mail at the address indicated above.

e This request for access to information may be denied or reduced and only portions released. If so, | have the right to request
a review of this decision by a licensed health care professional that WHA designates, by submitting my request in writing to
Member Relations, Western Health Advantage, 2349 Gateway Oaks Dr., Suite 100, Sacramento, CA 95833.

* | may file a complaint concerning my request for access to the Privacy Officer, Western Health Advantage, 2349 Gateway
Oaks Dr., Suite 100, Sacramento, CA 95833, or to the US Department of Health & Human Services at 200 Independence
Avenue, S.W. Room 509F HHH Bldg., Washington, D.C. 20201.

e If you send a completed form by email to WHA, you acknowledge that it is not best practice to send protected health
information through email that is not secure.

MEMBER NAME (PRINT) MEMBER SIGNATURE DATE

Personal Representative

NAME (PRINT) SIGNATURE DATE

Please check the box that describes your relationship to the member:
(1 Parent of Minor U Legal Guardian [d Power of Attorney J Executor 1 Other

Documentary proof of your relationship/authorization must be attached to this request. If you are requesting the access for a minor
12 years of age or older, federal and state laws may prohibit WHA from acting on your request about information relating to
sensitive services without written authorization from the minor.

WHA Internal Use Only

Date Request Received [ Identification Verified (documents checked)

Signature of Manager or Supervisor

Printed Name
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Western Health Advantage complies with applicable Federal and California civil rights laws and does not
discriminate on the basis of race, color, national origin, ancestry, religion, sex, marital status, gender, gender
identity, sexual orientation, age, or disability, as applicable. Western Health Advantage does not exclude
people or treat them differently because of race, color, national origin, ancestry, religion, sex, marital status,
gender, gender identity, sexual orientation, age, or disability.

Western Health Advantage:

Provides free aids and services to people with disabilities o communicate effectively with us, such as:
e Qualified sign language interpreters
e Written information in other formats (large print, audio, accessible electronic formats, other formats)

Provides free language services to people whose primary language is not English, such as:
e Qualified interpreters
¢ Information written in other languages

If you need these services, contact the Member Services Manager at 888.563.2250 and find more information
online at https://www.westernhealth.com/legal/non-discrimination-notice/.

If you believe that Western Health Advantage has failed to provide these services or discriminated in another
way on the basis of race, color, national origin, ancestry, religion, sex, marital status, gender, gender identity,
sexual orientation, age, or disability, you can file a grievance by telephone, mail, fax, email, or online with:
Member Services Manager, 2349 Gateway Oaks Drive, Suite 100, Sacramento, CA 95833, 888.563.2250 or
916.563.2250, 711 (TTY), 916.568.0126 (fax), memberservices@westernhealth.com,
https://www.westernhealth.com/legal/grievance-form/. If you need help filing a grievance, the Member
Services Manager is available to help you. For more information about the Western Health Advantage
grievance process and your grievance rights with the California Department of Managed Health Care, please
visit our website at https://www.westernhealth.com/legal/grievance-form/.

If there is a concern of discrimination based on race, color, national origin, age, disability, or sex, 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:

Website: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf; Mail: U.S. Department of Health and Human Services,
200 Independence Avenue, SW, Room 509F, HHH Building, Washington, D.C. 20201; Phone: 800.368.1019 or
800.537.7697 (TDD). Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.ntml.

ENGLISH
If you, or someone you're helping, have questions about Western Health Advantage, you have the right to get
help and information in your language at no cost. To talk to an interpreter, call 888.563.2250 or TTY 711.

SPANISH

Si usted, o alguien a quien usted estd ayudando, tiene preguntas acerca de Western Health Advantage, tiene
derecho a obtener ayuda e informacidn en su idioma sin costo alguno. Para hablar con un intérprete, llame al
888.563.2250, o al TTY 711 si fiene dificultades auditivas.

CHINESE
MRE  RELEEGBNER , BAWestern Health Advantage FEMRERE , BEENRBLUEHIESRE
BIFIFAE. A —UEIEE | SRR E5E888.563.2250 BB A T ER(TTY) 711,

VIETNAMESE

Néu quy vi, hay ngudi ma quy vi dang gitip dd, co cau hoi vé Western Health Advantage, quy vi s& c6 quyén dugc gitp va co
thém thong tin bang ngdn ngir ctia minh mién phi. Dé néi chuyén véi mot thong dich vién, xin goi s6 888.563.2250, hoic goi
dudng day TTY danh cho ngudi khiém thinh tai sé 711.

TAGALOG

Kung ikaw, o ang iyong finutulungan, ay may mga katanungan tungkol sa Western Health Advantage, may
karapatan ka na makakuha ng tulong at impormasyon sa iyong wika ng walang gastos. Upang makausap ang
isang fagasalin, ftumawag sa 888.563.2250 o TTY para sa may kapansanan sa pandinig sa 711.



KOREAN

Orek 25t L= Aokl 810 U= HE A0l Western Health Advantagell 2ol A 2 20] JACHH A ot=
Jdedst S8 A2 E 26t doZ Hlg 22 20| €2 £ A= el USUCH JEH EH AL

OHD15H)| <ol M= 888.563.22500( L H2F ZOHRIZ TTY 7112 HEGHAAIL.

ARMENIAN

Bpt Mmnip jud 2tp Ynnuhg ogunipjnit uinwgnn whdnp hwpgkp niith Western Health Advantage-h dwuhl, “knip
hpwyniip niukp whdwp oqunipnit b nknklnipmnibubkp vnwbwnt Qkp twhiptnpws kqyny: Lupguuish
htwn junubnt hwdwp quiquhwptp 888.563.2250 hwdwpm] Jud TTY 7117 junpmipjubt hkwn jughpbp
niuikgnnubph hwdwn:

PERSIAN-FARSI
1) O G il aiily (@i ol &ila ) yiss) Western Health Advantage 205 53 J)sw ¢ aiSie SaS ol 43 lad 48 S el K
oo )58l 38 3 580 (ulai 888.563.2250 il o jladi L Lkl awlas il 50 801 sk 4s ) 353 by 4 el 5SS aS
A Jlo ) (S by 77 1ol 4y a0l 55

RUSSIAN

Ecnun y Bac unm nuua, KOTOpomMy Bbl MOMOraeTe, MMetoTCA BONpockl no nosoay Western Health Advantage, 1o Bbl
MMmeeTe NPaBo Ha HecnnaTHOe NosyYyeHUe NOMOLM U MHPOPMaLLMK Ha Balem A3bike. [lna pasrosopa ¢
nepeBog4YMKOM NO3BOHUTE No TenedoHy 888.563.2250 nnm Bocnonb3yntecb AMHMen TTY Ana vy, ¢ HapyweHUamm
cnyxa no Homepy 711.

JAPANESE

:ZKA*% FHIEEEFHEDODEDEY DA TH. Western Health AdvantagelZ DWW T ZEBMN ST WELzH., THFE
DNDEBTHR—bZEZITH-Y, BREAFLEZVTEHIENTEET, #HEEIMIDNYFELTA, BRREBFEIND
55, 888.563.2250F THBHES L&, BEEAVERTIVE CHADBEE, 711FTHEHEC S,

ARABIC
ila gleall 5 saclisall e J guaall 6.5 Aall ¢hald c\Western Health Advantage U= sai: A saclis oadid gl ‘5‘ Shal (S o)
711 pend) Gl (TTY) (i) cailed) 28 4§ <888.563.2250 = Sl aa e ae Gl QSR (93 (e izl &y ) 5 yuiall

PUNJABI

Aag FH, 7 A T < 3A HeT 59 9J I, © Western Health Advantage I3 AE'S I 31, 3T76 WUl ST
S Hee W3 Al ITHS F96 T id'd J1 TIHIE &8 9% I96 B8, 888.563.2250 ‘3 A Ut I HES
S8 wAHIE e 59 711 ‘3 I8 3|

CAMBODIAN-MON-KHMER

wsiOgs ysinmen®IigusneswHs 2SiHe Western Health Advantage 1S,
HEESASSSUSSWSHASIS

ISIBRMOIUNHS I WBSHITNAY 1I8G]SUNWMYWHRUMANTU e gied5) 888.563.2250 W TTY [Nty
HAEEID])PES fuiug 7119

HMONG

Yog koj, los yog tej tus neeg uas koj pab ntawd, muaj lus nug txog Western Health Advantage, ko] muaj cai
kom lawv muab cov ntshiab lus ghia uas fau muab sau ua koj hom lus pub dawb rau koj. Yog koj xav nrog ib
tug neeg txhais lus tham, hu rau 888.563.2250 los sis TTY rau cov neeg uas tsis hnov lus zoo nyob ntawm 711.

HINDI

gfe 39, ar 5w frdl &7 3719 #eg T I &1, & Western Health Advantage & aX & 9o & dl, 39!
HOeAT $TNT A Heg dUT SAAPRT UITd Hel H1 IUBR g1 GHIRIT & Y &1 F= & T,
888.563.2250 W AT G AL Ha0T # @AY &&as & foIv 711 9T &lel |

THAI
WInAM WeARTAMRNAMaeAeAnMNeaTL Western Health Advantage

AuRAnEazlfiuandsamaeuarioyaluntmvenmulilae A 44y ennreiuan Tne 888.563.2250 isal4TTY
dmiuauyuuaninging 711
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