Jefferson
* Health Plans

Request for Alternative Communications

Use this form to request to receive communications of Protected Health Information (PHI) by
alternative means or at alternative locations.

Instructions for Completing this Alternative Communications Form

Part 1: Member information. This section should name the Jefferson Health Plans CHIP member
whose PHI is requested. Print the member’s name, birth date, address, telephone number and
Member ID number.

Part 2: Alternative means of communication. This form is used by an individual who wants
Jefferson Health Plans CHIP to communicate with him/her using an alternative means due to the
risk of endangerment. Jefferson Health Plans CHIP will try to accommodate reasonable requests
if provided with a reasonable alternative means or location for communicating. This form should
not be used for permanent address changes.

Part 3: Review and approval. The member’s signature is required. If the member is incapable
of signing, a personal representative may sign on the member’s behalf. Parents or guardians of
minors will be confirmed using information from the state. A personal representative such as
an executor or someone with a power of attorney may sign his or her name in the member's
place. The legal documents proving the authority of the personal representative to act for the
member MUST be attached or on file at Jefferson Health Plans CHIP; otherwise, the personal
representative’s signature will be invalid and this form will NOT be processed.

Complete ALL sections. If information on this form is not complete
Jefferson Health Plans CHIP will return the form and will not consider this
request until it has received complete information.

Contact Information

RETURN YOUR FORM(S) TO THE ADDRESS LISTED BELOW.
If you have any questions or need assistance in completing this form, call the Member
Relations telephone number on the back of your identification card or write to:

Jefferson Health Plans CHIP
Privacy Services
1101 Market Street, Suite 3000
Philadelphia, PA 19107
or Fax: 267-515-6666
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Request for Alternative Communications
All fields are required.

Part 1: Please PRINT the requested information below.

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

PART 2 : Alternative Communication Request

Describe the protected health information you would like subjected to alternative
communication.

O | request that Jefferson Health Plans CHIP communicate with me about my protected health
information by the following alternative means. Provide full information on the alternative
means you want used by Jefferson Health Plans CHIP.

O | request that you communicate with me about my protected health information at the
following alternative location. Provide full information on the alternative location.




Jefferson
* Health Plans

Request for Alternative Communications
All fields are required.

PART 3: Signature

This form is used by an individual who wants Jefferson Health Plans CHIP to communicate

with him/her using an alternative means due to the risk of endangerment. Your request for
communication by alternative means is applicable to the information maintained by Jefferson
Health Plans CHIP only. If you would like an alternative means of communication from any
other entity you must contact that entity. You have 30 business days to return this request to
Jefferson Health Plans CHIP. In the event this form is not received, the information above will
be used for ALL communication from Jefferson Health Plans CHIP. Termination of this request
must be submitted in writing unless indicated below.

ALL communication from Jefferson Health Plans CHIP will be provided as indicated.

| have read and understand the above information:

Member or personal representative name:

Signature:
Date:

If you are a personal representative, state your relationship to the member:

Note that, if not already provided, we will require verification of the authority of a personal representative such

as a copy of a health care, general or durable power of attorney before this request will be considered complete.

If this request is made by a parent/quardian, complete the following: Member/participant is a minor years

of age. If you are making this request on behalf of a minor child, we may require additional information such as a
court order or other documentation that shows custody or other legal document showing the authority of the legal
representative to act on the member’s behalf before this request is considered complete.
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Discrimination is Against the Law

Jefferson Health Plans complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, creed, religious
affiliation, ancestry, sex gender, gender identity or expression, or sexual orientation.

Jefferson Health Plans does not exclude people or treat them differently because of race, color,
national origin, age, disability, creed, religious affiliation, ancestry, sex gender, gender identity
or expression, or sexual orientation.

Jefferson Health Plans 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, audio, accessible electronic formats,
other formats)

Jefferson Health Plans provides 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 Jefferson Health Plans at 1-888-888-1211 (TTY 1-877-454-
8477).

If you believe that Jefferson Health Plans has failed to provide these services or discriminated
in another way on the basis of race, color, national origin, age, disability, creed, religious
affiliation, ancestry, sex gender, gender identity or expression, or sexual orientation, you can
file a complaint with:

Jefferson Health Plans The Bureau of Equal Opportunity,

Attn: Complaints, Grievances & Appeals Unit Room 223, Health and Welfare Building,
1101 Market Street, Suite 3000 P.O. Box 2675,

Philadelphia, PA 19107 Harrisburg, PA 17105-2675,

Phone: 1-888-888-1211 (TTY 1-877-454-8477) Phone: (717) 787-1127, TTY/PA Relay 711,
Fax: 1-215-991-4105 Fax: (717) 772-4366, or

Email: RA-PWBEOAO®@pa.qov

You can file a complaint in person or by mail, fax, or email. If you need help filing a complaint,
Jefferson Health Plans and the Bureau of Equal Opportunity are 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, phone or email 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).
OCRMail@hhs.gov

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

ATTENTION: If you speak a language other than English, free language
assistance services are available to you. Appropriate auxiliary aids and
services to provide information in accessible formats are also available free of
charge. Call 1-888-888-1211 (TTY 1-877-454-8477) or speak to your provider.

Spanish

ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingliistica.
También estan disponibles de forma gratuita ayuda y servicios auxiliares apropiados para
proporcionar informacion en formatos accesibles. Llame al 1-888-888-1211 (TTY 1-877-454-8477)
o hable con su proveedor.

Chinese; Mandarin
AR NMRBRAPX , BINERBNEREESHERS. BNERRREHESINHTENRES , A
TREEENIRMES . B 1-888-888-1211 ( XAHBIFE : 1-877-454-8477 ) BB RS R,

Nepali
HIGYT: gie TUTE AUTAT AT Siedgo H dUTSeRT ATl {1 Y[eeh HSeh TERIAT Halge Iusd ©+| Ugadng
SIATEEHT THRRT Ua T+ IUYeR TgrIdT X Yargs ufa (A g[ech Iueiey &/ 1-888-888-1211 (TTY 1-877-

454-8477) AT BIF T{gI¥ aT ST TETIhT Gl e

Russian

BHUMAHWE: Ecnu Bbl roBOpUTE Ha pyCCKNn, BaM AOCTYMNHbI 6ecnnaTtHble YCryrn A3bIKOBOM
nogaepxkn. CooTBETCTBYIOLLME BCIOMOraTernbHble CpeacTsa 1 yCryri no npegoCTaBneHunio
MHopMaLMK B OOCTYMHbLIX hopmaTax Takke npegoctaBnsatoTca dbecnnaTtHo. No3soHnUTe No
TenedoHy 1-888-888-1211 (TTY: 1-877-454-8477) nnn obpatntecb K CBOEMY NOCTABLUUKY YCHYT.

Arabic
aj%ﬁfﬁ%{Jaﬁb?ﬁﬂy,JJU;;pﬂiak?Jgiidjatb%Ju%{euqunqjgh%ﬁﬁﬁj%qjdqﬁuuguﬂmHﬁﬂju
3(1-877-454-8477) 1-888-888-1211 05 ,J sy duad Ulza s Jsuasd s D somosn e sdrad ass s
Barrd a3 d S

Haitian Creole

ATANSYON: Si w pale Kreyol Ayisyen, gen sévis &d aladispozisyon w gratis pou lang ou pale a. Ed
ak sévis siplemante apwopriye pou bay enfomasyon nan foma aksesib yo disponib gratis tou. Rele
nan 1-888-888-1211 (TTY: 1-877-454-8477) oswa pale avék founisé w la.

Viethamese

LUU Y: Néu ban noi tiéng Viét, ching t6i cung cAp mién phi cac dich vu hé tro' ngén ngir. Cac hd

tro dich vu phu hop dé& cung cép théng tin theo cac dinh dang dé tiép can ciing dwoc cung cAp mién
phi. Vui 16ng goi theo sé 1-888-888-1211 (Ngudi khuyét tat: 1-877-454-8477) hoac trao doi véi ngudi
cung cép dich vu cta ban.



Ukrainian

YBATA: AKLLO BU pO3MOBNSETE yKpalHCbKa MOBa, BaM LOCTYMNHi 6€3KOLLTOBHI MOBHI NOCHYTN.
BignosigHi gonomikHi 3acobu Ta nocnyrm ans HagaHHS iHopMauii y 4OCTYNHMX hopMaTtax Takox
AoCTyrnHi 6e3kowToBHO. 3aTenedoHynte 3a Homepom 1-888-888-1211 (TTY: 1-877-454-8477) abo
3BEPHITbCA 40 CBOro NocrayaribHuKa.

Chinese; Cantonese
R ASRIEH A, AT n] DL PR G 22 5E S i WIS . th ] DA oo e b2 (i 5 i By T EL B AR OB, DA 4
BEmgers PR L&A, i3 1-888-888-1211 (TTY: 1-877-454-8477) S ELIA N2 E 51,

Portuguese

ATENCAO: Se vocé fala portugués do Brasil, servicos gratuitos de assisténcia linguistica estao
disponiveis para vocé. Auxilios e servicos auxiliares apropriados para fornecer informacdes em
formatos acessiveis também estao disponiveis gratuitamente. Ligue para 1-888-888-1211 (TTY:
1-877-454-8477) ou fale com seu provedor.

Bengali

OIS 7 T SN QUSAT TN OIR0EA AN G5 (AT Cets OISl SRl AR Sl IR
TSI FIWIO O ARNS G5 SIS HRIAP AR50 A ATRIAMS [ SHeldh IR
1-888-888-1211 (TTY: 1-877-454-8477) N T TN WA WA ARNFIAIF ALY FAT IV |

French

ATTENTION: Si vous parlez Francais, des services d’assistance linguistique gratuits sont a votre
disposition. Des aides et services auxiliaires appropriés pour fournir des informations dans des
formats accessibles sont également disponibles gratuitement. Appelez le 1-888-888-1211

(TTY: 1-877-454-8477) ou parlez a votre fournisseur.

Cambodian

MEWHAGHSHNMA: [UNSIOHASINW Manig/ iuN/gSSwMnSSARISAI SNy
HAY SSW SHIUNAYIRUMAMINWE uuiyg] SHMINUASESMusSuRIZumos b
NS AHMNGIRSINWNSASIBRHINM wiigiunis] 1-888-888-1211 (TTY: 1-877-454-8477) U
SNWISTMSH PR UIINIUNTHAY

Korean
79|: BHR0|S ALBSIAIE B2 £ Q10 K| MH|AS 0|8314 4 USLICL 0|8 JHs8 HAlOR ML
Mlaot= MEstEE 7|7 8 MH|AR 222 NS ELICH 1-888-888-1211 (TTY: 1-877-454-8477)HO =

HSE7LE MB[A RS HH| 0| 22[oH A 2.

Gujarati

t2llol UL % R Al oAl 8l Al Hgcl eMLsl USLAA A dAHIRL HE GUHsk
8. 2ol AUGERAIL uslad w WsARAUA sileul 1l Yy wsal Hell AcuA ugl ([detl
YR Guctsdd 8. 1-888-888-1211 (TTY: 1-877-454-8477) UR SIA $A AUl AHIRL YElL A
ald s
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