BlueCross BlueShield
of New Mexico

Confidential Communication Request Form

Do you believe that you would be in danger if your Protected Health Information (PHI) were
sent to your current address?

[]Yes [ ] No

If you answered yes, fill out and return this form. This form asks Blue Cross and Blue Shield
of New Mexico (BCBSNM) or our Business Associates to deliver PHI to you at an alternative
(other) address or by other means.

You may also fill out this form to end or change an existing Confidential Communication
Request.

You must fill out all the fields on this form.

BCBSNM will process your initial request if all of the following are met:
1. Your request is reasonable;
2. You clearly state that our failure to honor this request could put you in danger;

3. You provide an address or another reasonable alternative for us to communicate with you,
and,

4. You provide a reasonable explanation of how payments (if applicable) will be handled if the
alternative location is used.

DO NOT USE THIS FORM TO REQUEST AN ADDRESS CHANGE

If you need help filling out this form, or with a change of address, please call Member
Services at 1-866-689-1523 (TTY: 711).

WHEN COMPLETED AND SIGNED, PLEASE MAIL TO: Blue Cross and Blue Shield of New Mexico
P.O. Box 660044
Dallas, TX 75266-0044

Or email to: OCS_SSD@bcbstx.com
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Section A: Confidential Communication Request or Modification/
Termination of Existing Confidential Communication Request

Please choose one of the following:
[ Initial Request — This is your first Confidential Communication Request. (Complete entire
form.)

] Modify a Previous Request — This form is modifying (i.e., adding an alternative address) a
previously approved Confidential Communication Request. (Complete entire form.)

Section B: Member Information

Name:

Address:

City: State: ZIP Code:
Phone Number:

Email Address (if available):
Date of Birth:
Social Security Number:

Member ID Number:

Section C: Please complete the section below with regards to your
Confidential Communication Request:

Alternative Location Address:
City: State: ZIP Code:
Phone Number:

Email Address (if available):

Payment information will be sent to alternate address until further notice.

Blue Cross Community Centennial™« P.O. Box 27838 « Albuquerque, NM 87125-7838 * 1-866-689-1523 « bchsnm.com
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If your request is processed, please make note of the following:

1. The request only applies to your current coverage. If any of the information about your
coverage changes, you must submit a new Confidential Communication Request. Changes
may include a new Group or Subscriber number or benefit coverage changes.

2. The request will expire eighteen (18) months after coverage.

3. BCBSNM and its Business Associates are only responsible for the PHI that they release to
the alternative address you have designated in Section C.

Section D: Signature. This document must be signed by the Member,
parent of minor child, or the Member’s authorized representative.

| request that BCBSNM release my PHI using the means in Section C above. | understand
that BCBSNM does not have to agree to my request. | understand | will receive a written
decision regarding my request. | understand that if | am signing on behalf of a minor child,
this request will expire upon the child reaching the age of 18, unless there is proof of legal
guardianship.

Signature Date

Section E: If Section D is signed by an authorized representative, please
complete the information below:

Chosen legal representative or guardian:
If the member has chosen someone to sign this form for him or her, that person needs to fill
out the lines below.

Please attach a copy of a Health Care Power of Attorney, a court order, or other papers that
show that this person may act for the member.

Legal Representative or Guardian (print full name):

Legal Relationship to the Member:

Signature: Date:

Blue Cross Community Centennials™« P.O. Box 27838 « Albuquerque, NM 87125-7838 + 1-866-689-1523 « bchsnm.com
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To ask for auxiliary aids and services or materials in other
formats and languages at no cost, please call 1-866-689-1523
(TTY/TDD: 711).

Blue Cross and Blue Shield of New Mexico complies with applicable federal civil rights laws and does
not discriminate on the basis of health status or need for services or race, color, national origin, age,
disability, sex, ancestry, spousal affiliation, sexual orientation and/or gender identity. Blue Cross and
Blue Shield of New Mexico does not exclude people or treat them differently because of health status
or need for services or race, color, national origin, age, disability, sex, ancestry, spousal affiliation, sexual
orientation and/or gender identity.

Blue Cross and Blue Shield of New Mexico 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 and more)

* 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 the Civil Rights Coordinator.

If you believe that Blue Cross and Blue Shield of New Mexico has failed to provide these services or
discriminated in another way on the basis of health status or need for services or race, color, national
origin, age, disability, sex, ancestry, spousal affiliation, sexual orientation and/or gender identity, you
can file a grievance with: Civil Rights Coordinator, Office of Civil Rights Coordinator, 300 E. Randolph St.,
35th floor, Chicago, lllinois 60601, 1-855-664-7270, TTY/TDD: 1-855-661-6965 or Fax: 1-855-661-6960
You can file a grievance in person, by mail or fax. If you need help filing a grievance, a 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, D.C. 202071

1-800-368-1019, 1-800-537-7697 (TDD)

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


https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html

ATTENTION: If you speak English, language assistance services, free of charge, are available to you.
Call 1-855-710-6984 (TTY: 711).

ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica.
Llame al 1-855-710-6984 (TTY: 711).

Dii baa ako ninizin: Dii saad bee yanilti’go Diné Bizaad, saad bee aka’anida’awo’dé¢’, t’aa jiik’eh, éi na
hol9, koji” hodiilnih 1-855-710-6984 (TTY: 711).

CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu hd trg ngdn ngit mién phi danh cho ban.
Goi s6 1-855-710-6984 (TTY: 711).

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Thnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfiigung. Rufnummer: 1-855-710-6984 (TTY: 711).

DRI E BRSO SR DL B EEEE SRR - 55 EEE 1-855-710-6984
(TTY: 711) »

1-855-710-6984 b el lavally Al 555 3 gall) dae Lusall ciladd (J dalll Q3 Gaaati i 13 il sale
(7118405 pall Gl 8 )
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PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika
nang walang bayad. Tumawag sa 1-855-710-6984 (TTY: 711).

EESHE  HAREASES N 550 ~ IROFE 84 TRIHW 21T 4 - 1-855-710-6984
(TTY:711) ¥ T~ BEEICTITHEHLE I e

ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement.
Appelez le 1-855-710-6984 (ATS: 711).

ATTENZIONE: In caso la lingua parlata sia 1'italiano, sono disponibili servizi di assistenza linguistica
gratuiti. Chiamare il numero 1-855-710-6984 (TTY: 711).

BHUMAHME: Ecnu BBl TOBOPHUTE Ha PyCCKOM SI3BIKE, TO BaM JIOCTYITHBI OECIUIATHBIE YCIIYTH MEPEBO/IA.
3Bonure 1-855-710-6984 (reneraiin: 711).

ST & AT 3T TEaT T 8 a7 AT (o7 qod § ATIT H1adT1 4470 U 2|
1-855-710-6984 (TTY: 711) 9T Fle ®<l

NE NS CPP A § EOYS -2 PENED [ W PR P P E JLIVE, | PN RPN N PPN U I P i PRSP
8w @ (TTY: 711) 1-855-710-6984

Bau: dauyen ¥ Inaaudnisalduinismiamaanienint land ns 1-855-710-6984
(TTY: 711).



	L_CC345 CCRF Modification or Termination of Previous Request_07_25_22.pdf
	Medicaid 1557 NM BCCC 03232022.pdf



