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Request form to limit how we use or share your
Protected Health Information (PHI)

Please fill out this form if you want us to limit how we use or share your PHI when it comes to health
care treatments, payments or operations. You also can ask us to limit how we share your PHI with
people who take care of you or pay for your care.

« You should know that we do not have to agree to your request.

o If we do agree, we will limit how we use or share your PHI. But we still may use or share any PHI that
is needed for emergency treatments or when the law says we can.

« We will send you a letter to let you know what we decide.

« If we have agreed to limit how we use or share your PHI:
o You may write to us at any time to ask us to stop limiting how we use or share it.

o We may send you a letter at any time to let you know that we no longer agree to limit using or
sharing your PHI.

« If you agree with us, we will no longer put a limit on how we use or share your PHIL

« If you do not agree with us, we will stop putting a limit on how we use or share any of the PHI that we
made or got after the date we wrote you saying that we no longer agreed to stop using it.

To learn more or if you still have questions, call the Customer Care Center at 1-866-689-1523. If you
have hearing or speech loss, call the text telephone (TTY) line at 1-800-874-9426.
Sincerely,

Customer Advocate

If you want to ask us to limit how we use or share your PHI, please fill out Parts A and B below. Then
mail the form back to us in the envelope that came with it.

Blue Cross New Mexico Medicaid e PO. Box 650712 Dallas, TX 75265-0712 e 1-866-689-1523 bcbsnm.com
Such services are funded in part with the State of New Mexico.

Blue Cross and Blue Shield of New Mexico, a Division of Health Care Service Corporation,
a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association
L_TQ194_Privacy_Restriction_Form_NM



) BlueCross BlueShield
of New Mexico

Part A: Tell us about the person whose PHI you are asking us to limit using

Member name:

Address:

City: State: ZIP Code:

Phone number:
Date of birth:

Member ID number:

Part B: Give us details about what PHI you want us to limit

Please tell us what limits you want us to put on your PHI.
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Such services are funded in part with the State of New Mexico.

bcbsnm.com

Blue Cross and Blue Shield of New Mexico, a Division of Health Care Service Corporation,
a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association

L_TQ194_Privacy_Restriction_Form_NM



) BlueCross BlueShield
of New Mexico

®

Part C: Member’s signature

Member’s signature Date
(If member is a minor, parent should sign)

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. And 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:

Please return completed form to:

Blue Cross and Blue Shield of New Mexico
P.O. Box 660044
Dallas, TX 75266-0044

Or email to: OCA_SSD@bcbstx.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. 20201

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

Complaint forms are available at https://www.hhs.gov/ocr/complaints/index.html.


https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

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 yanitti’go Diné Bizaad, saad bee aka’anida’awo’d¢e’, taa jiik’eh, éi na
ho19, koji” hédiilnih 1-855-710-6984 (TTY: 711).

CHU Y Néu ban noéi 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 Ihnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfiigung. Rufnummer: 1-855-710-6984 (TTY: 711).
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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).

EREIE  HARGE Eﬁéhéﬁ’—\ CEROSEYEEZ CHAEVNEETES 0 1-855-710-6984
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ATTENTION : Si vous parlez frangals, des services d'aide linguistique vous sont proposés gratuitement.
Appelez le 1-855-710-6984 (ATS: 711).

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

BHUMAHMUE: Ecau BBl roBOpHUTE Ha PYCCKOM $I3BIKE, TO BaM JOCTYITHBI O€CIUIaTHBIC YCIIYTH IEpEeBOa.
3BonuTe 1-855-710-6984 (Teneraiin: 711).
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