Blue Cross Community Health Plans”

DENIED AMENDMENT RESPONSE

Use this form to ask that your original denied amendment request be attached to future disclosures of Protected
Health Information (PHI). If you need help completing the form, please contact the Customer Service number
listed on the back of your Member Identification Card. You must complete all the fields on this form.

We will need a copy of our original denial letter in order to respond to this request.

When completed and signed please mail to: Blue Cross Community Health Plans
c/o Privacy Office
P.O. Box 805106
Chicago, IL 60680-4112
Or email to: OCA_SSD@bcbstx.com

Section A: The individual for whom amendment was denied. Please complete the following:

Name:

Current Address:

City: State: ZIP Code:
Date of Birth: Social Security Number:
Member ID Number: Group Number:

Phone Number:

Email (if available):

Section B: Please select the appropriate option. You may select only one:

[J Option 1: Irequest that you attach the following Statement of Disagreement to my Designated Record
Set. (Please limit your response to the space provided below.)

[J  Option 2: Ido not choose to submit a Statement of Disagreement. Instead, I request that you include my
original Request for Amendment and subsequent denial with any future disclosures of the PHI that I
requested be amended.
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Section C: Signature - This document must be signed by the individual, parent of a minor child or the
individual’s Personal Representative.

I understand that I can only sign on behalf of a minor child under the age 18, unless there is proof of legal
guardianship.

Signature Date: month/day/year

Section D: If Section C is signed by a Personal Representative, please complete the information below:
If you are signing as a Power of Attorney, Legal Guardian, Executor or Administrator, please attach a copy of
the Legal documents. You do NOT have to attach copies of these documents if they are already on file with

Blue Cross Community Health Plans.

Personal representative or guardian (print full name):

Relationship to the member:

Personal Representative Current Address:

City: State: ZIP Code:

Signature: Date:

If you have any questions, please call Member Services at 1-877-860-2837 (TTY/TDD 711). We are available
24 hours a day, seven (7) days a week. The call is free.

Blue Cross Community Health Plans is provided by Blue Cross and Blue Shield of Illinois, a Division of
Health Care Service Corporation, a Mutual Legal Reserve Company (HCSC), an Independent Licensee of
the Blue Cross and Blue Shield Association.



To ask for supportive aids and services, or materials in other
formats and languages for free, please call,
1-877-860-2837 TTY/TDD:711.

Blue Cross and Blue Shield of Illinois complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex. Blue Cross and Blue Shield
of Illinois does not exclude people or treat them differently because of race, color, national origin, age,
disability, or sex.

Blue Cross and Blue Shield of Illinois:

* Provides free aids and services to people with disabilities to communicate effectively with us, such as:

o Qualified sign language interpreters

o 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:

© Qualified interpreters

o Information written in other languages

If you need these services, contact Civil Rights Coordinator.

If you believe that Blue Cross and Blue Shield of Illinois has failed to provide these services or discriminated in
another way on the basis of race, color, national origin, age, disability, or sex, you can file a grievance with:
Civil Rights Coordinator, Office of Civil Rights Coordinator, 300 E. Randolph St., 35" floor, Chicago, Illinois
60601, 1-855-664-7270, TTY/TDD: 1-855-661-6965, Fax: 1-855-661-6960. You can file a grievance by phone,
mail, or fax. If you need help filing a grievance, 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, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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ENGLISH: ATTENTION: If you speak English, language assistance services, free of charge, are available to you.
Call 1-877-860-2837 (TTY/TDD: 711).

ESPANOL (Spanish): ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia
lingiiistica. Llame al 1-877-860-2837 (TTY/TDD: 711).

POLSKI (Polish): UWAGA: Jezeli méwisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy jezykowej. Zadzwon
pod numer 1-877-860-2837 (TTY/TDD: 711).

ZREP (Chinese): T : MRABEAEIRD - MILREESESEIRE - BHE
1-877-860-2837 (TTY/TDD: 711).

8H=- o] (Korean): 5-9]: $t=1 0] & AL8-3A &= A5, o] A| D M| 2E F 52 o] &34 4 A F YT} 1-877-
860-2837 (TTY/TDD: 711)HH ©. &2 A3}l FAA L.

TAGALOG (Tagalog — Filipino): PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga
serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 1-877-860-2837 (TTY/TDD: 711).

du ) (Arabic):
?{) ) 1-877-860-2837 35‘).1 Juail | laally el A g 5 Ay sadll ac Luall cilaad ol Azl OSA Ehaa K ) A.L:);l«
(711 2S5 puall il

PYCCKMM (Russian): BHUMAHUE: Ecnu Bl ToBOpHTE Ha PycCKOM SI3bIKE, TO BaM JOCTYMHEI GecIiIaTHBIE
ycayru nepeBoga. 3sonute 1-877-860-2837 (Teneraiin: 711).

a2l (Gujarati): YUail: %8 AR I[RA Al Gl 8, Al olot:2E5 UM UsLA AU AHIRL HIER BUEeu B. Slol
Rl
1-877-860-2837 (TTY/TDD: 711).

32 (Urdu):
uﬁuhmduuuuuuhédméubjﬁu\ycu.ucdj.ujsj\a_z\)S\ oS, b
ETB YOI 02 1-877-860-2837 (TTY: 711)

Tiéng Viét (Vietnamese): CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu hd trg ngdn ngit mién phi danh cho ban.
Goi so0 1-877-860-2837 (TTY/TDD: 711).

Italiano (Italian): ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza
linguistica gratuiti. Chiamare il numero 1-877-860-2837 (TTY/TDD: 711).

&Y (Hindi): &1eT ¢ I 3T ey Sl 8, oY 31Teh foT $17ST JETIcl Jard fo:Qfeeh 3ucist & |
1-877-860-2837 (TTY/TDD: 711) UX Hicl |

FRENCH (French): ATTENTION: Si vous parlez frangais, des services d'assistance linguistique vous sont proposés
gratuitement. Appelez le 1-877-860-2837 (TTY/TDD : 711).

EAAHNIKA (Greek): [TPOZOXH: Av pildte elMnvikd, ot 61d0eon oag Ppickovtatl vanpecieg YAOOOIKNG
vrootNPIENG, o1 omoieg mapéyovtal dwpedv. Karéote 1-877-860-2837 (TTY/TDD: 711).

Deutsch (German): ACHTUNG: Wenn Sie Deutsch sprechen, stehen Thnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfiigung. Rufnummer: 1-877-860-2837 (TTY/TDD: 711).



