Z LifeWise

How to Make a Non-Disclosure Request

Instructions

Fill out this form to make a request for non-disclosure to specific parties. Send the form to LifeWise Health Plan of
Washington (LifeWise), and we will not share your personal protected information (PPI) with the person you name.

The member or someone else may complete the form for the member.
Regardless of who completes the form, it MUST BE SIGNED by the Member or Legal Guardian.

Send this request form to:

LifeWise Health Plan of Washington: Member Appeals
P.0. Box 21552

Eagan, MN 55121

Fax: 844-990-0262

Notice of Privacy Practices

Our Notice of Privacy Practices describes how we may use and disclose member personal information and members’ rights
concerning it. This notice is on our website at www.lifewise.com. If you need a paper copy, call Customer Service at the
number listed on the back of your member ID card.

Questions?

Call: Call Customer Service at the number on the back of your member ID card.
Email: Sign in to your account at lifewise.com and select Secure Inbox.
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http://www.lifewise.com
https://www.lifewise.com/sign-in

Z LifeWise

Instructions
e Please fill out all the information below.
¢ Please print clearly.
¢ Make a copy for your records and mail the completed form to:
LifeWise Health Plan of Washington: Member Appeals
P.0.Box 21552
Eagan, MN 55121

Non-Disclosure Request

A. Member information

Member Name: first name, last name Member’s date of birth
(mm/dd/yyyy)

ID prefix: (see ID card)  ID number Suffix Group policy number

Mailing address City State ZIP code

Daytime phone - include area code

B. Who should LifeWise not share the member’s information with?
First name Last name

Relationship to member Phone — include area code

C. What type of information should LifeWise not disclose?
What types of information should LifeWise not share with the person in section B? Check all that apply.
NOTE: To comply with your request we may not be able to share other types of PPl as well.

[0 General health information

[0 Alcohol and/or chemical dependency

O Sexually transmitted diseases (HIV/AIDS)

[ Genetic information

O Reproductive health (including abortion)

[0 Gender affirming care, gender dysphoria, domestic violence, and behavioral health

D. Alternate address
Where should LifeWise send the member’s written information? Select one.

QO Use the address in section A. Continue to section E.

Q Use an alternate address. Complete the next line.
Address City State Zip code
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E. Signature — Print this form then sign it below.

The member must still pay for all costs related to their health plan. These include deductibles, copayments, coinsurance,
and any non-covered charges owed to providers. This request applies only to the member’s current health plan. It stays
in effect unless the member notifies LifeWise in writing. LifeWise may have already shared the member’s PPI with the
person named in Section B before this request was received or while it was being acted upon. LifeWise is not liable for
these disclosures. LifeWise will deny or stop acting on a request that includes any minor children if that request does not
agree with court orders or documents. This release is voluntary. LifeWise will not condition the member’s enrollment in
a health plan, eligibility for benefits or payment of claims on giving this release. LifeWise will act upon the member’s
request within 3 business days of the mail receipt date. Due to automated standard HIPAA transactions, LifeWise won't
be able to enforce this in all cases for health care providers.

Member signature Printed name

X Date signed (mm/dd/yyyy)

F. Who is completing this form?
| am (select one)
Q The member
Q Parent. Continue to section G.
Q Legal guardian. You must attach legal documentation. Continue to section G.
Q Power or attorney or legal representative. You must attach legal documentation. Continue to section G.
Q I hold none of the roles mentioned above. Continue to section G.

G. Details of who is completing the form on behalf of the member

First name Last name Phone — include area code
Relationship to member Fax — include area code
Address City State Zip code
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Notice of availability and nondiscrimination  800-817-3056 | TTY: 711

Call for free language assistance services and appropriate auxiliary aids and services.
Llame para obtener servicios gratuitos de asistencia linglistica, y ayudas y servicios auxiliares apropiados.
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3BOHUTE A5 NOAYYeHMA 6ecnnaTHbIX YCAYr Mo NepeBoay U APYrnx BCNOMOraTe/ibHbIX CPeACTB U YCAYT.
Tumawag para sa mga libreng serbisyo ng tulong sa wika at angkop na mga karagdagang tulong at serbisyo.
3BepTanTech 3a H€3KOLWTOBHO MOBHOI NiATPUMKO Ta BiANOBIAHMMW A0AATKOBMMW NOCAYraMu.
UEWTI SIS S SWMAM AN IENIUSSSSIY MU SIRIUNAY SHEISWHITISIRUUIEILINEEI
BHEEXEY —EXLBEULHEMRERVY—EREZEROHFZEL,
A19 PRIR ACSF ATANRFTF AT +IN, &J& Aeh, AIH TALEPTT AT ATATFTT ATITT NNAR €MC
Tajaajiloota deeggarsa afaan bilisaa fi gargaarsaa fi tajaajiloota barbaachisaa ta’an argachuuf bilbilaa.
He3 I AJE3 ATe w3 Bfg3 Agfed O W3 AT @A3 IS ad|
Fordern Sie kostenlose Sprachunterstutzungsdienste und geeignete Hilfsmittel und Dienstleistungen an.
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Appelez pour obtenir des services gratuits d’assistance linguistique et des aides et services auxiliaires appropriés.
Zadzwon, aby uzyskac¢ bezptatng pomoc jezykowa oraz odpowiednie wsparcie i ustugi pomocnicze.
Ligue para servigos gratuitos de assisténcia linguistica e auxiliares e servigos auxiliares adequados.
Chiama per i servizi di assistenza linguistica gratuiti e per gli ausili e i servizi ausiliari appropriati.
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Discrimination is against the law. LifeWise Health Plan of Washington (LifeWise) complies with applicable Federal and
Washington state civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex,
including sex characteristics, intersex traits, pregnancy or related conditions, sexual orientation, gender identity, and sex
stereotypes. LifeWise does not exclude people or treat them less favorably because of race, color, national origin, age,
disability, sex, sexual orientation, or gender identity. LifeWise provides people with disabilities reasonable modifications and
free appropriate auxiliary aids and services to communicate effectively with us, such as qualified sign language interpreters
and written information in other formats (large print, audio, accessible electronic formats, other formats). LifeWise provides free
language assistance services to people whose primary language is not English, which may include qualified interpreters and
information written in other languages. If you need reasonable modifications, appropriate auxiliary aids and services, or
language assistance services, contact our Civil Rights Coordinator. If you believe that LifeWise has failed to provide these
services or discriminated in another way on the basis of race, color, national origin, age, disability, sex, sexual orientation, or
gender identity, you can file a grievance with: Civil Rights Coordinator — Complaints and Appeals, PO Box 91102, Seattle,
WA 98111, Toll free: 855-332-6396, TTY: 711, Fax: 425-918-5592, Email AppealsDepartmentinquiries@LifeWiseHealth.com.
You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, our 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 Ave 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. You can also file a civil rights complaint with
the Washington State Office of the Insurance Commissioner, electronically through the Office of the Insurance Commissioner
Complaint Portal available at https://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status, or by phone at
800-562-6900, 360-586-0241 (TDD). Complaint forms are available at
https:/fortress.wa.gov/oic/onlineservices/cc/pub/complaintinformation.aspx.

051267 (07-05-2024) % I— i feW i S e



mailto:AppealsDepartmentInquiries@LifeWiseHealth.com
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html
https://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status
https://fortress.wa.gov/oic/onlineservices/cc/pub/complaintinformation.aspx

	How to Make a Non-Disclosure Request
	Instructions
	Notice of Privacy Practices
	Questions?
	Non-Disclosure Request
	Instructions

	A. Member information 
	B. Who should LifeWise not share the member’s information with? 
	C. What type of information should LifeWise not disclose?
	D. Alternate address
	E. Signature – Print this form then sign it below.
	F. Who is completing this form? 
	G. Details of who is completing the form on behalf of the member 
	Notice of availability and nondiscrimination


	Member Name first name last name: 
	ID prefix see ID card: 
	ID number: 
	Suffix: 
	Group policy number: 
	Mailing address: 
	City: 
	State: 
	ZIP code: 
	Daytime phone  include area code: 
	First name: 
	Last name: 
	Relationship to member: 
	Phone  include area code: 
	General health information: Off
	Alcohol andor chemical dependency: Off
	Sexually transmitted diseases HIVAIDS: Off
	Genetic information: Off
	Reproductive health including abortion: Off
	Gender affirming care gender dysphoria domestic violence and behavioral health: Off
	Where should Premera send the members written information Select one: Off
	Address: 
	City_2: 
	State_2: 
	Zip code: 
	Printed name: 
	Date signed mmddyyyy: 
	I am select one: Off
	First name_2: 
	Last name_2: 
	Phone  include area code_2: 
	Relationship to member_2: 
	Fax  include area code: 
	Address_2: 
	City_3: 
	State_3: 
	Zip code_2: 
	Members date of birth dd: 
	Members date of birth yyyy: 
	Members date of birth mm: 


