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. / of Tennessee DISCLOSURE ACCOUNTING REQUEST

Purpose: This form is used to document an individual’s request for an accounting of disclosures of protected health information.

SECTION A: Individual requesting disclosure accounting.

The Member’s Information: Insert information about the individual requesting confidential communication.

Member Name: Member ID Number:
Member Address: Member Date of Birth:

Member Social Security No. (optional):
Member Phone Number: Member e-Mail:

SECTION B: To the individual—Please read the following.

You have the right to an accounting of the disclosures we or our business associates have made of your protected health information
(a) without your permission (whether informal agreement or signed authorization) as allowed by law, (b) to the Department of Health
and Human Services for privacy compliance purposes, or (c) pursuant to an express legal permission we obtained before April 14,
2003. The accounting period is the 6 years prior to your request, except you are not entitled to an accounting of any disclosures made
before April 14, 2003, which is our compliance date under the federal privacy rules. You are also not entitled to an accounting for
disclosures we or our business associates (a) made for purposes of your treatment, to obtain payment for that treatment, or for health
care operations (including certain disclosures for the payment or operations of others), (b) to you or to your personal representative, (c)
made pursuant to your authorization or informal agreement, (d) as part of a limited data set, (¢) made incidental to an allowable
disclosure, or (f) for national security or intelligence purposes, or to certain law enforcement agencies.

You are entitled to one free disclosure accounting each 12 months. We will charge you $ for each additional disclosure
accounting you request during the same 12 month period.

To request a disclosure accounting, please complete the signature block below.

INDIVIDUAL’S SIGNATURE.

I request an accounting of the accountable disclosures of my protected health information made within the 6 years prior the date of this
request (except not earlier than your compliance date under the federal privacy rules). I understand that I am entitled to one free
disclosure accounting each 12 months. 1 agree to pay $ for this disclosure accounting if I have already received a
disclosure accounting from you within the previous 12 months.

Signature: Date:

If this request is by a personal representative on behalf of the individual, complete the following:

Personal Representative’s Name:

Relationship to Individual:

YOU ARE ENTITLED TO A COPY OF THIS REQUEST

Please return completed form to: BlueCross BlueShield of Tennessee
Privacy Office

1 Cameron Hill Circle

Chattanooga TN 37402




BlueCross BlueShield of Tennessee

1 Cameron Hill Circle | Chattanooga, TN 37402 | bcbst.com

BlueCross BlueShield of Tennessee (BlueCross)
complies with applicable Federal civil rights laws and
does not discriminate on the basis of race, color, national
origin, age, disability or sex. BlueCross does not exclude
people or treat them differently because of race, color,
national origin, age, disability or sex.

BlueCross:

+ Provides free aids and services to people with
disabilities to communicate effectively with us, such
as: (1) qualified interpreters and (2) written information
in other formats, such as large print, audio and
accessible electronic formats.

+ Provides free language services to people whose
primary language is not English, such as: (1) qualified
interpreters and (2) written information in other
languages.

If you need these services, contact a consumer advisor
at the number on the back of your Member ID card or
call 1-800-565-9140 (TTY: 1-800-848-0298 or 711).

If you believe that BlueCross 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 (“Nondiscrimination
Grievance”). For help with preparing and submitting
your Nondiscrimination Grievance, contact a consumer
advisor at the number on the back of your Member ID card
or call 1-800-565-9140 (TTY: 1-800-848-0298 or 711).
They can provide you with the appropriate form to use
in submitting a Nondiscrimination Grievance. You can
file a Nondiscrimination Grievance in person or by mail,
fax or email. Address your Nondiscrimination Grievance
to: Nondiscrimination Compliance Coordinator; c/o
Manager, Operations, Member Benefits Administration;
1 Cameron Hill Circle, Suite 0019, Chattanooga, TN
37402-0019; (423) 591-9208 (fax); Nondiscrimination_
OfficeGM@bcbst.com (email).

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, DC 20201, 1-800-368-1019,
800-537-7697 (TDD). Complaint forms are available at
http://lwww.hhs.gov/ocr/office/file/index.html.

BlueCross BlueShield of Tennessee, Inc., an
Independent Licensee of the BlueCross BlueShield
Association.

ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia
lingliistica. Llame al 1-800-565-9140 (TTY: 1-800-848-0298).
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CHUY: Néu ban ndi Tiéng Viét, co cac dich vu hé trg ngdn ngi mién phi danh cho
ban. Goi s6 1-800-565-9140 (TTY:1-800-848-0298).
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ATTENTION : Si vous parlez frangais, des services d’aide linguistique vous sont
proposés gratuitement. Appelez le 1-800-565-9140 (ATS : 1-800-848-0298).
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ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfligung. Rufnummer: 1-800-565-9140
(TTY: 1-800-848-0298).
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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 1-800-565-9140
(TTY:1-800-848-0298).
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BHUMAHWE: Ecnu Bbl roBopuTe Ha pycckoMm s3bike, TO BaM AOCTYMHbI GecnnaTHble
ycnyrv nepesoga. 3soHute 1-800-565-9140 (tenetann: 1-800-848-0298).
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ATANSYON: Si w pale Kreyol Ayisyen, gen sevis &d pou lang ki disponib gratis pou
ou. Rele 1-800-565-9140 (TTY: 1-800-848-0298).

UWAGA: Jezeli mowisz po polsku, mozesz skorzystac z bezptatnej pomocy
jezykowej. Zadzwon pod numer 1-800-565-9140 (TTY: 1-800-848-0298).

ATENGCAO: Se fala portugués, encontram-se disponiveis servicos linguisticos, gratis.
Ligue para 1-800-565-9140 (TTY: 1-800-848-0298).

ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di
assistenza linguistica gratuiti. Chiamare il numero 1-800-565-9140
(TTY: 1-800-848-0298).

Dii baa akd ninizin: Dii saad bee yanitti'go Diné Bizaad, saad bee
aka‘'anida’awo’dée’, t'aa jiik’eh, éi na holg, koji’ hodiilnih 1-800-565-9140
(TTY: 1-800-848-0298).
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