
CONFIDENTIAL COMMUNICATIONS REQUEST FORM

Use this form to request that Regence use an alternative location when communicating with you about your Protected Health 
Information (PHI). If you need assistance in completing this form, please call the Customer Service Number listed on the 
back of your Member Identification Card.

Section A - MEMBER INFORMATION  
The individual for whom communication at an alternative location is being requested.
Name Member ID (as shown on individual’s 

Member Identification Card)

Current Address (include city, state, zip) Group Number (as shown on individual’s 
Member Identification Card)

Current Phone Number Date of Birth

Email Address

By providing your email address, you authorize us to use the email you have provided to confirm that this Confidential Communications 
Request Form has been implemented or to obtain any missing or necessary additional information needed to implement it. 

SECTION B - ALTERNATE CONTACT INFORMATION
Where should Regence send communications?
Your Alternate Address (include city, state, zip) (required) Your Alternate Phone Number (optional)

Your Alternate E-mail Address (optional) Your Alternate Fax Address (optional)

SECTION C - WARNING
If Regence grants this confidential communication request, it still may be possible for others to learn or suspect that you received 
services. For example, a subscriber may be entitled to receive an explanation of benefits or another document which may show 
that certain amounts were applied toward the policy deductible. The subscriber may infer that you received services from this 
information.

This request does NOT revoke any authorization form you previously submitted. Any authorization remains in effect until you 
revoke it or it expires. Thus, you should consider revoking any authorizations previously submitted.
SECTION D - SIGNATURE 
The individual, parent of minor child or the individual’s Personal Representative must sign this document.
I request that Regence send my personal information to the alternate location specified in Section B.

Signed ____________________________________________________________________   Dated _____________________
SECTION E - If Section D is signed by someone other than the individual, please complete the following:
If the Member cannot sign for himself or herself and you are signing as a Power of Attorney, Legal Guardian, Executor or 
Administrator, you must attach a copy of your authority as the Member’s legal representative (e.g.; power of attorney, guardianship, 
parenting plan).
Printed name of Legal Representative Phone Number

Address (include city, state, zip)

Please return completed form to Regence: PO Box 1106, Lewiston, ID 83501-1106 
or email it to MemberMaintenance@regence.com
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NONDISCRIMINATION NOTICE 
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Regence complies with applicable Federal civil rights laws and does not discriminate on the 
basis of race, color, national origin, age, disability, or sex. Regence does not exclude people 
or treat them differently because of race, color, national origin, age, disability, or sex.  
 
Regence:  
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, and accessible electronic 
formats, other formats)  

 
Provides 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 listed above, 
please contact:   
 
Medicare Customer Service  
1-800-541-8981 (TTY: 711) 
 
Customer Service for all other plans 
1-888-344-6347 (TTY: 711) 
 
If you believe that Regence 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 our civil rights coordinator 
below: 
 
Medicare Customer Service 
Civil Rights Coordinator 
MS: B32AG,  PO Box 1827  
Medford, OR 97501 
1-866-749-0355, (TTY: 711) 
Fax: 1-888-309-8784  
medicareappeals@regence.com 
 
Customer Service for all other plans 
Civil Rights Coordinator 
MS CS B32B, P.O. Box 1271 
Portland, OR 97207-1271 
1-888-344-6347, (TTY: 711) 
CS@regence.com 
 

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 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://www.hhs.gov/ocr/office/file/index.html.  
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